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THIS  BOOK   IS  AFFECTIONATELY  DEDICATED. 


"This  subject  of  man's  body  is  of  all  other  things  in 
nature  most  susceptible  of  remedy  ;  but  then  that  remedy 
is  mo«t  Hiisceptible  of  error.  For  the  same  subtility  of  the 
subject  doth  cause  lar^e  [Kissibility  and  easy  failing;  and 
therefore  the  inquiry  ought  to  l>e  the  more  exact." 

Fkancis  Bacon,  in  the  Secoiul  Book  of  the  Proficience  and 
Advancement  of  Ltarning. 


PREFACE  TO  THE  THIRD  EDITION. 


Befoke  taking  up  what  has  been  done  in  this  revision,  it  may  be 
well  to  state  the  plan  and  scoj^e  of  the  book  as  explained  in  the 
prefaces  to  the  first  two  editions.  My  purpose  was  to  write  a  practical 
treatise  on  gynecology,  and,  in  doing  so,  to  preserve,  so  far  as  possible, 
the  unity  of  each  pathological  process  as  it  may  affect  consecutively  the 
different  pelvic  organs,  by  a  division  of  subjects,  especially  inflamma- 
tions, not  on  the  basis  of  the  usual  chapters,  each  describing  the  diverse 
diseases  of  a  special  organ,  but  rather  by  a  division  made  from  the 
standpoint  of  pathological  and  etiological  sequence.  The  student,  it 
was  thought,  would  have  a  more  rational  and  more  comprehensive 
idea,  for  instance,  of  metritis  by  associating  it  closely  with  vulvo- 
vaginitis, salpingitis,  ovaritis,  and  peritonitis,  than  by  regarding  it  as 
an  independent  lesion.  If,  on  the  other  hand,  he  considered  all  the 
diseases  of  the  uterus  in  one  part,  he  would  find  tumors,  traumatisms, 
and  other  diseases  thrown  in  between  uterine  infection  and  casual  or 
resultant  infections  in  other  parts  of  the  jm^IvIs,  and  thus  might  lose 
sight  of  a  most  instructive  relationship.  Under  tlic  ])lan  of  this  book 
he  would  recognize  more  easily  and  emphasize  more  properly  the  func- 
tional unity  of  all  the  reproductive  orgjins  ;  would  study  the  various 
jH'lvic  disorders  in  the  combined  forms  which  they  ordinarily  assume  ; 
an<l  would  grasp  therefore  more  readily  the  significance  of  morbid 
proces.ses  and  the  relations  of  these  processes  to  one  another.  In  con- 
nection with  this  general  plan  of  grouping  the  subjects  on  jKithological 
lines  my  further  purpose  was  to  exclude  whatever  was  not  based  u|K)n 
])athology  or  carefully  observed  experience  ;  to  set  forth  from  what 
was  known  such  definite  material  as  would  be  of  greatest  immediate 
help  to  the  student  and  practitioner ;  and,  as  an  essential  part  of  this 
material,  to  bring  out  in  practical  form  not  only  the  principles  and 
technique  of  the  major  o{)erations  on  the  ])eritoneal  side,  but  as  well 
the  pla.stic  and  other  minor  o]K'rations  on  the  vaginal  side  of  the 
]>elvic  floor.  In  the  discussion  of  plastic  operations  I  have  made  no 
attempt  to  describe,  either  in  the  first  or  in  subsequent  <'ditions,  the 
great  number  of  confusing  operations  on  the  ])erineum,  vagina,  and 
cervix  uteri,  some  of  whicli  would  seem  to  have  been  proposed  as  an 
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iiiipn)VC'incnt  on  iiatiiiv ;  nor  liavt'  I  t'clt  jiistitiiHl  in  j)n»st'iitinp  all  oi' 
the  ingenious  and  c'oniplioato<l  In>triinK'nts  nM'<l  in  jM'rlorniing  these 
o{K>rtitions,  but  have  enij)lia>iz«'(l  raihor  tlu'  ini|)ortan(>o  ot*  ix'storinj: 
tln'  iMiiiditions  of  nature,  whieli  may  he  dnnc  with  tew  and  simple 
in:*t rumen ts,  as  we  were  taii^lit  l)y  the  pionei-r  jrynet-ohigipts  of 
Anieriea. 

In  this  edition   I    have  endeav<»n'(l  to  niak<'  a  tlionmg'Iijroiiijr  iv- 

vi«ion  whieh  siujuld  inehidc  the  reeent  advances  in  jryneeolojry,  and 

in  doing  s»>  have  rewritt<Mi,  rearranged,  and  eondense<l  many  ehaj)ters, 

and   in  tliis  way  have  found  spa<'e  lor  the  e<iuivalent  of  ahout  one 

hiudriMl  {Kiges  of  new  matter,  withmii   enhirging  the  volume  to  an 

i;ii.^>nvvnient  j«ize.     The  jKirt-  relating  t<>  the  Anatumy  ol'  Menstrua- 

"ioc.  Endoeervieitis,  Enchmietritis.  Chronie  Metritis,  l*elvie  (Vliulitis, 

?rr.:.'nins.  Salpingitis,  the  Treatment  of  IN'lvie  Inflammations,  I'ter- 

ar  My.iuia. Uterini' C'aivinoma,  Ilystero-myomeetomy,  IlyMereetomy, 

•-•-ariiu  and  Parovarian  Cysts,  Ovariotomy,  Tuhal   i*regnaney,  Tr*'- 

f-ia^  Flrtnlae.  and   Malpositions  of  the    I'terus,  to  a   great   extent, 

ar-  :«<ra  Kfwrittvn.     The  suhstanee  of  th<' ehapt.'rs  on  Myoin<'tritis  ; 

"^-^nr- Ol.-.  Diagnosis,  and  Prognosi.-  <»f  IVlvii-   IiiMammations:  He- 

iiC-  -s>i»-!i»xna.  and  Massiige,  has  heen  re<-ast  and  lnnisf«'rre<l  to  otiier 

^  ■fr.a«.iu:«>:ti  featiiiv  of  ti>e  n-vision  will  he  f<iund  in  the  tnetluKl 

»pw*i*-ji^  Etiologx',  Pathology,  Synipt«imatoliigy,  I*hy>ieal  Signs, 

5ac;..-i,     i2f\  IHtlerential    Diagnosis.     These   s^l^ieet^    thmughout 

r     -n.   21   -  >-u  takon  out  (kf  the  iMiRigr:iph  form,  rewritten,  and 

»^.   —-•>*--  iiii'lnons  rearranged  in  tables  an<l  parallel  eolumn^. 

'--      ■■-'=:»«   >.^i.->  the  ininxluetioii  of  th<-  maximum  material  in 

-,-r-TO  <iwr.  a»l  is  designed  to  make  tlie  book   more  u>eful 

•'-»^    H-  -iar-  w.irk,  and  nion*  available  to  pnietiti^uwrs,  for 


HiimiiL  ^nP^B.i!<l  largely  fnnn  original  dr:iwing>  wen^  use<i 

•^     -^ -gs -w.  oiiitions  in  order  to  give  brevity  to  the  text 

-w  w  3»<anr diilinctions  with  elearn»>s  and  f«.ir.'.     As, 

—  -.,m  ■*  •»»  Uwoations  have  btn-oine  .ib>«.|.-te.  tliey  have 

-^-^  ^  j»-.    But  what  is"  inoir  iuipormni  ih:in  ihi-. 

-.w      ^^r  sanioiihttittns  and  mo>i  of  iIm-  major  iuid 

•-=«.:»  «n  ii'i?tiat«l  with  new  dr:i\\in-rs.  to  -li..w 

■  JUi  ^  IL    'Mii  phui*  *tep  by  step.      Kor  ix.imph-. 

.-..  l:3»-»Hnvoiliectomy  ar<'  >iiouu   in  iw.lv.- 

— »    .-?»iawiiip;  Vagi  mil   lly~i.ivft..tny. 

-rrg   a  «^t  drawings  ;   CiinfiM-.-.   in 
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I  desire  to  express  my  thanks  to  Dr.  Palmer  Findley,  who  has 
furnished  a  lai'ge  amount  of  pathological  material  and  has  rendered 
valuable  assistance  in  the  preparation  of  the  tables  and  parallel  col- 
umns, especially  those  relating  to  diagnosis  and  diflPerential  diagnosis ; 
t<»  Dr.  Robert  Gillmore,  who,  in  using  the  book  for  recitation  work, 
lia.s  made  a  critical  study  of  it  and  has  suggested  numerous  verbal 
changes ;  to  the  publishers,  who  have  co-operated  with  me  in  intro- 
ducing an  unusual  number  of  new  illustrations,  including  a  very 
lil)eral  proportion  of  full-page  plates  in  colors  and  monochrome. 
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PART  I. 
GENERAL  PRINCIPLES. 


CHAPTER   I. 

THE  PHYSIOLOGICAL  PERIODS  IN  THE  LIFE  OF  WOMAN. 

The  word  gynecology,  which  in  the  etymological  significance 
means  the  science  of  woman,  is  used  always  in  a  restricted  sense  to 
describe  the  diseases  peculiar  to  the  reproductive  organs  of  woman. 
The  analogous  word,  anthropology,  meaning  the  science  of  man,  is 
used  always  in  the  broadest  and  most  generic  sense  to  comprehend 
all  that  belongs  to  the  human  species.  Gynecology,  therefore,  is  a 
subdivision  of  anthropology. 

PHYSIOLOGIOAL  PERIODS. 

The  life  of  woman  may  be  divided  into  five  periods,  each  corre- 
sponding to  a  special  phase  of  her  sexual  existence ;  they  are  infancy, 
puberty,  maturity,  the  menopause,  and  senility. 

The  development  from  infancy  to  maturity  and  the  decline  from 
maturity  to  senility  are  common  alike  to  man  and  to  woman.  In 
man  the  anatomical  and  physiological  changes  from  the  time  of  birth 
to  the  period  of  youth  and  virility  and  the  cessation  of  sexual  power 
in  old  age  are  gradual  and  even  protHJSses,  free  from  special  outlay  of 
energy,  unmarked  by  critical  periods,  and  uncomplicated  by  nervous 
or  mental  disturbance.  In  woman  these  transition-periods  are  char- 
acterized by  great  expenditure  of  energy,  by  rapid  sexual  change, 
and  by  distinct  nervous  and  psychic  phenomena  ;  they  are  the  critical 
turning-points  in  her  life.  At  the  first  crisis  the  reproductive  organs, 
more  complicated  than  those  of  the  male  and  hitherto  inactive,  sud- 
denly become  the  centre  of  great  and  rapid  development;  from  this 
period  forward  until  the  second  and  final  crisis  her  vital  forces  are 
e8|>ecially  subject  to  the  exactions  of  menstruation  and  maternity. 
In  embryonic  life  and  early  infancy  the  physiological  lines  that  mark 
the  distinction  of  sex  coincide,  so  that  anatomical  differences  have  a 
potential  significance  only  ;^  as  childhood  recedes  these  lines  diverge  ; 
as  maturity  progresses  they  are  wider  and  widtjr  ajxirt ;  finally,  in  old 
age  they  draw  together  until  in  the  second  childhood,  as  in  the  first, 
they  again  coincide. 

»  Edward  H.  Clark.    Sex  in  Education. 
2  17 
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Infancy, 

Tnfiiiifv  ineliules  thr  firj^t  ti-ti  tir  twrlve  ywii-s  of  life,  ancK  althoiifrb 
:i  |>oi'i(><i  «jf"  iriviit  ]>atliHi)lMji;i<'ul  si^miiivince,  Ls  mtht-ra  suhject  t»t  paHli- 
alrics  than  of  ^'yiH'r(jliin;\ .  l>nni)jLi'  this  ptTiod  iUl>  n-|ir(nJiu-tive 
orji^ans  urc,  for  (ho  most  [>:irt,  riiut'titniully  dormant ;  tliey  aiv  utider- 
^oiiipj  a  trnulual  dt'Vtlojuiu'ht  |H"c'{>arat(iry  ti»  the  tntire  nipi<l  ami  ratli- 
ful  chanLTcs  of  i^iibrrty.  Iiifeetutiis  and  intianiniations  oeca.'^ionally 
arise;  ni'o|)hLSin,s  ami  traimiatisni!?  aro  rjuv ;  eonu^eiiital  nuiironiui- 
tions,  if  preseul,  art'  iisuahy  ovorloiiked  until  the  jicnod  of  jiuhortv 
or  nKittirily,  whon,  hy  rt^astm  of  sonic  d^'tivt  in  thf-  I'linction  of  nien- 
stniai inn,  coitus,  or  parturition,  tiicy  hi-fonio  evident;  (lisphuM-nientft 
of  the  itdliiitde  nteriis,  ahhough  i^os.sihfe,  have  httle  or  no  eliiiical 
signifieance. 

Pi  BEIITV. 

Pnherty  is  tfie  eritieal  transitioii-iHTiod  in  whioh  the  oluhl  heoonies 
tin-  woman.  The  rehitiitns  ami  inHm-iires  of  this  period  art*  fiimla- 
niental,  hoth  in  the  reproduetivc  ort»tins  and  in  the  entire.'  woman,  so 
that  upon  the  rmrnial  course  of  it  depends  inin-h  iff  the  after  healtli, 
comfort,  ami  usefulness  td'  the  itidivichiaL 

The  Ana1x>mical  Basia  of  puljerty  is  the  frdl  pljysieal  devi'lop- 
nienl  of  (he  reprodu<'tive  or*,^ans.  The  infantih'  uterus  is  small,  i^oft, 
iiid  plastic;  it  varies  in  .size  from  that  of  early  iidauey  (Figure  1)  to 


ftcrii!'. 


uin.'«  iin-l  Mviirit*  of  un  lufuiit  one  inontli  old.     Nnturul  ^ir,^>. 


;hat  of  th*'   I'hihl-nterns  jn^t    hefore    prdjerty  ;    at   the   hetrinning  of 
^nhiTty  thi-  nteriut'  canal  w«>uld  rnrasnr*'.  perhaps,  two  Inches;   when 

ullv  devi'lop«'d  at  ilu'  end  of  [mix'rty  the  length  is  two  am!  onedmlf 

iicIks, 

The  ct'rvix  of  the  infantile  ntenis  is  two-thJnIs.  and  the  eorpus 
>ne-thii*<l,  a«*  long  us  the  entire  organ.  These  pnipr)rtions  when  the 
'>rgnn  is  fully  develop-d  at  the  end  of  pnlM^rty  are  reversed — that  is, 
the  corpus  represents  two-thirds  and  tlie  ct'rvix  only  one-thinl  of  the 


'6 


(i,s 


riaur*  !k 


Floure  7 


(!Mr|<M*''UlNr  •ll'l  KmIII>*II*I    Elsmenls  and  Debris  Contained 
III  Manatrual  Pluid. 

I'lf  «if«  li  r   *  |.  MIHUMM|>|L  vllv  «l  lliiltl  Hi  <1lffrmiL  p«rloiU  of  mrnftlfiution. 
iriifMit*  ■  *    f    I'taMttitMta  'it  vtiiliiiNMitiiMi  i-»«t  ulf  Uo  day*  «ftcr  roenclniiitloa. 
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length  (jf  the  mature  uterus.  At  maturity  the  limgitutlirial  axis 
exteinllug  from  the  ost  exlernum  tu  tlie  t'liudiis  measures  three  iuehes  ; 
the  tmnsver»e  axis  of  the  corpus  uteri  mea.su retl  hiterally  irum  hiirn 
to  horn  is  two  inclies,  utul  tiieasured  In-  the  htujjest  untoro- posterior 
diameter  is  <>ue  inch.  Tlie  fundus  of  the  infant  uterus  is  thit  ;  the 
fuuihisof  the  mature  utenis  is  eonvex  ami  thuue-shaped.  Thr  tuueosa 
of  th<.-  infautih'  uterus  presi-uts  an  ttrhor  rihr  arraii^iMiit'iil  ihrtHij^hiuU 
the  enrpus  and  eorvix  ;  :it  maturity  this  uriaii)^euieul  is  eoulimil  tu 
the  cervix. 

Devt'lopmentril  chajigi's  siiuihir  to  tliose  altove  cnitliued  ofcur  in 
the  ovaries  auil  iu  thr  otht'r  (genital  orjj^aiis.  Puljerly  is  marked  also 
by  euhir«rt'iueiit  of  the  pelvis  and  Invasts,  liy  the  a|)pearaii<*r  of  liair 
(HI  the  mons  Vfiieris^  vulva,  and  armpits,  hy  a  fjem-ral  roinuliiit;;  (if 
the  form  with  adijxise  tissue,  and  ijy  mjtahle  psvelur  rhatr^rt-.s. 

The  Physiological  Features  of  jvuherty  are  the  appearance  of 
menstruation  and  ovulation  ;  they  iudieate  that  the  w'xual  nervous 
orgauixatiiHi  is  apjirotifhiug  that  maturity  wliich  renders  the  woman 
C£ipai)le  of  procreation. 

MENSTRUATION. 

Menstruation  is  ehanieteri/ed  hy  a  hkxMly,  mueous  discharge  from 
the  uterits  j  this  discharge  eontuins  epithelial  cells  from  tfie  uterus  and 
vagina  ;  it  begins  with  puberty,  aud^  unless  interrujitcil  by  utero-gesta- 
tion  and  lactation  or  by  disease,  norm:dly  recurs  in  regular  ^tcriods 
until  the  time  of  the  menopause.  The  phenomena  of  menstriintion 
are  botli  gcnend  and  local. 

I.  The  General  Phenomena  of  Menstruation  are  as  I'ojlnvvs  : 

1.  Slight  elevation  of  pulse-rate  and  temperature  at  the  onset. 

2.  Tendency  to  slight  physical  ilcprcssion  and  inaetivity. 

3.  Sensations  of  heat  and  cold. 

4.  Swelling  of  the  luvasts  and  thyroid  gland. 

5.  Di-coudort  and  thr<>libing  in   ihe  head,  wHght  in  the  pelvis 
and  back,  and  irritability  in  the  Iilailder. 

Those  disturbances  are  subject  t<»  wide  variations.  In  some  eases 
they  are  absent ;  in  others  they  arc  so  slight  as  almost  to  escape  notice, 
or  so  severe  as  to  i\»nder  life  miserable  and  use-lcss.  Painful  men- 
fntniation  —  tliat  is,  dysmenorrhiea  —  is  always  proof  of  some  ]iatho- 
logirnl  condition.     See  Chapter  LTIL 

II.  The  Local  Phenomena  of  Menstruation  are  recognized  in 
three  stages : 

1 .  Stage  of  i  n  vasion  — -  discharge  of  m  ncus. 

2.  Stage  of  jiersistenee  —  flow  of  hlood. 

3.  Stage  ( if  decl  I  ne  —  d  isel la  rge  i  >  f  m  uc i  is. 
The  dinvharge  of  jnucns  before  luid  iifter  t!]e  flow  of  blood   is  an 

.essential  part  of  the  metistrurd  flux  ;  in  lower  animals  the  menstrual 
diseiuirge  is  entirely  of  ninciLs.  In  the  human  race  the  lf>wer  the 
intellectual  scale  the  greater  the  f[uanfity  of  muens;  the  iiighcr  the 
scale  the  greater  the  quantity  of  blood. 

Amenorrhoea.  Amen«)rrh(pa  is  tlie  absence  of  raenstriiatioii ;  it 
may  be  physiological  or  pathological. 
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Phyniological  Amenorrhwa.  Physiological  absence  of  menstrua- 
tion tHWIlFH  : 

1 .  Prior  to  puberty. 

2.  At  irregular  intermenstrual  periods  during  the  establishment  of 
pulwrrtv. 

.'i.  I)nring  pregnancy  and  lactation. 

•I.  At  irregular  intermenstrual  }>criods  during  the  climacteric. 

r>.   AfU-r  the  menopause. 

l'nllioh>(fic(il  Ainenorrhwa.  A  discussion  of  the  pathological  causes 
of  iimenorrhfea  may  be  found  in  Chapter  LI. 

Atf©  of  First  Menstruation.  The  age  at  which  menstruation  first 
iippciirH  varies  widely  with  individuals.  Climate  and  heredity,  es- 
prrijdly  the  former,  are  (h^termining  factors.  In  the  United  States 
It  (IrHt  appears  on  the  average  about  the  fourteenth  or  fifteenth  year, 
MotiM'tiiiH'H  as  early  as  the  ninth  or  tenth,  and  occasionally  not  until 
wUi'V  the  eighteenth.  In  very  cold  climates  the  average  is  sixteen, 
uiid  in  iIh!  tropics  nine  years. 

Prwoocious,  Protracted,  and  Scanty  Menstruation  will  be  pre- 
M<  iilcd  in  Chapters  L.  and  LI. 

Kntquency  of  Menstruation  and  Duration  of  Flow.  The  hu- 
iMiiii  iMcnHtriml  cycle  (covers  a  period  of  about  twenty-eight  days. 
VM»'i»li'»NH  of  one  or  more  <lays  are  common  and  usually  harmless. 

Quantity  of  Menstrual  Discharge.  The  average  amoimt  of 
MM'ii-lniiil  fluid  lost  in  a  single  period  is  estimated  at  from  six  to 
e|(jflM  oi(iM'«'H  ;  th<'  miiiinium  is  two,  and  the  maximum,  ten  ounces. 
\  p|rlln»iir,  \v<H-nourishcd  woman  may  menstruate  freely  for  eight 
or  l«'»i  diiVH  wjfliout  ill  i'fU'i't,  and  may  lose  an  amount  of  blood  which 
HMiilij  .^rioii-jv  uiidcniiiiu'  tlic  strength  of  an  ana?mie,  |)oorly  nourished 
woMiiiii.  Wlml  uoiild  be  normal  for  one  woman,  therefore,  would  be 
MbiioriMiil  (or  aiiotlnT.  'V\\v  usual  means  of  cslinuiting  the  quantity 
III  IiIikmI  Io-I  in  l»v  counting  llic  napkins  used.  The  average  number 
).'  Imim  n  III.  N'litliiiiij^  approaching  exactness  is  jj^.iined  by  this  method, 
III  I  •HI)  ii.ipKin-  v;irv  in  .•-!/<■  an<l  cajKicity  for  al»sorj)tion,  and  because 
I. Ill  uMiii.in  \\'\\\  tolcnitc  an  over-sat  lira  led  napkin  while  another  will 
,  I  III!  I  l\    |i<  I  mil  llic  soiling. 

Anulninv  of  MoiiHtruntion.  Altlioui;li  menstruation  has  l)een 
till  iil.|irl  tA  many  hlranjic  superstitions  and  spei'ulations,  yet  nothing 
I  I  ii..v\M  i.r  llic  nlilily,  cause,  or  signiti«-anee  of  it.  Numerous  eon- 
llii  iiii!'  '•|>iiiioii  cciicciiiiiiL'^  llic  anatomy  of  nienstrnation  have  been 
|,iii   I,, nil      niir,  ihal    llic  coi-jMircal  inncosa  is  stripped  off  clear  to  the 

|,)i   |,i\.  I  ill  each  icciiniiiL^  flow  ;    another,  that  only  the  epithe- 

li.il  l,i>.  I   I      h.  .1  ;  : ihcr,  iliat  a  newly  organi/cd  tissue  is  develojied 

•  liiiiii.'  ihi  mil niH  II  inial  pciiod.  and  that  tiiis  alone  is  east  off.  The 
iiwiiMii   iji.ii    iIm-     iiificc  <'|)ithcliniii    i-   thrown   off  in   the   ]»roeess  of 

iniiiiiMii    h:i    aii  <  II    I'nun    f'anlty  inetlio<l:«  of  investigatinn.      ()b- 

-cr\  .ii  mil .  iji,i(|i'  i>ii  llic  nil  ri  of  women  who  had  dic<l,  during  men- 
-iiii;iii..ii,  III. Ml  iVcc/iii-/  .If  iVoni  infections  di-case,  or  upon  uteri 
ichi..\..|  iwriiiv  Iniir  hniir-  ill'  inoic  after  death;  or  upon  freshly 
iciiin\..l  |Hciiiirii-  in  which  the  -.uriaiM' epithelium  had  been  injured 
in  the  haiMliin^',  hiivi-  -npported  the  (H)nclusion  that  the  surface  epithe- 
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liurn  is  shed  during  meiif^tnuition,  wlien  in  reality  the  loss  of  epithe- 
liiim  was  post  mortem.  Goblianl,  ot*  Berlin,  has  put  fortti  the  wrrect 
inlorpretation  of  the  anatornii-al  rhangt's  uf  mcnstruutJun.  His  cih- 
servalions  upon  fresli  ruateriai  (■arffnlly  prepared  tleiiumstrtite  that 
in  men>tniatiuii  there  in  no  ahfdduig  *>J  tlw  xurjaev  cpiihrfium.  Three 
s?tage.s  i>f  menstruation  are  reeognized  : 

i.   Preinenstniat  congestion.     Plato  11.,  Fi^nre  I. 

2.  Suhepithelial  inennitfinia.     Pbu^lJ.,  Figure  2. 

3.  Bursting  of  hlnod  through  ^urfaeerpitlrelium  and  ixist-menstrual 
absojptioii.      Phxte  IF,  Figure  :^>. 

The  cotHiective  tissue  of  the  eiidornetrimn  is  of  the  cniljryonal  type, 
an<l  is  ptriiieated  with  delicate  1)Io<h! vessels.  These  vessels  partiei- 
|){ite  in  the  general  ixdvic  congestion  that  preecdes  menstruation,  tuid 
readily  give  forth  an  ettusion  of  blood  into  the  embryonal  conne<'tive 
tissne  :  tl)e  effused  bliMid  takes  tlie  direction  of  huLSt  resistance — that 
is,  to  the  surface  of  the  endonietrimn.  Under  the  snrfaee  epithelium 
the  blcMMl  <olIeets  in  small  ipiantitii's,  forming  what  may  l)e  termed 
suliepitiielial  hicniatoniata.  With  inereasing  ]>ressnre  the  blood 
passes  between  the  epithelial  eells  of  the  surface,  elevating  groujis  of 
cells  from  the  basetnent  membrane  and  oeeasionally  breaking  off 
small  fragments  of  epilhelintn.  With  lessening  blood-pressure  the 
hemorrhage  beeonies  less  abundant  and  finally  the  blotxl  eeases  to 
[KISS  through  the  epithelial  harrier;  then  follows  absorjition  of  the 
effused  blood  from  tin?  eoniieelive  tissue  and  subepithelial  spaces. 
The  epithelium  that  had  been  lifted  from  the  basement  membrane 
sinks  back  into  its  former  relations.  Any  minute  areas  aeeidentally 
deintdetl  are  cpiickly  covered  by  new  epithelium  regenerated  from 
a<Iioining  surface  epithelium  anil  gland  epitiielium.  Such  are  the 
anatomiciil  events  of  menstrnatioii. 

OVULATION. 

Ovulation  involves  the  maturing  and  rupture  of  the  frraatian 
follicle  and  the  escape  of  the  ovum.  Formerly,  menstrunti«m  was 
ronnnonly  thought  to  he  an  external  manifestation  of  ovulatt(jn  and 
<h'pendent  upon  it  ;  but  whatever  may  bi'  the  relation  between  these 
two  functions,  that  of  cause  and  effect,  for  the  following  rea-sons,  is  no 
longer  tenable  : 

1.  Tfiere  is  a  cyclscal  jK'nodicity  in  menstrnation,  and  there  is  no 
such  perimhcity  in  the  maturing  of  the  Graafian  follicle  and  ilischarge 
of  the  ovum  ;  the  process  of  ovulation  is  continuous,  and  CM-eui"seven 
in  the  mature  fietns. 

2.  Menstrnation  sometimes  continues  after  removal  of  the  ovaries. 

.'^.  In  opening  ihe  ahdftminal  cavity  during  uienstruation  one  fre- 
quently fails  to  find  a  fresh  corpus  luteum  itT  either  o\ary  ;  on  the 
contrary,  he  more  frecjnently  finds  it  during  the  intermenstrual  perimF 

4.  Ovulation  occurs  in  tlie  absence  of  nn^nstrnation,  becan.se  con- 
ception may  lake  place  during  the  pcriml  of  hn^tation,  and  even  after 
the  menopause. 

Although  the  de|Dcndence  of  menstruation  on  ovulation  has  not 
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Section  of  ovarj''  (raaRni fled  t.    i>uii'r  oovermif. 
development.  8.  Graafian  rollielej*  in  iuon-  advHiioeil  ittatft'  <>ri)cveUj|iinetit ;  tht?  Uri^tfti  nf  ttie»e1 


Frra-RK  3. 


GraaAan   folliclcis  in  earlicfit  stap?  of 
slopment.  8.  Graafian  follielej*  in  iuon-  advHiioeil  ntA^e  <iri)cveUj|inietit ;  tht?  Uri^tftl  nf  ttie»e  . 
ia  an  almi«t  mature  fullirlt.    3  .  Follicle  fn.ini  whicit  uviim  has  escaped,    i.  Slightly  Uevelopcd 
follicles,    it.  I'urtpheral  stroma.    G.  Ccutral  strtima.    7.  Corpui  luteum. 

bct'u  estaltHsliril.  therr  is  rcasini  yt't  to  t'onclnde  tliiit  ovnhititm  aod  nicn- 
struiitiinj  are  iiolh  \im\vr  tliu  t-dntroi  of  tlu-  sanir  nerve  aji]iar;Uiis,  and 
that  the  nerve.-ii  of  the  utcruHaiid  ovaries  liavc  aet-riain  iM>-Krdi nation. 

Care  during'  Puberty.  Al- 
though the  apjK^anvnce  of  nien- 
stnuilioii  indiiato*;  that  maternitv 
i.s  po.^i^ihli',  it  l>v  iiH  nH'aii!^  follows 
that  the  dv\*At»pmcut  of  the  indi- 
vidual if?  ffvni|tlctc  at  this  time, 
nor  that  she  is  cnpahJe  of  ftilfil]- 
iiijj  the  re<]iiircnif'ut.-<  *»f  iiialernity. 
Until  about  tlie  twentieth  year 
the  nervoii.s  system  is  uiicfjual  to 
the  slniin  of  child-hearinp  and 
fdihl-rtarinj;  ;  tlie  mnscles  are  in- 
ad('t|uale  to  the  carryinp  and  ex- 
pulsion of  the  ehild  ;  and  the  [>el- 
vi^  it*  often  tt«»  small  to  give  it 
wde  e,\it,  Tlje  [M'riod  of  puberty 
slmtild,  tliereiVtre,  lie  taken  as  ex- 
tending not  itrdy  over  tlie  few 
month.*  ref|iiireti  (or  the  establish- 
ment «»f  nvensirnalitin,  but  always 
as  inehiding  the  time  necessary 
for  fnll  pliysiral  development. 
l)nring  tliis  perirMl  the  energy  of 
the  girl  is  taxed  hv  the  rnpidirv 
tii».riirm  ot  sexnal  <levei(jpment,  by  the 
gn.jit  lialnlity  to  cirenlatorv  <lis- 
tnrl>anees,  by  the  physiejil  ami 
mental  strain  of  etlnention.  artl  by  tlie  t-onventionalities  of  society, 
*  lfoillfl«d  from  ScJiron's  drawing  uf  thr  uvary  of  •  cat.  '  Wiedvraliclm. 
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whic'ii  may  require  iiijiiruMis  fhangcs  in  tlross  nnd  personal  liabits. 
Tlu- necessity,  therefore?,  for  j^reut  cure  is  upjiaifiit.  NtJtritions  mul 
simple  diet,  frLH|uciit  rest,  miMliTato  anui>ritH"rU<,  and  ad<Mjiuitr  ixcr- 
cif?e  are  cssLTittal.  Study,  rsjurially  durni«;  tuoistriKiiion,  sln»iild 
iievur  Ue  {»r<>>spd  to  tli*'  ])<»im  of  f:itj»r(j(..  Ijiasrmicli  as  iias-ional  lite 
now  Ix'jjfin^,  and  the  whole  uervotis  ori^anization  is  tlierefore  suhjeet 
to  new  i^mjMilses  and  reqiiireinfMits,  reii<hnf^  and  assix'iations  should 
i-arefuily  be  selected,  and  should  exeliide  whatever  niay  undulv  exeite 
the  fmotioris.      F>ror>  eominitted  now  may  have  grave  coMsi-JjueJiee's, 

Figure  4. 


Sbture  ovary,  Faaopian  tube,  and  uterus,  inmi  a  woninn  twenty-live  years  of  nge.    Natural 

such  as  malnutrition,  psychose^^,  sterility,  nienstnial  and  oilier  fune- 
tjoniil  ilisoi-ders,  and  may  make  the  woman  a  hopeh'ss  invalid.  For 
reasons  already  given,  one  of  the  most  serious  errors  is  premature 
niurriaj^. 

Education. — Aerordin-:  Uy  pnvailiuir  ideas^  tlie  hi^dier  education 
and  eivili/aiittu  siroiiL'"ly  (md  to  ihcck  and  pervert  the  di'vc1*)pnu*iit 
of  wtuuan,  t(*  cause  nunicr«His  weaknesses,  1o  increase  the  burdens  and 
<lan^ers  of  maternity,  and  to  lessen  the  vigor  of  the  rfHspriu^.  We 
are  told  that  the  repnhlie  is  in  daiiijjer  from  the  deteriorati<m  of  our 
women.  The  limits  of  this  work  cannot  include  an  adcfpmte  disens- 
eion  of  edneatiitn,  nor  are  sutfieieni  faets  known  upon  wliieh  to  base 
vaH«l    conchinions.      Tliese    pessimi.-tic    forebodings,    however,    have 


,     Outtrr  covering.    Z  UraAhan   r(illicl^&  in  earliest  sUi^  of 

development.  3.  (jranfiun  mllklue  in  inure  iidvanctMl  stiiKL'  of  ilcvpUipiiieiil ;  Uk-  Inritcst  of  the 


Section  of  ovary*  (maniillcfl). 

Telopment.  3.  <>raJifiun  mill ^         . ^         

ia  an  alranf  t  nmture  fijllicle.    3'.  KolUcIc  fruni  wliirh  ovnni  hiu*  e»i-i4]H>(l.    4.  Slightly  developed 


bet?n  fstaljltshcd.  tlicn"  is  rciison  yet  toroticliulc  that  nviiIsUicm  nrul  men- 
struation are  hoth  undui*  tlie  roulro]  of  tlit-  j^anie  ihm'vc  ;i]»|ianili)s,  ami 
that  the  nerves  of  the  uterus  and  ovaries  have  afertain  co-Mrdli nation. 

Care  during^  Puberty.  Al- 
though the  a}>pcannK'e  of  nieu- 
strajitirm  indicjues*  that  maternity 
is  po.'^sihlr,  it  Ijv  net  means  follows 
that  the  dev<'lo))nient  yf  the  itidi- 
vitlual  i.s  efmi[t!ete  at  this  tinje, 
nor  that  phe  is  eapahle  of  fidiill- 
infjthe  requirements  of  miilernity. 
Until  about  the  twentieth  year 
llie  nervous  system  is  unequal  to 
the  strain  of  ehiUI-ltoariiig  and 
rfiikl-rearinji  ;  the  imis<'lcs  are  in- 
adetjiuite  U\  the  earryinp  i>nd  ex- 
ptilsion  of  the  child  ;  and  the  pel- 
vis is  often  tori  small  to  ^dve  it 
safe  exit.  'J'he  pertofl  of  puherty 
slioiild,  tlitrefftre,  lie  taken  as  ex- 
temlin^  nf>f  only  over  tlie  few 
months  rerpiired  for  (\\v  estublisli- 
ment  of  nH-iislrnation,  hnt  ahvavis 
as  hi  chiding'  the  tinno  necessary 
f«»r  full  i>hysieal  development, 
r^urine  this  period  the  enerj^ry  of 
the  ^irl  is  taxed  by  the  ra[ddity 
of  sexfud  development,  by  the 
jrrt'at  liability  to  eirridatory  dis- 
lurhanees,  by  the  physiciil  and 
mental  strain  of  education,  and  Ity  the  convenlionaltties  of  swiety, 

*  Modlfled  fhna  Schron'a  UntwHig  of  th«<  ovary  of  «  cat.  *  Wledvnheim. 


.  opn ,     

Gertninaf  epithcHum,  fn.in  which  I'lliii;»rf 
liilirg,  P.V,  In  ovarian  Mrnnia  are  ilivdurwd. 
.*Jn  Ovarian  stroma,  ,«?.  f?.  Srnnll  vcxsolfi.  \\  r 
Primlilvt"  ova,  .S.  Kp*''"'  tH*twofn  nK-nihrntm 
emnnlitsn  nn<1  ovuni  //  Lhjuor  folliniU.  /) 
IHwus  i>rollL'i  ^u^.  AV.  Ul|n-  fivtim,  wltli  perm- 
vt-^lrlcantl  tA' tpernilnalAjM.   .V;*.  ML-mlirwha 

S'tluofila.      7/.  Mutoulnr  nhcatb  of  folllcU' 
g.  MetnbranaKTanulcMA. 
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wliicli  niav  require  ifjjiiriuns  e)iuiiges  in  dri'ss  ami  porsoiial  habits. 
Tlio  iiecciNsity,  theretore,  for  irreiU  wire  is  apparent,  Xiitritioiis  nnd 
iHiniplc  diet,  frequent  rest,  iiioik'nite  amiisenients,  and  atle(piate  exer- 
cirje  are  essential.  Study,  especially  duriii;^'  iiieti.-tnuiiion,  sliould 
never  \w  pressed  to  the  jkhuI  dI"  fatigue.  Itiasniueh  jis  pn.'^si'nial  lile 
uow  hegins,  and  the  whole  nerv«Mi?  ui-^nriizution  is  therefure  suhjeet 
to  new  inipidses  and  re(piirements,  reatliuy;  and  asstK-iations  slicudd 
t-aretully  be  sfde<!ted,  and  slmtdd  exclude  wliutever  may  unduly  excite 
the  einnlions.     Errors  enniniittetl  now  may  have  ^rave  cr>use<]ne]iees, 

FlGl'HE  i. 


SlAture  ovary,  Fallopiaa  tube,  aud  utt^rus,  l'ri<ni  a  wmuaii  twenty-five  yean  of  a.gv.    N'ntuml 

such  as  malnutrition,  ]t>.yt"hoscs,  sterility,  menstrual  and  otIuM*  fune- 
lional  disorder^,  and  may  uiiike  tlie  woniati  a  hopeli*>s  invalid,  Knr 
rea-snn.s  already  given,  one  of  the  iniHt  seriiJiit^  err()rs  is  piviiiature 
marriage. 

Education. — Aeeordin;^  to  ])revailin;r  i<leas,  the  higher  odneation 
and  eivili/.ation  str<nn;ly  tetul  to  i-lurU  and  jM-rvert  tlie  develiipnji'ut 
«»f  Woman,  ti>  cau-c  tuimcrotis  weaknesses,  in  inerease  the  burdens  and 
♦lanpon*  of  maternity,  and  to  lessen  the  vigor  of  the  f>t!*spring.  We 
are  toUl  that  the  re)»nblic  is  in  dungei*  from  the  deterioration  r»f  our 
women.  The  limits  (tf  thi.^  work  eann«>t  inclnile  an  adequate  disi-tis- 
Aion  of  edueation,  nor  are  sutiieieut  faets  krjown  upon  wliieh  to  base 
valid    conclusions.       These    jH-ssimistic    forelmdings,    however,    have 


26  GENERAL  PRINCIPLES. 

The  Menopause. 

The  menopause,  sometimes  called  the  climacteric,  sometimes  the 
change  of  life,  is  the  second  critical  jwriod.  It  usually  occurs 
between  the  ages  of  forty  andfifty.  The  (xjcurrence  of  it  before  the 
fortieth  or  after  the  fifty-socond  year  is  abnormal ;  the  duration  is 
from  three  to  five  years.  Heredity  is  an  important  factor  in  the  time 
and  duration  of  the  menopause.  Pathological  causes  more  or  less 
recrognizable  may  shorten  or  lengthen  it.  In  very  cold  climates  both 
pulwity  and  the  menopause  are  delayed.  The  opposite  is  true  in 
warm  climates. 

The  Anatomical  and  Physiologrical  Basis  of  the  Menopause 
is  atrophy  and  cessiition  of  function.  This  critical  period  is  char- 
acterized by  the  following  senile  changes  in  all  the  reproductive 
orgiins: 

1 .  Senile  changes  in  the  ovary : 

a.  Atrophy,  induration,  and  shrinkage  to  rudimentary  size. 
h.  Disappearance  of  Graafian  follicles, 
c.  Cessation  of  function. 

2.  Senile  chanrjeH  in  the  Fallopian  tuben: 

a.  Shortening  and  narrowing ;  often  complete  obliteration  of 

lumen. 
I).  Destruction  of  epithelial  elements. 

3.  Senile  chanc/es  in  the  uterus : 

a.  Atroj)hy   of    entire   organ  —  shrinkage    to   rudimentary 

size ;  may  l)e  reduced  to  a  hard,  wedge-shaped  body, 
one-fourth  size  of  mature  organ. 

b.  Muscular  and  glandular  elements  become  rudimentary. 

c.  Canal  may  close  at  internal  os,  or  external  os,  or  become 

obliterated  throughout. 
il.  iSecretions  may  be  locked  up  by  adhesirms  —  pyometra  or 

hydrometra. 
e.  Vaginal  portion  may  disap]war,  making  the  upper  part  of 

the  vagina  continuous  with  the  uterine  canal. 

4.  Srnili'  chanf/ea  in  the  vagina  : 

a.  Shortening,  narrowing,  and  loss  of  elasticity. 

6.  Loss  of  paviMuont  epithelium  and  substituticm  of  a  hard 

snrf:uH'  containing  more  or  less  cicatricial  tissue. 
0.  Contniotion  of  introitus  vaginte. 

5.  Senile  ehanrjes  in  ihc  vnlr<j : 

a.  Same  as  in  vngina — great  contracticui  and  loss  of  elasticity. 

b.  ])estnH'tion  or   impairment  of  vulvo-vaginal   glands  and 

vulvar  follieU's. 

c.  Cutaneous  surface  dry  and  sealy. 

fl.  Hair  on  moiis  veneris  may  turn  gray. 

6.  Senile  changes  in  the  mannnd- : 

a.  Loss  of  glandular  elenients  and  cessation  of  function. 

b.  Atrophy  and  shrinkage;    sduietimes   the  atrophic  loss   is 

made    up  or  more   than   made    up    bv   the   deposition 
of  fat. 
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The  Essential  Phenomenon  of  the  Menopause  is  permanent 
a^re^^t  of  all  functions  peculiar  to  tlie  reproductive  organs.  It  is  the 
iuvi«rsion  of  the  developmental  j)rocess  of  puberty.  It  marks  the  end 
<»f  active  sexual  life.  The  atrophic  changes  are  known  as  senile 
atrophy. 

The  Symptoms  of  the  Normal  Menopause  are  referable  to  two 
stages  :  a  stage  of  menstrual  irregularity  preceding  the  cessation  of 
the  menses,  and  a  post-cessation  stage  of  variable  systemic  disturb- 
ances. In  normal  or  nearly  n(>rmal  cases  the  menstrual  irregu- 
larities and  the  systemic  disturbances  are  slight.  The  woman  may 
at  times  be  unusually  capricious  and  emotional ;  yet  she  })asses 
through  this  physiological  crisis  with  only  a  few  minor  perturbations, 
such  as  the  characteristic  vasomotor  flushes,  perspiration,  vertigo, 
somnolence,  numbness,  and  faintness.  The  menstrual  function  ceases 
as  it  began,  with  marked  symptoms  referable  to  tlie  nervous  system. 

Symptoms  of  Abnormal  Menopause.  Irritability,  apprehen- 
isiveness,  hysteria,  melancholia,  and  other  psychic  disturbances,  more 
or  less  exaggerated,  are  common  in  the  abnormal  cases.  The  flow 
may  become  continuous ;  it  may  become  so  excessive  as  almost  to 
amount  to  dangerous  hemorrhage ;  or  life  may  be  jeopardized  by  a 
slow,  continuous  drain.  There  is  an  in(5reased  tendency  to  malignant 
disease  of  the  uterus  and  breasts  during  this  jjeriod.  The  excessive 
fear  of  this  may  prey  injuriously  on  the  mind  of  the  woman. 

The  menopause  often  cures  pelvic  disease  ;  this  is  because  path- 
ology is  physiology  modified  by  disease,  and  because  atrophic  changes 
when  they  arrest  physiological  processes  may  also  at  the  same  time 
put  an  end  to  pathological  processes.  Especially  is  this  true  if  the 
pathological  processes  have  depended  upon  the  functional  activity  of 
the  organs  involved.  It  therefore  follows  tiiat  a  woman  who  has 
suffered  for  years  from  chronic  uterine  or  ovarian  disease  may  now 
enter  ujwn  a  long  period  of  increased  vigor  and  robust  health.  It 
may,  however,  be  a  dangerous,  even  a  fatal  mistake  to  assume  that 
the  ills  occurring  at  this  time  of  life  properly  belong  to  the  meno- 
pause ;  that  they  need  give  no  anxiety  ;  that  they  will  disappear  with 
it ;  and  that  they  therefore  require  no  attention.  Although  such  a 
notion  prevails,  yet  some  of  the  most  grave  disorders  of  the  meno- 
pause are  consequent  upon  pathological  states  for  which  atro})hy 
of  the  reproductive  organs  can  give  no  relief.  Continuous  and 
excessive  hemorrhages  and  excessive  nervous  disturbances  are  matters 
of  sjKHMally  grave  solicitude,  since  the  one  may  indicate  malignant 
<lisease  and  the  other  may  tend  to  mental  derangement.  Prompt 
ilHignosis  and  energetic  treatment  may  be  imperative. 

Senility. 

The  decline  of  life  is  normally  a  |X'riod  of  repose.  The  functions 
of  the  reproductive  organs  having  ceased,  the  organs  have  little 
physiological  significance.  Tlie  s])ecial  disorders  and  dangers  of  this 
})erif)d,  such  as  malignant  growths,  senile  vulvo-vaginitis,  and  senile 
endometritis,  will  be  consiilered  in  the  proper  connections. 


CHAPTER  IT. 

SEPTIC  INFECTION   ANJi  ASEPTIC  TEClINIQI 

The  pffiital  tract  nf  tlio  now-ltoni  is  stenlc.  Id  niatun'  lilV  the 
Cft'vix  and  corpuii  titeri  and  Fallopian  tulK'si,  undur  normal  c«»n- 
<Iiti<*ns,  are  sterile.  The  vagina  contains  numeroiis  Don-patho^nie 
niicro-orgsmi.sms.     See  Chapter  XL 


SEPTIC    INFECTION. 

Miera-organisms  havo  bct'ii  nbuniUmtly  proved  trv  he  tlie  oanso  of 
tlie  ^t-'ptic  and  ijiflaniniHtorv  diseaf^cs  (jf  W(>rnen.  In  du-  t-xamination 
of  the  vaginal  swiretions  tif  nearly  two  hundred  uotnen  lK.>dt'rlein 
demonstrated  about  one-half  to  be  alinorniuL  In  10  per  cent,  of  the 
abnormal  cum-s  he  found  (he  strejitoeoeeus  pyogenes.  Jnoeulation 
expfrirnt-nts  shoui-d  ibat  in  TjO  pvv  ecnt.  of  tho.se  the  microbe  was 
patlnj^enie  for  animals,  i'livio  and  Monti  have  f<innd  the  strepto- 
coreus  in  tive  case>  of  pner]K*nd  peritonitis.  ( 'zcrniewski  fuiuid  it  in 
the  loc'iiia  of  thirty-lhrt'e  out  of  eighty-tme  ea.ses  of  puerperal  fever, 
while  in  tlie  lochia  of  Hrty-seven  healthy  women  he  found  it  but  once. 
In  ten  fatal  cases  he  dcniontitratcd  its  prcwnce  in  I  he  organs  after 
death.  The  countless  niyrinils  of  eoeei  |>resc'Ut  in  a  single  mierohcopic 
field  of  fluid  taken  from  I  he  al>domc'n  in  a  case  iif  septic  prritnnitis 
b1k>w  the  ticvelopmcntiil  jmiwlt  <d"  tlie  micro-or^a]iism.  For  a  [ihysi- 
cian  lo  go  imnicdialely  from  a  ease  of  erysi|K'ias  uv  of  strejttoe<K*eim 
phlegmon,  or  of  any  other  virulent  infection,  to  visit  other  pattent8, 
even  after  the  most  [»ainstaking  disinfeetinn,  is  scarecly  side,  HcjK^ated 
disinfection  on  two  or  three  cfHiseentive  days  is  dcsindtle,  jverlmps* 
necessary.  To  go  widntnt  any  disinfct!tion  Vwyond  the  onlinary 
washing  is  criminal.' 

Septic  inf<^'tion  iornicrly  cansod  an  apjKdling  mortality  in  t]iennij<»r 
gyneenlogictd  operations  and  made  the  niitmr  nunnprdations  extra 
perilous.  The  fear  of  infection  wiis  so  great  that  wlicti  the  malndy 
was  neither  fatal  nor  very  rlisiddiug  the  (jnietitinner  often  utitil  tem- 
p>ri/in}r  measures,  tiowever  nn]»n>tnising,  to  the  exclusion  of  sni'gical 
measures,  however  rational.  Now  flu*  applieati(Mi  of  the  aseptic 
principle  has  made  all  gy(ie4<olojri<"d    proee<lures  relatively  side.* 

Sepsis  is  the  general  term  for  all  surgical  infections  of  microbio 
oripn.  The  term  nsei>sis,  with  its  eorresjionding  ndjectivc  aseptic,  is 
USImI  to  imply  the  absence  of  these  infections.     Sepsis  is  doubtless  due 
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to  the  products  of  bacteria  rather  than  to  the  bacteria  themselves. 
Septiciernia,  toxieinia,  siqinemia,  ami  pyieniia  arc  terms  used  to  signify 
different  forms  of  infeffiou. 

The  pre,sence  of  infectious  microbes  in  the  circulation,  top;i't]u'r 
with  the  chemical  aeti<nj  ul'  their  prtHhicts,  gives  rise  to  the  condition 
caUed  nfptirfrmia. 

Othor  mierf)bes  exist  Iwally,  but  niny  send  out  their  products 
thnoigh  the  eircnlation,  tlo-reby  prnduring  sridli'  tfwtnnia.  When  the 
toxaemia  is  due  to  ifie  prtjduct.s  of  jmtrefactive  bacteria  it  is  often 
€;dle<l  ^tipnrinln.  Wheu  pus  emboli  are  earned  ttirouj^b  the  cirenla- 
tit»n  from  a  focus  of  suppurution,  to  set  np  other  foci  in  ditlerent 
portions  of  the  bo<ly,  the  condition  is  called  piftrm'ta.  These  tt-rras, 
althougli  widely  used,  art*  not  uiisohitcly  di'Huite.  Our  knowledi^e  of 
the  conditions  which  they  siy;nify  is  incomplete.  An  apprehLJision 
of  their  meaning,  however,  is  essential  to  an  apprci-iation  of  mo4lern 
surgicral  literature. 

iSHen)bic  invasion  may  be  in  the  form  of  wound  infection  ;  it  may 
altMJ  occur  directly  in  the  unbroken  cutaneous  or  mucous  surfaces. 
The  miero-tirgjinisms  most  importitnt  and  most  often  found  in  gyne- 
cology are  : 

The  »taphyltx;occus  pyogenes  aureus,  The  gonococcuH  of  Xeisser, 
The  staphylfX'ix'cns  jtyogeuos  albus,  The  bacillus  colt  communis, 
The  streptococcus  pyogenes,  The  liacinns  tulierculosis. 

Numerous  other  microbes  les-s  common  or  less  virulent  fiavc  been 
omitted  from  this  list.  Among  them  are  the  bacillus  of  tetanus,  and 
the  bacilbis  of  malignant  (edema,  both  nire,  uon-|)yngrnie,  and  most 
virulent ;  the  bacillus  jn'ogencs  fictidus,  the  pnenmoeoeeus,  the  bacillus 
pyocyaneus,  actinomyces,  the  staphylw<x'eu8  epidcrmidis  of  Welch, 
an<l  the  bacillus  aerogenes  c^ipsulatus. 

Staphylococcus  Pyogenes  Aureus  and  Albus. 

The-^e  are  the  most  frei|itL'nt  anil  widely  distrilyuted,  and  are  the 
most  abundant  sources  of  snjipunition.  Doth  are  sajiropliytes — i.  *'., 
they  flourish  on  non-living  matter  ami  are  cultivated  readily  in  the 
various  organic  media.  The  stnphylwix'eus  aureus  is  found  in  almost 
all  absoe.sses.  It  usually  ap[K'ars  in  groups,  uttrn  in  jtairs  of  fours. 
In  cultures  open  to  the  air  it  forms  large,  golden-yellow  mass4is.  Its 
pathogenic  power  is  variable,  being  sometimes  more  virulent,  some- 
times les.s  virulent.  Its  pyogenie  properties  in  man  have  been  clearly 
prove!  by  the  expericuee  lA'  Garri,  who  rubbed  into  the  uninjured 
skin  of  his  arm  a  pure  culture  of  this  organism.  Four  days  later  a 
large  carbuncle  surrounded  by  isolated  furmieles  appeared  at  the  site 
of  ilu'  inoculation.  The  inHammntioii  ran  thr*  usual  course,  and  it 
was  only  after  several  weeks  that  the  skin  healed  over  cunpletely. 
iS'vcutccn  scars  remained  as  a  lasting  proof  of  the  success  r>f  the 
experiment.'  It  is  the  usual  microbe  of  loeiit  .suppuration,  but  is  said 
to  cause  general  sejvticiemia  fmm  [xierperal  or  surgical  infection.  The 
staphylococcus  albus  closely  resembles  the  aureus  in  form  and  fiine- 
'  AdAptvd  from  Aseptic  Surgical  Technique.    Robli. 
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Bacillus  Tuberculosis, 

The  bacillus  of  tuliiTfiilttsis  lias  boon  foiiml  iti  infliinitnutions  of 
all  the  genito-nrinury  organs,  ami  csijociiilly  in  tuhcrcnUir  jMriionitis 
«nd  j^alpinp^itis,  Iiii'fction  iVimi  tins  iiultiJh'  is  sclditiii  a  Si'qiieiit'e  of 
tratiniulisiTi,  and  it  is  tliorefom  liardly  to  be  feared  as  a  factor  in  sur- 
jrtTv.  On  tlie  eontniry,  siiririf-al  ojnTatinns  are  said  to  liav*-  a  derided 
inliibitory  elleet  im  the  ])r»iujress  ot'  tiiKrrridar  (leriloiiitiH,  the  disease 
having  in  many  ca.ses  di8iipi)earecl  after  simple  exploratory  incision. 


ASEPTIC  TECHNIQUE. 

Tlic  causation  an<I  eonrse  r>f  infeetion  necessarily  dejwnd  upon  the 
source,  virnlenx'e,  an<l  number  of  the  ororani^ms  ;  u|x>n  tlie  vohime 
and  nutnn-  «»f  their  prodnets  —  that  i:^,  of  the  toxidbiiinins  ;  and  n[jon 
the  local  ioiidiiiims.  The  presenee  of  foreiirH  biMlJcs,  of  patlioli*- 
gical  ^eeretiuiis,  of  brui^e<l,  eonji^fej^ted,  or  dwid  lin-sne,  is  favoraljlc  lo 
infection.  In  the  vast  majority  of  eases  infection  is  carried  u*  the 
wound  by  the  hand  4)f  the  surjjeon  or  his  assistants  or  appHanee.s; 
this  U  called  luitnt-iiiffffiun.  Aufu-hijivfmn,  wineh  'a^  supplied  by 
organisms  already  existing  in  the  jwtient  at  the  time  of  (lie  ojn'ration, 
i«i  relatively  less  freijiieiit.  Suine  haeteria  nudouhtedly  i-eaeli  the 
wound  through  the  air  ;  but  lliey  are  usually  not  viridcnt,  and  are 
tlierefore  not  dangerous.  Fortunately,  the  fluids  and  living  tissnes  of 
tlie  l>ody  have  gennieidal  power,  and  eonse<|nent]y  offer  a  degree  of 
resistance  to  bacterial  invasion.  Many  genns^  therefore,  wliieh  in  arti- 
ficial nieilia  would  flourish,  may  hceonie  inert  when  exposrd  to  the 
resistance  of  living  tissue.  Since  this  resistance  is  often  ina<le(|uate,  it 
l>econjes  ne*M?ssarv  so  far  an  possible  to  exf*luch>  the  tirgsmisuis  from 
the  field  of  operation  by  aseptic  measures,  or  to  destroy  them  by  anti- 
septic agents.  It  is  clearly  important  that  tlie  power  of  tissues  to 
roist  organisms  he  not  impninMi  by  the  too  free  use  of  chemical  anti- 
septics or  mechanical  agents. 

The  mere  aeceptauee  of  the  aseptic  idea  vvilhout  a  thorough  and 
systematic  applfc;ition  of  ir,  not  only  in  majm"  o|>emtions,  but  even 
in  simple  manipulati<ms.  is  inade<)uate.  Eliicient  teehnifpie  is  the 
outgrowth  of  a  comprehensive  grasp  and  an  intelligent  appreciation 
of  the  causes,  prevention,  and  nMuedies  of  septic  iidW-tion,  It  re- 
quires above  all,  tl»»  develo|)ment  of  what  has  aptly  Iwen  called  the 
aseptir  cofisricncr. 

Asepsis  is  the  absence  of  infectious  bacteria.  Strietlv  spenking, 
this  may  be  an  ideal  <'ondition,  since  it  is  not  always  fully  realized  ; 
but  it  is  usually  jKtssible  to  limit  the  number  of  bacteria  to  a  stife 
minimum,  or  to  render  them  harmless  In*  means  of  drugs,  chemicals, 
ami  other  agents.  8uch  agents  are  called  antiseptics.  When  the 
iintiseptie  has  the  |K>wer  to  destroy  germs,  it  is  often  called  a  germi- 
cide.    The  us<'  of  antiseptics  may  be  either  prophylactic  or  therapetitie. 

Asepsis  involves  a  great  nuinber  of  iletails  variable  and  hard  t»> 
anticipate.  A  complcle  des(*ription  is  impossible  and  nnnecessarv. 
Onn*  grasp  the  great  principle  of  asepsis,  and  the  subordinate  detail's, 
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otlierwi.-^?  froinplex,  hwonK,'  simple.  The  intellijrent  operator,  for  ex- 
ample, who  knows  that  septic  infection  is  the  ri'sull  of  contact,  mn'tl 
not  \n'.  tohl  that  during  an  operation  he  must  keep  his  hand  off  from 
whatever  i>  nr»t  .-ti-rih-.  The  <lan^M-r  of  sep>is  is  in  a  measure  pro|Nir- 
tiouatc.ta_tLL'Jknm.h  oi'..U'i'  '»|M-r;ition,  to  the  exposun-  ttf  the  wound 
or  cavity,  and  to  tlw  extent  of  the  tnunuatr^m.  it  iollows,  tJjerefore, 
that  an  o|N'nition  should  h<.>  finished  as  rapidly  an<l  with  as  littli>  (»|x>r- 
atinjr  as  jKfssihle.  At  the  >ame  time,  the  shiw  «i|M'nitor,  if  jrentle  and 
firm  in  his  movements,  is  h  ;.s  danjrerous  than  one  (»f  rapid  and  violent 
movements. 

The  object  <»f  the  prophylactic  use  of  anti.-eptics  is  asep>is.  Bef«»re 
any  ^yne(rohi;ric:d  opemtion  or  manipulation  the  o|M'r.itorV  hamls.  the 
instruments  :in<l  other  a|)pliances,  and  tiie  field  of  the  o]K>ration  or 
manipulation  shouhl  he  remlcre<l  surjrieally  clean  and  so  maintainoil 
throujrhout  tin*  o|HTation.  The  thenipeutic  u.-e  of  antiseptics  is  indi- 
cated when  infeclir»n  has  actually  occurred.  Then  the  fiehl  of  infec- 
ti<»n,  if  lo(«l,  nuiy  he  o|)<'ned  and  disinfected  or  <1niined  ;  if  the  infec- 
tion is  systemic,  the  internal  use  r»f  anti>eptic  drujrs  may  l>e  in<Iicate<l. 
When  there  i«  no  infection,  and  the  ns<"  of  antiseptic  drujjs  is  therc- 
f«ire  prophylactic,  they  siiould  he  used  hut  sjKirin^ly,  if  at  all.  an<l 
not  in  ("ontar-t  with  tlu-  wound.  This  i>  hr-cause  they  have  injurious 
pro|M'rti<*H  whi<'h  may  cive  rise  to  danjrerous,  even  fatal,  re.-ults.  The 
use  of  thest;  dm;:.-  is  to  n-cure  sur^nc-d  «'leanHiie>s,  as  soaj)  is  useil 
to  Hccurc  a-sthetic  cleanliness;  an<l,  tin*  ohji'ct  having  heen  attaineil, 
they  should  he  Wiished  off  with  sterile  water  from  the  hands  and 
instruments  Iwfon'  thes<*  are  brought  in  contact  with  the  patient. 
The  fn'()jtfiiff(H'flt'  iit*i'  <fj  iiniixrfitics  Is  (lit  ifnfisrj/fir  j/r(trrthifc  to  im 
attvpth  t'(Mn/f. 

Antiseptic  Agents. 

Ileat,  soap,  carholie  acid,  (■orr(>>ive  fuKliiiiale,  and  formaldchvde 
piM  are  amonjr  th<'  u\<t>\  nli:ihlr  :ind  prnetic.-d  anti-eptie  nirents. 
Meat  is  the  most  powerful  :iiid  availahh-  ^rrtiiieide.  and  the  most  pnic- 
licjd  for  •it4'rili/atiou  of  evervihini:  wliicli  it  doo  not  injure.  The 
»4;tual  tlame  ami  hot-air  .-ti-riii/rr  iia\e  lK«n  mostly  di>eanled  for 
irynei'rilogiciil  Use.  Moist  ln-at  i>  employed  in  llie  form  of  hoilinj; 
wat*-r  or  of  steam. 

Sterilization  by  Boiling.  Ah-olnte  >t<  rlli/Mtion  for  lalmnitorv  work 
•»-,.'•-.  •►•".linjr  for  thirty  miiMite-  mi  tlinM- (•uii-iriitiv<-  days;  hut  for 
*. -j.-i  ^i-.n*-*-!  one  hoiliui:  for  ihirty  inimitr-  i>  ample.  lu  fact, 
..*-• -yw—   -rn-'r^-o-nio  niicnilws  and   tlnir    -pf.rt-    an-    dr.-troyed  in  a 

^-Ptiinscinr  -t  Steam  is  <'ni<M(  iit,  avMiJaMi-.  and  widely  appli- 

^^^       I.-r'imnr    '•■r.n«vte<l   with   an  np.  ration  tlmt    i-.  not    injure<! 

-r    -2.^    "  "•»•»'  t-^-plic  hy  thi-  iiMMii-.      l'<-r  ilii-  |>ur|>o.-<',  mnn- 

,.^  .  »«^_— vr-"'iT..'^  tif-e  heen  <levi.-»ed.  that  of  Afiiojd  JM-iiiii-  m«>st 

.  ,^    ^.^        :    .♦.nauiS' *  ^^hamlwr  for  the  ai-iit-jc-  to  he -.ti-iilizcfl. 

__^if     -;-.»jir'-   *--.    II.'  "'^■m  this  chaiiilKr  atnl,  iiniiiiii:  in  contact 

^,^^j,.,i.«s.     tspt.-.-\'i.   towels,   L'^own-,    api"'>n-.    dre-.-in^s, 

.^.^^^..^      rnxf^    tle'U  rtorile,  or  at    lea-t  praiti<-ally  sife  for 


BUixioal  purposet),  iu  ubuiit  sixty  niinntcs.  The  Boeckinann  stoani- 
storilizer,  wliieh  work.s  \yy  si»-calleil  "  over-stfum  stcnlisciitioii,"  is 
thought  by  some  to  he  juore  elieutive  than  the  so-cii11<j<1  "  iiiultT- 
Bteain "  sterilizera  of  Arnold  ami  others.  This  steriUztT  ha>!  the 
a<l vantage  of  not  wotting  tho  dre^^singH  so  mucli,  and  is  provided  witli 
raoiviis  of  dryin<T  tfioni  bofury  tliey  iire  tixkvn  out.  The  pnx-cs.s,  re- 
peated for  sixty  miiiute.s  on  two  or  throe  eonsecutive  dayj^,  insures  the 
final  ilestruetioii  nl'  any  spores  that  niiglit  otherwise  .survive  the  first 
trial  and  germinate  on  the  next  day. 

Soap,  although  not  a  pt>\verful  germicide,  is,  perhaps,  the  nio^t  valu- 
able of  all  antisepties.  It  is  uscnl  in  eleansing  the  instruments,  eloth- 
niiC,  and  other  thinji;;?  needled  in  ronneetioii  with  itfx'ratiitns,  and  for 
washing  the  skin  af  the  patient  and  operator,  but  nuH'e  espeeially  for 
scruhhtng  the  huiids  and  arms  of  the  surgeon  ami  Itis  assistant.  The 
familiar  s:ipi>  viridis,  usually  ealled  green  soap,  U  immeasurably 
guperior  to  all  others. 

Carbolic  Acid  Is  a  chemical  antiseptic  of  great  power.  It  also  has 
the  higliest  germicidal  and  deud«jnuit  projierties,  and  Inis  been  more 
freely  and  gonrrally  used  than  any  other  anttst'ptie  ;  but  it  has  projv- 
ertieri  that  render  it  dangt-rous  fur  the  patient  and  intH»nvrnient  for 
the  njM^rator.  It  corrfides  instruments,  injiires  the  skin,  and  by  its 
local  anaesthetic  ])rojx?rtieri  impairs  the  tactile  setise.  The  use  of  tbis 
drug  is  now  limited  to  the  disinfection  of  very  small  areas  of  Iwal 
infection,  where  the  quantity  ih-n}*!  is  not  sufficient  tu  cause  systemic 
piii^oning,  even  though  the  acid  he  used  in  full  sfrengtli.  The  danger 
of  wa:?hingf>ut  septif  cavities  with  1,  2,  *J,  or  5  por  eent.  soltitions  is,  gen- 
erally sj>eaking,  jirohibitory ;  fur  example,  pnd'ouufl  shock  has  repeatedly 
foUowetl  the  introduction  of  weak  solutions  into  the  rt^ctum.  It  is 
Boluble  in  hot  water  to  the  amouiTt  of  -5  jier  ceut,^  antl  may  be  ren- 
dered much  more  soluble  bv  the  adiliticui  of  10  per  eent.  of  glycerin. 

Corrosive  Sublimate,  like  carbulic  acid,  is  a  germicide  of  cunsider- 
able  power;  but  is  dangerous  if  brought  freely  in  ettntaet  with  the 
patient.  It  may  be  used  fur  disinfecting  the  lulnd^  al'ter  prolonged 
scrubbing,  for  the  sterilization  of  surgienl  dressings,  and  for  solutions 
in  winch  ligiitures  and  *«pynges  may  he  kept.  The  drug,  however, 
should  be  washed  out  of  die  s[>()uges  whh  sterilized  water  befttre  tliey 
are  used.  Irrigiuion  of  the  bhulder  with  a  solution  as  weak  us  1  in 
10,000  has  hf'cn  follnwetl  \ty  most  violent  exfoliative  cystiti.«.  It 
shouhl  never  be  used  in  tlu-  urinary  system. 

Sodium  Carbonate,  foniujon  w;ishiug-soda  is  an  active  germi- 
cide when  n^cd  in  a  1  percent,  solution  with  water,  but  it  does  not 
become  active  until  the  sohition  has  been  raised  to  the  boiling-point  ; 
tJien  sterilization  is  much  more  rapid  than  in  plain  boiling  water. 
The  boiling  solution  is  sairl  to  dissohe  the  capside  of  the  germ  and  to 
destroy  it  in  five  minutes.  This  form  of  sterilization  is  suited  best  to 
instruments  and  rtther  appliances  tliat  are  not  injured  by  heat. 

Formaldehyde  Gas  is  generated  '  by  passing  the  vapor  of  wood- 
ulcohol — methylic  alcohol — mixed  with  the  oxygen  (tf  the  air  thn)ugh 

»Tbe  generator  is  Ibc  invention  of  Mr  Bcrtnini  K.  Hoitlater.  of  Chicago,  aud  Is  known  as 
nolUBtcr'9  formaldehyde  generator. 


heated  platinum  gauze.  The  cherutcal  change  is  represented  by  this 
formula  : 

As  the  w.><xl-tiIcohol  vajw^r,  C"H/J,  passes  through  tlie  heated  pla- 
tinum gauze  it  gives  U|i  twn  atoms  of  liydmgen,  which  combine  with 
an  atom  ut*  oxygen  from  the  air  ami  funn  water,  H.O.  There  is  left 
formaUK'hyde  ga»,  CH .O.  Tlie  hrat-fuergy  of  this  rhemical  change 
is  fiufKcient  to  maintain  contimioiislv  a  red  lieut  in  the  [ilatinuta  ;  hence 
80  long  as  tlje  materials  last,  the  process,  once  started,  is  automatic. 
Tlie  generator,   Figure  7,  holds  a  quart  of  wood-alcohol,  and  once 

Pioom:  7, 


fCDerator.    Tbero  are  two  sizefl.  the  lanrer  of  which  is  preferable. 

IvtQ  mtk  continuously  for  twenty-four  hours.     Wtieii  used,  it 
j^brWlum  of  a  c*tp|)er  sterili/er  or  uf  some  other  receptacle, 

r  of  which  contains  wire  tniys  to  hold  the  articles  to  be 
opoeuare  to  the   ffU'ioa]dchy<le  gas.     The  gas,  having 
^ttieat,  is  carried  oti'by  a  small  funnel   into  a  chimney- 
( «at  of  (ioor5. 

jes,  towels,  instrtinients,  and   other  appliances  are 

1  IB  less  than  tliirty  minutes.     It   is,  liowever,  sug- 

(BWfB  be  continual  for  several  hotiis,     Tfjc  neces- 

rrfoffthegtis   makes    thr  priM-esH  im]irafrtirnble 

1 11  lii«*t<f  houses  before  opcmtions.     Tlic  process  is 

■  •^vnlintion  of  nioms  and  clothing,  nor  for  the 

s»l  i*annot  l>ee«>me  S4»  until  a  generator  has 

•!  wvducing  larger  fpiantities  of  g:is. 

,«isi4i  as  alcoiiol,  ether,  essential  oils,  tur- 

''i\  in  their  places,  and  will  br  consid- 

A  becjiuse  of  its  poisonous  properties 

m^wx  prolongetl  nausea  ami  vomiting. 
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High-pressure  Steam-sterilizer  for  Hospital  Use, 

This  sterilizer  is  alraost  indi.s|>en.sable  in  hospitals  where  it  is  neces- 
sary to  ^terili/f  rapidly  lar«ri'  (piaiilities  of  (lri's:~iii}i:*  :intl  other  appli- 
ances; but  is  t<»i  romplicuteil  aiitl  itaitally  ton  ex])<'ii>ive  for  general 
Use  iu  private  practice  ;  it  consists  of  a  cliaiiiber  in  wliirli  the  articles 

FlQUBK  H 


Hlgh-pr«asiire  steam-stcrlUxer  for  bospiul  tide. 

to  be  Sterilized  are  plact^l  and  riiiilijcctcd  m  vacuo  to  high-pressure 
stpam.  The  civatioti  of  a  vju'inirn  before  lottiiis^  in  the  steam  insures 
g^reatcr  thoroughness  in  stt^riliKation,  This  sterilizer  is  furnished  in 
d.ffl-rent  sizes,  the  diameter  varvin*;  from  fotirteen  to  eighteen  inches 
and  llie  length  from  tweuty-nvo  to  thirty  inches. 

Instruments,  Pouches,  and  Bags. 

The  conventional  leather  instrument-poiieh  ts  a  prolific  incnbator 
of  difiease,  and  must,  therefore,  give  ]>Ince  to  the  aseptic  pouch  of 
I  aonie  wa-shable  fabric  that  may  be  sterilized  by  boiling,  and  changed 
frequently.     See  Figure  0. 

The  leather  iiistrunient-bag  is  certain  tr>  beootiie  unclean,  ami  is 
therefore  rlangenMis.  The  eanvas-cuvered  telescope  valise  is  inexpen- 
sive, simple,  and  easily  cleaned. 


Wuhable  iaatrunient-pouck 


ment-haps,  the  conventional  :*lfTiltzor,  the  cumbrr-omo  trays  and 
spouf^'-lKisins  which  make  up  l\w  usual  im|M'«h(iicnia  of  Mirgirail 
practice  outside  the  hoj^pitals.  The  appanUUs  liilfib  the  rcquire- 
meuts,  fir«t,  of  an  a^^'plic  in^tr«inuMit-<'jirto ;  liccoml,  of  a  stciim- 
sterilixcr;  thinl,  of  instnimcnl-lmys  u»d  >»pongo-ba!*in8.  It  c«»iisist8 
of  two  rectangular  stcriliitcrs  made  of  «*op|»er,  nickcl-plntcd,  in  which 
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fdttv  Ix-  puckwl  all  instrnments  ami  other  appliaiioes  requisite  tor  an 
aixlotuiiml  section  or  lor  any  otlior  ordinary  siu-gifiil  ojn-ration.  The 
component  parts,  may  iurtlK-r  he   uslJ   se[)umtoly  as  puns,  sponge- 
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InstrumeiU-poucfa  rolled  and  tied. 


rill0|  ftod  tray!?'  Tin-  whole  outfit,  cndosi-il  in  a  washable  canvas 
r^ov'pr  or  in  a  telt'soojje  v:ilis<',  is  .sixtet'u  inchi'.<  [an^z,  nine  inches  wide, 
[twelve  inches  iiigh,  ami  wliL'n  packed  ready  ior  an  npemtion  weighs 
lEbout  twenty-five  iKnind.*.    See  Figure  11,    Thi«  case  contains  a  eom- 
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ilnation  ItistrumentHi'ase,  sierilizpr,  sponge-boainfl,  and  trays,  packed,  ready  to  be  takcD  to 

an  operation. 

pleie  set  of  in.mrnnicnt.^,  towels,  spongets,  ligjitnres,  snitings,  dressings, 

aprons,  nail-bni>lics,  .''tcriliz«d  green  *;oap,  ether,  chlornrorni.  alcohol, 

antiseptic  drugs,  rnhlyer  sheet,  douche-bag,  etc.     The  e(|uipmcnt   x?, 

L^dapted   for  work  anywhere.     It  espwcially  solves  the  problem  of 


o<«l  a.s   blcrilizcrs.     Observe    that    each 

wy^  iV^r  legH,  which  may   be  foldeil  agtiinst 
^  U)X  H    not   in   use  as  a  i>tenIisBer. 


tains  instruments.  T1r«  ujtjter  tmy,  resting  ufMm  the  lower,  contains 
luwcls,  dressings,  Hgiitiiros,  ptc.  Tht-  spnri'  of  oue  inch  bctwc-on  the 
bottom  of  the  lower  truy  and  tlic  bottom  of  tlic  t*tenli/.er — /.r..  Inlaw 
die  line  A— B,  Figure  12 — is  fillot!  witli  sterilized  water.     The  small 
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trays,  D  and  G,  are  filltnl  with  Imrniiig  alcohol.  Those  trays  are  set 
upMii  satifor^i  tt)  |H'e%'eiit  burning  the  tuble-top.  The  burning  alt-ohol 
cunverts  the  wiiter  ijito  steatn,  whieh  steribzes  tlie  eonlent-^  of  the 
wire-guiizo  tniys.  One  of  the  two  detachable  handles  ivsting  on  the 
table  between  the  tw«i  trays  nmy  he  n.sed  tu  put  <Mit  the  flame  by  lift- 
inij  ihc  .small  jdeobil-tray  in  contact  with  the  bottom  of  the  sterilizer. 
Tliese  detachable  haniltes  arc  ai:?o  desio:ned  for  use  in  scjmniting  llie 
diHerent  part.s  t)f  tlie  sterilisers  after  the  sterilization  is  complete. 

Fin:dl\%  the  si'vcnd  nart.s  of  tbi.s  ap]iaratns  may  be  bn»ken  up  into 
swjn^^e-ba.-^ins,  jmuis,  and  trays.  The  two  large  eopf>er  bitxcs  become 
.'iptinfro-basi ns.  The  two  top  covei*s  become  trays,  htthling  t^terilized 
water,  inside  of  which  two  of  the  gauze-wire  tniys  containing  the  in- 
struments are  placed.     See  Figure  18,  ¥  and  R 

The  gnu/e  trays  may  Iw  lifted  out  by  the  detachabh^  handles  and 
placed  in  the  covers  without  handling  the  sterilized  instruments.  The 
other  two  gauze  tniys  l<i  the  left  of  the  sponge-basin  (Figuix*  13)  hokl 
tlw  towels,  gnnze,  sponges,  dressings,  iind  other  things  which  have 
b«Mi  !iterilize<]  in  them.  The  two  small,  j^uarc,  shallow  cups  which 
^gMit:iin(il   the  aleohol   now  become  trays  for   nee<llcs,  ligatures,  and 

jlli^-   M  iip[>Iianees.     St^c  Figure  l.*?,  H  and  G.     Observe  that  this 

jUrililcr  is  quite  as  well  adapted  for  sterilizaliou  by  boiling-water  a,s 
1^  s^Wim.  After  the  apparatus  has  bei'u  under  steam  for  sixty  nnu- 
«i«S  csiw^^Jidlv  if  tills  process  has  been  reix^atcd  three  times  on  con- 
jtaMitTr  days,*  not  only  the  c(uitcnts,  but  also  the  various  parts  which 
Mt  iMt  bt  u^*«l  as  sponge-basins  and  trays,  are  fhoroughly  sterilized, 
l^ell  mcmtt^r  of  die  apjKiratus  is  supplied  with  one  or  nmre  slotvS  or 
M^Uffk  $«|(i  which  (it  the  detachable  metallic  handles  atrca<ly  men- 
22^4,  Tb«*  liandh's  arc  useful  to  sc])arate  the  sterilizer  into  \U 
iilU<w4  WMrt*  whiU'  hot,  and  to  as'f)id  unnecessary  handling.  After  an 
yuMiAMkVvtMi  ii|H»n  a  scntie  case,  all  the  parts  of  the  apjKjnitus  may 
S^lllS^  lki»il  (hen  st<'rilized  hy  boiling  in  a  large  wash-bitiler.  The 
^hrtHtf-  *^^»-  >^bt'tdd  eiuitaiu  2  ]»er  cent,  of  sodium  earluniate.' 


^^u  WTi. 


|VM<»*riit4on  for  an  Aseptic  Abdominal  Section. 

-itnti's  .'»   inunbcr  (>f  antiseptic  procedures  all  looking 

.  dt.     TIm'  scrnpnhHis  [jrejKirations  about  to  Ik?  out- 

itiorjs  arc  not  iutfM)dc<l  fit  imply  that  e4jual  care  is 

r  oni'mtiims,  beiaiise  the  hitter  are  by  no  meanH 

»>t'  tUlal  Hcpsis,  and  breause  a  perfonnanee  seemingly 
.<..^'  in  ihc   beginning  may  nid.  aceidentally  or  pur- 
ine nlnhnnen  or  in  some  other  capital   procedure, 
of  fhe    |»crit«)neuni  involves  the  gravest  conse- 
>tt^l  of  extreme   precautions  in  trrbuique;   and 
,    include  the  lesser,  the    sume    terhniquc  will 
^-.^^ure^. 

\^|in'U    n*sid(s  in  the   unueccnsiary  removal  of 

.,  ,      i  .'  ,        ■-    ■•  ■*•-    ■'-.  -  1  -  -.  '    ■*,  I,  . .  .-n.Tttvo 
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pelvic  organs  seldom  escapes  criticism.     The  recklessness  which  re- 
leults  in  the  unnocess?arv  iiitrotlurtiou  of  sepsis  into  the  pcritonctmi  is 
'often   fKijised  hv  without  eomment.     The  danger  to  life,  however,  is 
determined  less  hy  what   the  surfreon  titkes  out  thnti  hy  what  he  puts 
in.     The  development  of  sepsis  reqtiires  two  conditions  :  first,  patho- 
genic bacteria  must  be  present  j  second,  the  way  must  be  opened  iar 
them  to  enter.     Experiment  has  shown  tliat  they  may  be  transmitted 
even  tlirough  the  unbroken  skin  or  mucous  uit'tidjraru',  but  that  tmn- 
r mutism  makes  a u  open  do<jr.     Pathogenic  baeteria  liave  their  source, 
first,  in  the  o|)erator  or  his  assistants  ;  sceoixl,  in  tiie  instruments  and 
other  apj>Hances  ;  third,  iu  the  jmtient.     The  antiseptic  procedures  to 
an  aseptic  result  must,  therefore,  be  these  : 

1.  Preparation  of  the  operator  and  his  assistants. 

2.  Preparation  of  the  instruments,  s]>onges,  dressings,  and  other 
appliances. 

3.  Preparation  of  the  patient. 

1.  Preparation  of  the  Operator  and  His  A.ssistants. 

The  operator  and  assistants  shouhl  lie  in  jjood  health,  and,  since 
the  breath  may  be  a  medium  of  itdectiun,  they  should  4'spe<'ially  be 
free  from  nasal  ratarrh  and  eoryza.  Disorders  of  nutritiun  which 
involve  deficient  elinrmatifni  thrcaigb  the  Ixiwcls  and  kidneys  may 
throw  that  function  uptm  the  liin^s,and  cause  the  breatli  to  be  loaded 
with  fetid  pro«lucts,  an  undoubted  source  of  infection.  The  liacteria 
of  f^aliva  may  be  most  infectious ;  hence  unnecessary  talking;  over  the 
field  of  operation  is  objectionable,  for  small  jiarticles  of  s:iliva  and  its 
bacteria  may  rcacti  the  wound.  The  daily  bath  is  an  imjiortant  jiurt 
of  the  routine  of  ase]>tic  surgery.  Sjtecial  clothing  made  of  washable 
material  is  desirable;  for  women  the  usual  costume  of  the  trained 
nnr^**,  and  for  men  tron.»*crs  and  shirts  or  short  coats.  8jH'cial  cloth- 
ing for  operation  has  a  threefold  advatitage.  It  protects  the  o|X'mtor 
fn>m  taking  cold  after  leaving  the  <i]M'ratiiig-nM>m  iu  his  ordinary 
clothing,  which,  if  worn  during  the  operation,  might  be  wet  with 
perspiration.  It  s'lves  the  ortlinarv  clothing  friHU  contamination  when 
the  OjM^ration  is  upon  a  sejitie  case.  It  is,  above  all,  an  antise])tic 
measure  in  the  interest  r>f  the  patient. 

Sterilization  of  the  Hands  and  Arms.  The  extreme  mortality 
of  aWominal  sections  iu  former  times  was  due  in  great  part  tt>  direct 
infection  from  the  Itsind  of  (he  operator  To  wash  the  hands  nijiidly 
in  s«inp  and  water  and  tiu^n  to  dip  them  in  some  antisejitic  s()hition,  a 
not  nnconimou  pnietice  even  now,  gives  little  ]»rotectitm  against  infec- 
tion. Absolute  strrilizatiiui  of  the  skin  without  injuring  it  is  ideal 
and  imjxjssible.  Practical  asepsis,  however,  in  possible.  To  bring 
this  about  numerous  antisei>tics  have  been  used  ;  by  antiseptics  is 
meant  anti>eptic  drugs  and  antisi-ptic  measures.  Of  tliesc,  prolonged 
scrubbing  with  green  soa]!  sterilized  by  heat  and  with  hot  water  are 
the  most  effective.  A  mixture  <jf  alcolml  and  sidphiiric  ether,  which 
have  germicidal  (trnperties,  t'ach  one  part,  with  four  parts  of  green 
soap,  makes  a  valuable  liquitl  antiseptic  scwp.     The  green  soap  should 
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he  of  good  quality  ami  previoii^'ly  sterilized  by  lioat.  Bwit  one  jhhiikI 
of  tilts  soap  in  a  capsule  with  two  oiinofs  of  alcohol  until  uniformly 
siimotli.  Transfer  to  a  glass  liottlo  of  at  least  three  pint*?  capacity 
and  atlil  two  ounces  of  ether,  i'ork  well,  agitate,  and  set  aside  for 
two  hours.  Then  add»  with  thowugh  shaking,  two  ounees  eneli  of 
etlier  and  alcohol  jnvvionsly  iiiixe<;l.  Tiie  scrnhhing  of  the  hands 
and  foreaniis,  to  be  etfeetive,  must  be  in  soa|)  and  water  as  hot  as  can 
hv  bnnie  without  jxtsitive  disetMutort.  The  heat  is  a  valuahle  aiil  in 
tjie  removal  of  *lirt.  The  seriihbing  must  be  thorough  and  vigorons, 
and  prolonged  for  al  least  fifteen  minutes.  The  longer  the  scrubbing 
the  more  dilficuU  it  is  to  cultivate  bacteria  from  the  scrapings  of  the 
t-kin. 

Prolonged  scrubbing  makes  tlie  hands  safe,  not  so  much  by  the 
destruetion  of  the  liaeteria  as  by  their  mechanical  removal.  Tliey  are 
reniovett  together  with  tlie  seeretiotis  of  the  skin  and  (►ther  fi>reigii 
matter  upem  which  iKictcria  flourish.  To  scrub  the  han<ls  and  fore- 
arms always  use  a  very  large  brush,  preferably  witliout  handle.  The 
large  brush  Is  indts|K^nsable  ;  it  c<iunot,  however,  bo  made  to  reach 
those  stronghoMs  of  bacteria  so  ol'teu  overlooked  or  neglectetl,  the 
angles  Itetween  the  fingers  ;  to  scrub  out  these  angles  thttroiighly  use 
a  brush  with  a  handle  of  onlinarv  size,  but  do  not  attemjtt  to  scrub 
the  oilier  parts  of  the  hantls  and  the  anus  with  such  a  brush  ;  it  is  too 
small.  Destroy  all  brushes  that  have  been  used  in  septic  cases. 
Bruslies  not  in  actual  use  shonhl  be  made  aseptic  and  kept  in  aseptic 
g;iUJ!e  or  towels. 

After  scrultbiug  with  sapo  viridis — preferably  the  liipiid  antiseptic 
soap  just  mentioned — wasfi  (AY  all  traces  of  soap  with  clean  water, 
tlien  immerse  the  hands  and  lower  p>rtions  of  tfie  arms  in  a  saturated 
solution  of  potassium  peruuiuganute ;  the  stain  of  the  iwrmanganate 
is  reniove«l  Ijy  immersion  in  a  saturated  srtlntion  of  oxalic  acid.  The 
hands  are  then  successively  washed  in  alenhol,  solution  of  corrosive 
subiiuiate  (1  :  :iOOU),  anil  sterile  uutcr.  The  alcvtlml  ikhydralcs  the 
skin  and  thereljy  prepares  it  i'm'  the  more  eJtieirot  action  of  the 
sublimate. 

Rufjhcr  frtort'ii. — Rubber  ghives  serve  as  protection  alike  to  the 
operator  and  the  patient,  and  in  all  abdt>niijial  op-rations  should  be 
worn  by  all  persons  whose  hands  are  bnmght  int<i  relation  directly 
or  in»lirrctly  with  ihr  lield  of  (♦jn-ration.  Tlicy  may  be  stirilized  by 
boiliitg  after  «'M('h  ojMTation.  and  used  agsdn  and  again.  One  [lair  of 
glovo  on  the  hantis  of  an  i.'Xjxi't  ojH-rator  will  usuaily  serve  for 
several  operatiniis.  The  putting  <tu  and  »»lf  is  tar*Ilitated  by  dipping 
the  hands  and  gloves  in  >lerilc  soap  and  water.  (July  two  plausible 
obje»ctious  to  the  use  of  the  gloves  have  Immmj  raiswl  :  first,  that  the 
bands  n\n  be  adeipiat<'ly  sterilized,  and  that  tlie  gloves  an-  therefore 
Unuecessjiry  ;  sectuid,  that  they  impede  the  o|>enitor  to  sucli  an  extent 
as  to  increase  rather  than  diminish  the  danger  of  ihe  openitiiui.  The 
reason  for  the  first  objection  is  not  true;  l)Ut  if  it  were  true  that  the 
hands  can  be  ad«'ouately  sterilized,  it  by  no  means  iVtllows  that  they 
alway»4  will  Ih*.  The  sec»md  objection,  that  gloves  imixHle  theoprator 
to  any  considersible  d«'greo,  can  b*-  urg«'d  by  no  one  uidess  lie  would 


im|x>rtanco.  Tlie  use  of  the  ^lov('-»i  slionUl  in  no  rospect  leml  to 
relaxation  in  the  sitcnli/.ation  of  the  Ijaiulrt,  for  tliey  may  be  cut  or 
punctured  during  an  opemtiftn. 

Sterilization  of  the  Nails,  Hair,  and  Beard.  I/ct  the  nails  he 
cut  short;  long  nails  retain  <|aaiitities  of  dirt  which  any  amount  of' 
i«cnibbin)i^  may  fail  to  dislodi^e.  They  are  also  a  possible  cause  of  un- 
nix-cs-sarA-  irritation,  not  to  .say  tminiiatism,  and  may  therefore  l>e  both 
the  carriers  of  poi&on  and  the  instrujuenls  for  its  iuoeulatiun.  The 
•shorter  the  Iiair  the  less  dirt  will  there  be  to  fall  from  it  into  tlie 
wound.  The  liair  and  sealp  must  be  kept  elean  by  frequent  washing 
and  brushing.  The  louf,',  full  beard  is  an  uniieeessary  source  of  dan- 
ger;  the  less  beard  the  bi'lter,  A  g:aiize  turban  about  the  o]H>rator's 
head  guards  the  wound  from  line  partleles  of  dirt  whieh  uugliL  other- 
\vis4^  fall  from  the  hair;  if  brought  well  <lo\vn  on  the  forehead,  the 
turl>an  absorbs  |)ers|ji ration  and  tliereby  keeps  it  from  ilropjiing  into 
the  wound.  The  ()]jerat(U*'s  forehead,  if  wet  with  i»erspiratitui,  may 
Ixf  kept  dry  by  means  of  a  t4iwel  in  the  liauil  of  a  S|K'eial  assistant. 

The  hands  and  arms  an-  now  immersed  iti  a  saturated  solution  of 
perniang;inate  of  potassium  luitil  staim-d  a  deej)  malictgany  eolor,  and 
then  in  a  hot  satuniled  sulution  of  oxalie  aeid.  This  decolorizes  and 
completely  gterilizes  them*  The  acid  solution  may  uow  be  washed 
off  in  sterilized  water.' 


2.  Prepakation  (jf  Instruments,  Si»onge.s,  Dressixos,  and 
Other  Appliances. 

Sterilization  of  Instruments.  All  instruments  not  injured  by 
heat  may  be  sterilized  by  lioiliugor  by  steam.  Sterilization  liy  hoW- 
ing  takes  only  two  or  thi-ee  minuter  if  the  boiling  water  contains  1 
[ler  cent,  of  stxliuni  carbouate.  This  methtKl  is  ]»erfect  in  its  results 
even  though  the  instnmients  have  been  usefl  in  a  septic  ease.  Boiling 
in  carbolic-acid  solution  is  no  more  efficient,  and  it  injures  the  instru- 
ments. 

Before  and  after  an  oiwration  instruments,  sponge-basins,  trays,  and 
other  appliances  may  be  thoroughly  wjished  in  soap  and  water  to  rv- 
inove  the  visible  dirt,  and  then  sterilized  by  boiling  in  a  large  wash- 
boiler.  A  gixxl  way  is  to  sterilize  instruments  by  boiling  just  after 
using,  and  by  steam  just  before  using.  During  an  operation  the  in- 
strument.s  should  be  arranged  in  trays  and  covered,  not  with  antiseptic 
golulions,  but  with  sterilizcil  water. 

Sterilization  of  Water.  Water  may  be  sterilized  by  boiling  for 
thirty  minutes,  three  times  on  three  eonseeuttve  days.  One  boiling 
for  thirty  minutes  makes  it  ssvfe  for  surgical  |nirpose.s.  If  mti  alrea<ly 
clejir,  it  should  be  tiltere<l  before  boiling.  In  aseptic  surgery  ster- 
ili/.i*<l  water  is  in<lisj>cnsable  ibr  many  purposes,  such  as  to  wash  the 
bands^  to  cleanse  the  field  of  operation,  to  irrigate  the  wound,  to  wash 
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spofifTCS,  to  cover  itistnirnents  in  tin-  {riiy,  ami,  wlicn  imlir'atcd,  to 
out  the  i>critoiie4il  ravity.  Ten  jr'ill<>">  sIhhiUI  hr  f^lerilixed  for  nn  al>- 
(liuoinal  section.  Hospitals  iirv  nsiially  provi<l«l  vvitli  receptacles  lor 
sterillzefl  water.  At  the  |Kiti('ii('s  lifujsc  water  may  be  sterilizcil  and 
kept  until  tlit  time  of  the  operation  in  two  lar^e  wii.sh-lKtik'rs,  prefer- 
ably new.  It  sbuiiltl  lie  kept  lialf  hot  ami  Iialf  cokl,  so  that  Ity  mi.v- 
inp  the  ri^ht  tenqK-niture  may  be  S4'<'iired, 

Steriliaation  of  Towels.  Towels  ^honld  \)0  of  ^ood  cpiality  and 
i'rvi-  from  lint;  the  go-ealh'd  ^luss-tftwels  used  ibr  drving^  glassware 
are  the  Iw'st,  They  s^honld  be  laundered  in  the  iinlinarv  way,  tlicu 
boih^tl  in  a  1  per  rmt.  solution  of  stMlitnn  carbonate,  ironed,  done  np 
in  sterilized  linen,  and  packed  in  a  clean,  li^ht  box.  Twenty  towels 
arc  required  lor  an  onlinary  ubdimiinal  section.  Just  before  o|)erd- 
tion  they  should  be  re-sterilized  by  steam  or  by  formaldehytle  gas,  or 
l)y  both'. 

The  Sterilization  of  Sea-spong-ea  by  the  usual  processes  of  wash- 
ing and  soaking  in  antiseptic  drugs  is  todious,  difficult,  and  not 
always  adequate.  The  nneertain  results  of  these  methods  have  led 
most  abtlominid  snr^^'ons  to  alcmdon  sca-spon|:jes,  and  to  substitute  for 
them  the  readily  sterilized  gauze.  Sea-spoiij^es,  }^o\^•ever,  have  greater 
absorbing  power  and  greater  elasticity  ;  they  are  therefore  superior  to 
gauze  both  for  spiinging  out  blmxl  and  for  packing  to  control  small 
bleeding- points  by  pressure.  Notwitlistanding  these  advantages,  they 
are  sterilizwl  with  great  (litticnity,  and  are  thercfr)r(?  not  jireferred. 

Since  the  introduction  of  the  fonnaldeliyde  gas  pntcess  sea- 
sponges,  it  is  said,  may  without  injury  be  sterilized  in  a  few  hours, 
and  may  thendbrc  again  come  into  general  use,  Hefnre  exposure  to 
the  gas  they  slundd  be  soaked  in  water  tr)  expan<I  and  ojxmi  their 
pores,  placed  in  a  cjiuvas  bag  and  the  sand  beaten  out  of  them,  then 
washed  through  several  waters  for  a  long  time,  or  placed  under  a 
fancGt  from  which  water  may  run  over  them  for  several  hours  until 
alt   remaining  sand   has  been  washed  out. 

The  Sterilization  of  Gauze  Sponges  is  by  boiling,  by  steam,  or 
by  formaldehyde  gas,  or  better  by  both.  They  should  be  made  of 
four  thicknesses  of  sterile  gaiiKC,  and  should  be  siv  inchi-s  wido  by 
eighteen  ^i^vvi-nty  inches  Ijmg,  Smaller  sponges  may  be  overlooked 
ni  FlieliTMlommal  cavity  and  lost,  or,  at  the  end  of  a  jonij  operation  in 
M'htrli  nuuiy  sponges  have  been  used,  they  may  be  ditliruh  lo  tin*!. 
The  frayed  edges  of  th(*  gauze  shoidd  Ix'  turned  in  and  stitched; 
otherwist',  loose  tlireads  may  stick  lo  ihc  wnuutl  or  he  h'ft  in  the  cavity 
and  Ijecmne  irritating  foreign  bodies. 

The  Sterilization  of  Sukworra-grut,  Silk,  and  all  Dressingre  may 
be  by  fornmldchyde  giis  or  by  steam.  Three  sterilizations  on  con- 
secutive days  are  desirable. 

The  Sterilization  of  Catgrut  by  btuling  in  alcohol  and  soaking  in 
antiseptie  sitlutioiis  is  not  always  reli:d>le.  The  gut  may  be  rendered 
iiili'gicidly  safe  by  eithir  one  of  two  prwesses  : 

1.  The  dry-heat  prcw^ess  of  Bf)cckmann. 

2.  The  fonnaldehytle  proi^ess. 

1.  The  Dry -heat  Process.     The  individual  strands,  cut  in  lengths 
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of  two  or  three  feet,  are  coiled,  tiiitl  each  is  double  wrapped  in  paraffin 
paper  and  placed  in  a  small  envelope  and  rarpfullv  sealed.  The  en- 
veictpes  are  then  plaeeil  in  a  Avire  basket.  This  is  exposed  to  drv 
heat,  temperature  284*^  F.,  for  a  |>eri(Ml  of  three  hours  on  each  of 
three  suceessive  «lays.  It  ip  necei>sarv  that  the  temjx'rature  on  the 
first  day  be  gradually  niised  to  the  retjiiired  dep:ree  ;  this  is  heeauf^e 
liie  gut  i<  rendered  lirittle  by  a  rapid  ijicrcuse  of  tenxpeniture  Iit-fore 
the  moisture  has  been  dried  out  and  re|)laced  by  thv  absorption  of 
jmraflfin  from  the  paper.  Let  the  tem|ierature  be  raised  to  212*^  F,  at 
tlic  end  of  the  first  lionr,  and  maintained  at  this  point  for  one  hour 
continuously;  then  niise  it  gradually  so  that  at  the  end  of  the  thinl 
hour  it  wilt  be  284^  F.  The  temiK'niture  nuist  now  be  heltl  Ijetween 
284*^  and  'iOO°  F.  for  three  hours,  fn  rej>eating  the  proeess  tm  the 
fieeond  and  third  days  the  temj>erature  may  l)e  rapidly  raised  to  the 
re^piired  degree. 

2.  The  Formaldehyde  ProceBs.  Formaldehyde  forms  definite 
chenjieal  cunipounds  with  album i unid  substanees.  The  ehemieal  prcw- 
ess  whieh  takrs  plaee  in  the  albuminoids  so  modifies  the  oharaeterof 
the  gut  that  it  will  resist  bniling  in  water  for  twenty  or  more  min- 
utes. The  inimeiliate  aetiim  of  tlu;  furmaldrhyde  is  to  render  the 
gut  brittle.  The  tensile  strength,  however,  is  restored  by  Imilirig^  and 
tlie  boiling  may  be  rejieated  one  or  more  times  without  material  injury 
to  the  gut.  After  boiling  the  gut  may  be  preserved  for  use  in  abso- 
lute alcohol,  or  a  sufficient  quantity  fiir  use  may  be  boiled  just  before 
each  o)x?ration.  Ligatures  prepared  by  this  process  will  resist  al)- 
eorption  as  long  as  the  ordinary  ehromie  catgut.  The  writer  has 
found  them  intact  six  weeks  after  the  ojx^ration.  Dry  heat  may  be 
substituted   ft»r  boiling. 

The  formaldehyde  process  comprises  five  steps: 

1.  The  gut  is  tightly  wound  on  sections  of  glass  tube,  and  the 
ends  are  secured.  This  prevent*  contraction  and  thickening  on 
boiling. 

2.  The  fat  and  other  soluble  substances  are  removed  by  soaking 
for  twelve  hours  in  etlier. 

3.  The  gut  is  transferred  to  a  5  per  cent,  solution  of  formaldehyde 
and  soaked  in  it  fnr  twenty-four  hours. 

4.  Tlie  tTd>fs  are  kept  under  constantly  running  water  for  twenty- 
four  hours,  to  wash  out  the  excess  of  formaldehyde. 

5.  Final  sterilization  is  secured  by  bailing  twenty  minutes  in 
water. 

Aseptic  and  Antieeptic  Dressing-B,  such  as  gauze  and  absorbent 
cotton,  are  now  articles  of  commerce.  If  obtained  from  the  l>est 
ponrces,  they  may  be  reliable.  Absolutely  siife  antiseptic  and  aseptic 
gauze  may  be  readily  jirepared  by  the  surgeon  or  nurse.  Many  kinds 
of  antiseptic  gauze  are  useit  ;  twu  varieties,  however,  the  sublimated 
anil  the  borated,  fulfil  all  indieatitm.s.  Aseptic  gauze  is  also  neces- 
sxiry.  Sublimated  gauze  is  useful  for  external  dressings  ;  it  is  contra- 
indi<-atetl  in  tlie  dre.ssing  of  ex}Mised  surfaces,  because  <langeroiis,  even 
fatal,  poisoning  has  resulti-d  fiT»m  absorption  of  the  biclilnride  of 
mercury.     Itsln)nld  never  lie  jmt  into  the  abdominal  cavity.     Rorated 
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often  the  patient's  peculiarities  may  be  measured,  and  her  power  to 
resist  infection  may  be  increased.  Let  the  abdomen  and  thoracic 
organs  be  examined,  especially  the  lungs,  heart,  and  kidneys.  A  quan- 
titative examination  of  urine  may  show  a  deficiency,  for  example,  of 
urea;  then- a  few  days  of  judicious  diet  and  diuretics  may  turn  the 
result  of  an  operation  in  the  patient's  favor.  The  daily  general  bath, 
with  friction,  l)esides  being  an  antiseptic  measure,  increases  the  action 
of  the  skin  and  relieves  the  kidneys. 

The  Bowels.  Bowel  distention  impedes  the  operator  and  lengthens 
the  o])eration.  It  is  a  dangerous  complication  both  during  and  after 
the  operation,  and  is  the  cause  of  a  great  deal  of  mortality.  So  far 
as  practicable,  then,  let  tlie  bowels  be  emptied  of  gases  and  solids  and 
of  whatever  may  ferment  and  form  gas.  Experiment  has  shown  that 
the  countless  myriads  of  bacteria  habitually  present  in  the  intestine 
may  be  reduced  by  catharsis  and  intestinal  antiseptics  to  a  relatively 
insignificant  number ;  hence  the  following  measures  are  suggested  to 
render  the  bowels,  as  nearly  as  possible,  aseptic : 

1.  For  several  days  before  the  operation  exclude  all  food  that  is 
liable  to  ferment.— 

2.  On  the  third  night  before  the  operation  give  five  grains  of  blue 
mass.  If  the  bowels  do  not  act  freely  the  next  morning,  give  an 
ounce  of  castor  oil.  One  day  before  the  oj^ration  give  a  Seidlitz 
powder  or  some  other  active  saline  purge.  Two  compound  cathartic 
pills  may  be  substituted  for  the  blue  mass.  Repeat  the  cathartics  if 
necessary. 

3.  Give  repeated  high  copious  enemas  during  the  two  days  before 
the  operation.  The  enemas  may  be  of  stiff  soapsuds,  each  pint  con- 
taining, thoroughly  mixed,  a  drachm  of  turi)entine.  Persevere  in 
this  until  no  considerable  amount  of  gas  remains.  If  the  turpentine 
and  soapsuds  enema  does  not  suffice,  trj'  a  mixture  containing  two 
ounces  each  of  glycerin,  Epsom  salts,  and  water.  Use  a  flexible  rectal 
tube  with  firm  walls,  three  feet  long,  and  give  the  enema  as  high  as  . 
possible.  ^^-i, 

4.  Give,  also,  four  times  a  day,  an  ipte«tinal  antiseptic.     Bismuth, 

oJealol,  compound  tincture  of  cardamomj^'ancl  guaiacol^ffFe  among  the 

<^rug8  commonly  used.     Nothing  is  better  than  a  capsule  containing 

powdered  cinnamon,  three  grains ;  oil  of  cinnamon,  one-third  grain  ; 

*od  salicylate  of  bismuth,  three  grains. 

Cleansizigr  the  Field  of  Operation.  Every  abdominal  section 
^y  require,  for  drainage  or  for  other  reasons,  that  an  opening  be 
'^ade  from  the  peritoneal  cavity  into  the  vagina ;  hence  the  necessity 
^i  cleansing  not  only  the  abdominal  wall,  but  also  the  vaginal  surfaces 
^^^  external  genitals. 

Cleansinir  the  Abdomen.  On  the  niglit  before  the  operation 
shave  the  hair  from  the  mons  veneris  and  external  pudenda ;  scrub 
^"«  al)domen  with  green  soap  and  hot  water,  and  cover  it  with  a 
poiilticp  of  green  soap.  Let  the  poultice  be  removed  in  two  hours, 
and  the  soap  thoroughly  washed  off.  Soap  is  incomjnitible  with  the 
wrrosive  sublimate  about  to  be  a})plied.     Next  wash  the  abdomen 
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with  alcohol,  then  with  ethi-r,  and  apply  a  largo,  thick  gauze  dressing 
satmiittid  with  u  1  r'UXHl  sulutiim  f»f  hirhl<jridc  of  mtTciiry. 

Cleansing-  the  External  Pudenda  and  Vagina.  The  mons  veneris 
and  vulva  Imviiig  Ijccn  shaved,  three  vaginal  iltuiches  are  to  ha  given 
on  caeh  of  the  three  consoeutive  days  hefore  the  opt-ration,  Eacli 
duKehe  slunikl  cttnsist  of,  first,  stnmg  .stmpsiids  niad*- of  green  soap; 
Bc'eon<l,  jiteriiized  water;  thinl,  solution  of  hichloritie  of  mercnrv, 
1  :  3tM K). 

Jnst  hefore  U'giuning  an  operation,  when  the  |«itient  i.s  under  the 
aneesthetic,  tlie  external  genitals  and  surrounding  parts  should  he 
thoroughly  senihl>ed  with  a  large,  .soft  nail-hnisli,  and  the  vagina  should 
Jh*  serulvhcd  and  >wal)l>«.'d  (Kit  with  a  wail  of  gauze  in  the  grasp  of  a 
long  htcinostutic  foret-p^.  Stcrilizeil  green  soap  <>r  thu  liijiiid  antiseptic 
B«)up already  deserihed  should  l)f  used.  All  soap  should  he  now  washed 
away  by  a  stream  of  stcrilizt'd  water  poured  from  a  ]kiteher,  and 
the  parts  further  sterilized  hy  another  stream  of  1  :2<)0U  bichloride  of 
mercury  stihuion.  It  is  wise,  espeeially  in  a  case  of  infectious  endo- 
metritis, to  eiirt'tto  and  disinfect  the  endometrium  l>efore  proceeding 
to  ojK?n  into  tlic  pelvic  cavity.  This  precaution  may  prevent  post- 
operative iidcetion  in  the  prlvir  cavitv  hy  extension  from  the  uterus. 

Imiuediately  Ix'fore  opening  the  ahtlonieu  scrub  the  surface  with  a 
sterile  brush  or  a  wad  of  sterile  gauze,  using  sterile  soap  and  water. 
Then  wash  the  alHlomcn  successively  with  sterile  water,  alcohol,  and 
etu-HKsive  subliimite  1  i.'itKKI. 

In  the  giving  of  the  douche  the  Kelly  pad  will  be  found  more 
liHcful  and  more  praetiwd  than  the  hetl-pan.     Figure  14  shows  the 

FJOIBE  II. 


Kelly's  pad. 

|^|udiaiKV,  an*l  also  makes  evident  the  use  o?  it.  The  two  objections 
j^k  Kelly  *»  nad  are,  first,  that  it  is  not  always  ohtninuhfe  ;  second,  it  is 
lillttiudt  te»  Keep  clean,  and  is  therefore,  for  surgical  purposes,  apt  to  be 

'K^V'   writer    uses  a    jvractirnl    substitute    for   tlie    Kelly    pad   that 
vbvi^tvi  \u»llt  objrctions.      It  is  simply  a  ]ticee  of  sheet    rubber,  three 
'     A\\*\   f*»i"*  and  one-half  feet  long.     The   rubber  sht-et  at  it« 
*    "  ■)   ^ide.s  is  folded  i>ver  rolls  of  toweling  or  muslin,  so 
'h  pad,  the  water  will   he  directed   into  the  bucket 
I  re  lo.     K  libber  sheeting  Is  available  everywhere,  is 
\k\  sv)  inexfRnsive  tliat  it  may  be  frequently  renewed. 


SEPTIC  INFECTION  AND  ASEPTIC  TECHNIQUE 


49 


Sheeting  which  has  the  rubber  finish  on  both  sides  is  preferable.    The  ■ 
ordinary  oil-cloth  used  to  cover  a  kitchen  table  is  serviceable,  and  may 
be  obtained  in  almost  every  house. 

When  the  patient  is  placed  on  the  table  before  the  ansesthesia 
begins,  it  is  well  to  cover  ner  feet  and  legs  with  long  sterilized  flannel 
stockings. 

'"Preparations  for  an  Aseptio  Yaginal  Operation. 

The  surgery  of  the  v^nal  portion  of  the  pelvic  floor  is  usually 
classifled  under  the  head  of  minor  opeiations.  This  designation,  since 
it  implies  that  the  operations  are  trivial  and  safe  even  without  full 
precautions,  is  misleading  and  dangerous.  High  vaginal  amputation 
of  the  cervix  uteri  and  the  removal  of  an  intra-uterine  tumor  by 

FlOURB  15. 


Practical  substitute  for  the  Kelly  pad. 

morcellement,  for  example,  are  clearly  major  operations.  Curettement, 
perineorrhaphy,  trachelorrhaphy,  dilatation  of  the  cervix,  closure  of 
vaginal  fistula;,  though  relatively  safe,  are  in  an  absolute  sense  dan- 
gerous. Failure  to  observe  a.scptic  teclinique  in  vaginal  operations, 
although  less  frequently  fatal,  is  yet  full  of  danger.  The  possibility 
of  a  fatal  pneumonia  or  nephritis  as  the  direct  result  of  an  unclean 
"  minor"  vaginal  oi)eration  is  not  sufficiently  appreciated.  A  single 
case  will  serve  to  illustrate — "  From  one  know  all." 
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"A  woman,  fifty-ei^lit  years  of  age,  six  weeks  after  a  pcrineor- 
rhiipliy  ffnidiially  tlevelo|ie€l  syraptonis  of  nej>l>ritirt.  Exaiuiiiatiou  of 
the  urine  then  showed  albumin  and  liyaline  and  gmniihir  easts.  She 
gnuhially  grew  worse,  and  di<'<l  in  ennia  a  week  later.  At  the  autopsy 
niiiuite  abscesses  were  fonnd  ]i\  tiu>  liver,  ^pleeti,  kidneys,  intestines, 
and  in  the  heart-mnsele.  Ag:ir-agar  J{lsmareh  tnbes  made  from  tiiese 
organs  gave  in  ever)'  ease  a  pure  etdtnre  of  staphyloeoeeus  pyogenes 
aureus.  The  eiUranee  of  infeetion  was  fottnd  Ut  have  hcon  t\w  deep 
perineal  tissues,  where,  jnst  l)enejith  the  line  of  wound,  small  eoJtec- 
tions  of  pus  were  found.  Externally,  the  Avound  appeared  to  have 
healed  [>erfeetly."  ' 


Tlie  Asepsis  of  Minor  Manipulations  and  Examinations. 

Since  the  uuelean  uterine  probe  has  n'lH'atedly  caused  fatal  nietro- 
pi'ritouitis,  and  sinee  "  deatli  has  been  earrifd  to  many  a  woman  under 
ihv  finger-nails,"  it  follows  that  tlie  same  princijiles  vvhieh  apply  t<> 
siH'gie^d  work  also  IkiUI  giMKl  in  the  ordinary  routine  examinations  and 
iiK'al  treatnieiil  of  the  pelvic  organs. 

Asepsis  of  the  Patient.  Sterilization  of  the  eudonietrium,  vagina, 
and  vulva  preparatory  to  ordinary  ottiee  manipulation  is  ini|jraetica- 
bte,  not.  to  say  inijKissible,  Reasonal)le  safety  is,  however,  secured  by 
the  hot  vaginal  douehe,  whieh  the  patient  usually  takes  l>efi)re  apply- 
ing for  treatment.  As  a  siipi)leruent  to  this  it  is  best  lo  wipe  out  tlie 
vagina  witli  dry  absorhi-nt  eotton  on  long  k>ek  forcepSj  and  tluvn  with 
absorbent  cotton  .s;xturated  with  a  5  |>er  cent,  solution  of  earboUc  acid 
in  glycerin,  or  with  a  1  to  20(KJ  aqueous  solulion  of  bichloride  of 
mercury.  Disinfection  of  the  vagina  or  vulva  in  this  way  is  espe- 
cially essential  if  the  uterine  cavity  is  to  be  inslninientally  or  digit- 
allv  exposed  or  treated.  By  this  means  the  endometrium  is  protected 
against  the  entrance  of  se.()tic  matter,  which  otherwise  may  l)e  easily 
carried  in  frotu  the  vulva  or  vagina  on  the  instrument — a  very  com- 
mon mode  of  infection. 

Asepsis  of  the  Hands,  The  cleaning  and  disinfection  of  the 
hands  and  nails  before  and  after  the  most  ordinary  digital  examina- 
tion are  impemtive,  not  only  to  guard  against  the  e^irryiug  of  poison 
from  ixitient  to  patient,  but  to  prevent  self-ium^ulatifin  with  s|>eciticoT 
nou-speeitie  virus  through  some  abrasion  upon  the  hand.  Let  the 
nails  be  trimmed  short. 

Asepsis  of  the  Instruments.  The  usual  i>nietiee  of  8ini|)ly  wash- 
ing au  instrument  in  Hoap  and  water  after  each  treatment  is  unsafe. 
Ordinarv  washing  does  not  remove  raiern-organisms.  Surgical  clean- 
liness may  be  seciurd  in  the  folhnving  manner:  Wa.^h  the  instru- 
menrs  in  imi  w:it<'r  and  green  soap  ;  let  each  in-^trument  be  tborougbly 
wijied  with  absurlnMit  cotton  saturated  with  90  jier  cent,  carbolic  iu*id 
in  glycerin.  To  do  this  crtsily  two  strong  forceps  are  needed,  imc 
in  the  left  hand  to  hold  the  cotton,  the  other  in  the  right  hand  to  hold 
the  instrument.  The  instruments  thus  moistened  with  carbolic  acid 
are  then  thrown  into  a  pan  containing  a  boiling  3  jier  cent,  aqueous 

'  liunter  Robb.    Ast-ptic  Surjfit-al  Tochu^ue,  p.  W. 
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solution  of  sodium  carbonate,  and  left  there  for  at  least  two  minutes. 
It  is  convenient  for  this  purpose  to  liave  always  during  the  office- 
hour  a  deep  tray  of  the  solution  constantly  boiling  over  the  flame  of 
a  spirit-lamp  or  a  gas-burner.  A  better  way  is  to  have  several  sets 
of  instruments,  which  may  be  used  one  after  the  other,  and  then  all 
disinfected  together  at  the  end  of  the  office-hour.  This  saves  time 
and  insures  safety. 

The  camel's-hair  pencil,  brush,  and  sjwnge  cannot  readily  be  ster- 
ilized, and  are,  therefore,  dangerous  for  repeate<l  use.  Absorbent  cot- 
ton wound  up<m  an  ai>plicator  or  stick,  or  grasped  by  the  dressing- 
f»)rceps,  may  be  used  for  purposes  of  local  application  or  for  wiping 
out  the  vagina,  and  may  then  be  destroyed. 

The  Lubricant  of  Vaseline  or  Oil,  usually  kept  near  the  examina- 
tion-table, is  unnecessary  for  lubricating  purposes  when  the  natural 
sfcretions  are  profuse  and  themselves  serve  that  purpose.  Some  arti- 
ficial lubricant  is  always  useful,  however,  to  protect  the  ojierator's 
fingers  against  infection  ;  but  the  lubricant  is  often  a  source  of  sepsis 
in  itself,  or  it  may  easily  become  so  by  contact  with  the  unclean  finger 
or  instrument.  Gonorrhneal  and  other  infection  is  frequently  carried 
from  patient  to  ptttient  in  this  way.  Neither  fingers  nor  instruments, 
therefore,  should  come  in  contact  with  the  lubric>ant,  unless  they  are 
free  from  vaginal  and  other  secretions — unless  absolutely  clean.  The 
lubricant  should  be  aseptic  and  non-irritating.  Olive  oil  and  vaseline 
are  often  septic  and  always  hard  to  wash  off.  Soap  is  apt  to  irritate 
the  sensitive  vulva.  For  several  years  the  author  has  used  glycerin. 
It  is  a  most  excellent  lubricant  and  deodorant.  Even  after  digital 
examination  of  extremely  fetid  utero-vaginal  cancer,  the  foul,  nauseat- 
ing odor,  usually  so  lasting,  may  be  washed  off  the  examiner's  hand 
by  placing  it  under  a  stream  of  running  water,  if  before  the  exami- 
nation the  hand  was  freely  lubricated  with  glycerin.  For  this  pur- 
pose a  superior  quality  of  glycerin  is  required. 

The  adaptability  of  glycerin  for  this  purpose  has  led  to  the  prepa- 
ration of  a  glycerin  ointment.  It  is  put  up  in  soft  metallic  collapsi- 
ble tubes,  such  as  are  used  for  vaseline  and  paints.  The  ointment  is 
forced  out  of  the  tube  by  compressing  the  bottom  between  the  thumb 
and  finger  and  folding  the  flattened  end  as  the  tube  is  emptied.  The 
use  of  the  tube  obviates  the  risk  of  contaminating  the  lubricant  by 
the  soiled  fingers.  The  preparation  is  a  sterilized  combination  of  the 
following  ingredients :  Oil  gaultheria,  2  gm. ;  boric  acid,  23  gm. ; 
cornstarch,  88  gm. ;  pure  glycerin,  885  gm. ;  tragacjinth,  17  gm.^ 

A  "Word  of  Caution  or  Protest.  Many  a  distressing  pelvic  in- 
fection owes  its  origin  to  meddlesome  office  gynecology.  Instru- 
mental invasion  of  the  endometrium  and  other  manipulations  which 
require  much  force  are  procedures  which,  under  any  conditions,  may 
be  far  from  trifling.  The  physician's  office  does  not  furnish  for  them 
a  uniformly  safe  environment.  They  require  and  should  have  the 
safeguards  of  the  home  or  the  hospital. 

1  The  formula  is  the  outcome  of  numerous  exiKTimcnts  by  Farke,  Davis  &  Company,  who, 
upon  the  author's  BUggestion,  have  perfectt'd  the  prejmratiuu.  It  is  made  by  them  under  the 
name  "Glycerin  Emollient." 


CHAPTER   III. 


IJIAGNaSIS. 


The  suhjeet  is  (ll^'ided  into  hvo  parts  :  first,  the  clinical  history  ; 

second,  the  physieid  exaniiuation. 


I 


The  Clinical  History.  ' 

Before  ai^kiiig^  (|Utstions  or  rocording  any  of  the  history  it  i^  well 
to  let  the  piitient  make  her  ovvu  statement  without  suggestion  ;  tliis 
will  relieve  her  t>f  m-rvousness  and  coiTi[x>sie  her  mind  for  the  sygte- 
njatie  ijuestioniug;. 

Histories  are  usually  kept  in  blank  ease-hooks  printed  and  hound! 
fur  the  pur]Mise,  A  very  praetieal  way  is  to  keep  them  in  intlividual 
enveli>[»es,  made  tvf  strong  maiiila  paper,  eaeh  history  in  an  envehijx' 
by  itself,  with  the  natne^  residenee,  and  date  of  the  first  visit  written 
aeri^sH  the  end.  Tin-  liistorie.s  are  kept  in  alphahi'tieally  armtiged 
pigeon-hok's,  wtieiv  tluy  may  be  readily  fumul.  The  great  advantagt^ 
of  tliis  plan  is  that  the  histories  may  be  written  away  i'nmi  tlie  oHiee 
oil  scraps  (*f  pap<'r,  an<i  do  not  have  lo  he  enpM-rl,  hut  may  he  filed 
away  together  with  any  subscmient  e<)rres|KHHh?nee,  pn!scriptiuns,  or^ 
adilittonal  notes.  ■ 

Form  for  Record  of  Cases.     The  skeleton  form  given  on  the  fol- 
lowing pages  is  s»iggestf*d  for  the  eonvenii'ut  an<l  systematic  rrct»rd  of 
cases.     The  (irinted  blank  is  suhjeel  to  sneh  erasures  and  additions  as 
the  individual  ease  may  re<piire.     In   using  sueh  a  blank  one  must 
keep  in  mind  the  fact  that  no  stereoty|»ed  form  can  include  sngges- J 
tions  for  all  the  |H>ints  that  are  liable  to  eonie  up  in  eotniection  with  a' 
case.     Uidess,  therefore,  one  .supplements  the  inquiry  by  .sueh  (pies- 
tions  as  eaeli  sj)eeial  case  may  call  for,  he  will  fall  into  a  dangt'rtnis  j 
routine.  ^ 

The  record  form  hei'e  presente<l  will  hcift  tire  student  anil  young 
practitioner  to  form  the  liabit  of  aecunite  and  systcmalie  diagnosis. 
As  one  gains  exjM'rii'niv  and  nntoniatic  gnisp,  and  juilges  less  tVoni 
multilonn  details  and  more  from  }>rint'ij)les,  he  will  gradually  elimi- 
nate from  his  hist^iries  and  iveords  all  that  is  not  essential  to  the 
efli<'ient  annlysis  of  his  eases.  A  few  general  statements  may  then 
serve  the  pnrjMwe  of  a   piiietiral   meinonindum. 

In  recording  a  ease  one  niiiy  eotiveuiently  use  abbreviations  and 
signs,  for  example,  the  pins  sign  (i  ),  tlje  mirnis  sign  (  — ),  the  plus  or 
minns  sign  (±)^  the  zero  sign  (0),  the  sign  of  cipiality  (=);  and  the 
letter  n  may  signify  (-f  )  excessive,  (— )  less  than  normal,  (±)  variable, 
(0)  no,  none,  or  negjitive  ri^sulLs,  (=)  equal.s  or  amounts  to,  (n)  mtr- 
mal  ;  v.  s.  0  wiMdd  be,  for  example,  a  short  expression  for  indicat»j 
ing  the  absence  of  vesical  gymptoms. 
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RECORD  OF  A  CASE; 

UBSfUnOMt   TU  ll(B  -f  itltOn  tufailrc;  -.  leu  tnin  nornul:  r.  virnbk ;  ft  nn.  ume  or  nieiw*  rtaO^ 
a.  >l(BlftM  pornuL 


».  NatouSty  Ctf^^^^'^^f^  O€0tpatum  .fft}:*-444^f*4i,  WtigJu/^S^mdi.    Dmtn  iltmtu  fr«m 


J.  Htaici;   Fittt  MfHsti  at  agt  A?.,    tilfiiiji^  mtttalfy  ngular,  irnnpitiit  tvtry.fw^  tu^^dafi: 
ttmbmnts—       *»  ^    dayi.      Ameyml.   lUiymmi,   jiim*',   lafp,  tJtm*      .   0^      Cttvr.     Lttt 


tfftrt,  .^**P . duriMg,  • 


rfi^vf,    -fmM 


r. fai««iiM«>i  Pitas  l^^^^rX7\...^b^;^dif—J&<^  ^^^i4A. „___ 

li  /iumbtft^^-  :  oldist-  y    ;  yoMngnt .  4f  .    Jjten  mmm^l,  rapid.  Itdttmr^mtrmmmimtf* 
(^A^^i     y^*--^'Fir^^mhtd$     u'teks.     GtUimg  up  mt»,  til  ■fi  r7*<  jfk^i^f . 


X.  qiMiin  i  A'lMi^r  vJ^-  ■  otdtit-  y  . ;  yuMngtU .  ^  .    /j(>en  mm^/,  rapid,  /m 


AUManttMat    First  appeatMt,.^  ^^^i^iittlt^Agf.    m**^,  ptttmimtt.  mytf-purulfHl.  mu,m>, 
Ikuk,  tl^m^-t^laitr^^^  gl^rj,  effmsivt,       Cotttttnt^  viOrte  bt/orf,    £immg^ after  mmj/rua/um. 


II.  Bbdder  SymptoSMi    iniirjiiiw*.  iatmUmMmii     i*ii<nu|  ^ib   ik.     UriHalts.^..ttmii  dMrimg^nigkt, 
l^K — tim**  Jurmg  Miy.    Frffntmey  -mat,  imtrtmttd  »y  tttmding  «r  trntUing. 


toting  camttt- 


diitrtu,  ^Umtiom, 


mamu*,    tmmitmg.    rnuimlim,  Jtatmitnct,  atidity,   immaadiaatif^  am  hovr  or  hao  aftrr  ^mhl^f. 
Rirultr  katiU  ej  tmttng.      KitUt  ef  f>>cd~.—~~..JuL<C£.. .  Ua,  eojit,  i 


mauu*,   *maHmf.   rraclMtiem,  Jtatuio 
RigmUr  katitt  eJ  HUing.      Kinds  «f  J 

U.   Bwlit  ,^^^^.  Minthpatim  4Hd  diarrk^a,  »//rr^twg.    Attiem  frntti  ir<M/r.  ttf^id.  ffnuiin, 
RfSr*  mrcomf,  pm^rim*.     /'uin/u/  al  timti  in  ffnit,  at  anui.       CoteK  i      — >-. 

CULL  "^  , 


>  Wi I  »fai 


i«4T. 


(L.  ^^f^if^^^  UlM^ l^^^^^^U^  S^-^^t^ 


This  hypotlR'tk!al  case  is  not  uiit  of  tbt-  common.  The  patient  had 
been  a  wt'll-*U'v«.>lripct]  woman,  of  ^roo<|  thnitly  liistorv.  TIhj  ini'iir^trual 
and  othiT  fiinctiotrs  had  \nx'i\  p'dW-tly  intniial  imtil  afti-r  titr  (ii'.st 
child  was.  horn.  Tlicn  eiuw  the  abnoniiid  ilovvlojinionts  reoorth-d  in 
i^ections  6  to  UK  Ncglt'ctcd  lacf'rations  of  the  cervix  aivd  pt'iineuin 
opened  tho  d(K>r  for  the  entniiu'c  of  iiifi>rti<m  ;  hence  infection  sprca(] 
thronph  the  cnd<»nictrinni  and  fimst-ibly  aln.)  throtijjh  th«-  panmictric 
lymphatics  an<l  veins  to  the  k'ft  tnbe^  ovary,  and  iidjaeent  jjeritr^ncuni. 
Adhesions  formed,  hindinf;-  the  ntcrns  witfi  its  a])jK'tKlMj:e,s  to^etlier  in 
a  IKijstenor  displai'enient  ;  this <lis[>!acenicnt  Mas  increased  and  per|M'tn- 
atcd  by  the  excessive  weijidit  of  the  uterus,  by  inipainnent  of  support 
from  the  lacerated  |»erineum  ;  that  is,  from  inpin,'  to  tlie  pelvic  flfmr 
and  from  the  now  rehixed,  subinvohited  state  of  all  tlie  peivtc  orpins 
and  their  snpports. 

Kndometritih  an<l  metritis  give  rise  to  menorrhajj^ia  and  leiieorrhfra. 
This  exphiins,  partly  at  leasi,  the  aiiiemia,  nenraslheiiia,  nervous  irri- 
tation, and  inipaii-ed  genend  nutrition.  Diiliculty  of  walking  and 
jitanilin^,  bfith  from  general  weaknct?^  and  from  dis[)kicement  ol"  the 
pelvic  oi^ans,  interferes  with  neeCHsary  exercise,  and  still  further 
adds  to  the  cause  of  mahnitritifin.  The  increased  frer|ucney  of  uri- 
nation when  the  patient  is  on  her  feet  may  be  exphiiried  by  die  fact 
timt  llie  organs  at  that  time  descend  to  a  lower  level  antl  drajLT  on 
the  bladder.  Intestinal  in<lii;csti(»ti,  slugpsli  liver,  faulty  nietuhoUsn), 
conBti|mtion,  deficiency  of  urea  and  of  other  nriuary  solids^  excess  of 
uric  acid,  and  finally  chronic  interstitial  neplvritis,  are  all  not  uncom- 
monly a.*sociateij  will)  pelvic  traimuitism  and  infection. 

The  difficulties  4»r^ry I ri'colo^^ical  diagnosis  are cdten  increased  by  the 
fact  that  pelvic  lesions  may  exist  and  cause  no  definite  local  symptoms. 
Even  grciiler  confusion  may  arise  from  the  prcsenee  of  pelvic  symp- 
toms whicli  are  causetl  mU  by  pelvic,  hut  by  cxtrapelvic  disorder>i. 

The  nerve  conut(^rfeits  of  pelvic  disease  are  niotit  realistic  and  l>o- 
wildering.  Their  clinical  sequence  is  well  expressed  bv  the  late  Dr. 
William  Goo^fell  :' 

"  Xerve-strain,  or  nerve-exhaustion,  comes  largely  from  the  frets, 
the  griefs,  the  jeahMisies,  tlie  worries,  the  bustles,  the  carks  jind  cares 
of  life.  Yet,  stningely  euongli,  the  most  conution  symptoms  of  this 
form  of  nerve  disorder  in  women  are  the  very  ones  which  lay  tnuli- 
tion  and  dtigmatic  empiricism  attribute  to  ailments  of  the  womb. 
They  are,  in  the  usual  ortk-r  of  their  frequency,  great  weariness  antl 
more  or  less  nervousness  and  wakefulness,  inability  to  walk  any  dis- 
t.ui'C,  and  a  bearing-down  feeling;  then  headache,  napeaehe,  and 
l>ackache.  Next  come  scanty,  or  jKiinful,  or  delayc'd,  or  suppressed 
menstruation,  cold  fi-et,  and  irritable  bladder ;  getieral  spinal  and 
pelvic  soreness  and  pain  in  one  ovary,  usually  the  left,  or  in  both 
ovarie*?.  The  nensc  of  exhaustion  is  a  remarkal)lc  one  :  tfie  woman  is 
always  tired  ;  she  spends  the  ihiy  tiretl,  she  goes  to  bed  tired,  and  she 
wake^  up  tired — often,  indeed,  more  tired  than  when  she  fell  asleep. 
8he  sighs  a  gn^at  deal  ;  she  has  low  spirits,  and  she  often  fancies  that 
eliewill  lose  her  mind.     Her  arms  and  legs  become  numb  so  fre- 

J  Goodell.    Introduction  to  Keating  and  Cov,  Clinical  Gynp«)logry. 
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uitritly  that  she  fears  palsy  or  paralysis.     Nor  does  the  skin  escape 

i\u'  jLN'iiei'ul  sympathy.  It  hocomes  dry,  harssh,  jiiul  setirfy,  and  \ng- 
mnilary  dopo>its  appear  umlcr  the  eyes,  anmiid  the  iiipph-s,  and  in 
th'i  eliiii  and  foreliead.  The  symptom-frroup  of  norvoiis?  cxhiUistion, 
— iiriifrtiiii,  backache,  bearin^-duwn,  dithctiU  walking,  ovarian  pain 
and  nienstrual  disrtrders — ahhough  often  without  the  least  jjyneeo- 
ln|rifal  sjgiiifiuanee,  is  usually  the  sijrnal  for  a  gyiieeologieal  disignosis. 
Any  pelvic  ortian  shovvinfj  the  .slightest  irn'gularity  is  singled  out  as 
the  culprit  and  promptly  placed  on  trial.  Endless  injurious  local 
treatment  and  grave  surgiea!  o|K?rdt)niis  may  now  cause  the  woman  to 
Kutter  niany  things  from  many  pliysicians." 

As  CtotHlell  aptly  remarks  :  "  If  no  tangible  disorder  of  the  sexnal 
organs  lie  iliseovemble,  the  invisible  endometrium  or  ovaries  must  take 
the  blame  and  r<^ceive  the  local  treatment,  ^\'hatever  the  inlnok  or 
the  ont!o(>k,  a  Iwal  treatment,  more  or  less  severe,  is  liable  to  br  the 
isHue.  Yet  these  very  exacting  symptom.s  may  he  due  wlidlly  to 
nerve-strain,  or»  what  is  synonymous,  to  loss  of  hrain-contrnl  over  the 
lower  nerve-cent  res  J  and  not  to  direct  nr  to  rellex  action  from  some 
supposed  uterine  disortler.  Neither,  for  that  matter,  may  they  come 
from  some  real,  tangible,  and  visible  uterine  lesion  which  \h  sitively 
exists.  Thus  it  hapjH'us  tljut  a  harjutess  anteflexion,  a  trifling  leucttr- 
rhwa,  a  sliglit  disphnH-ment  of  tlie  womb,  a  sfuall  tear  in  the  et  rvix,an 
insigniticant  rent  of  the  iierijieum,  or,  what  is  alin<Kst  always  present, 
an  ovarian  ache,  earli  plays  the  part  of  the  wiH-o'-the-wisp  t<>  allure 
the  pliysieian  from  the  bottom  fact^ir.  To  these  paltry  lesions — be- 
cause they  are  visible,  palpable,  and  piHulcralde,  and  l>ecause  he  has  by 
edut-atton  antl  by  tradition  a  uterine  bias — he  attributes  all  his  patient's 
tronhk's;  whiTeas  a  grc.iter  and  subtler  force,  the  invisible,  iinpal- 
jtjdblc,  and  inip<nidend>le  nervous  system,  may  be  the  sole  deliu<pieiitw 
The  sufferer  may  Iw  a  jilted  maiden,  a  bereaved  mother,  a  grieving 
witlow,  tir  a  neglectwl  wife,  and  all  her  uterine  symptoms— yes,  every 
one  of  them — may  be  the  outcome  of  her  sorrows  and  not  of  her  local 
h'sirKiH.  She  is  suffering  from  a  sore  brain,  and  not  from  a  sore 
wouil).** 

We  may  a<hnit  the  extreme  wisdom  of  GiMwleirs  summing  up;  at 
the  same  time  we  must  insist  that  an  exhaustive  analysis  of  a  patient's 
condition  will  often  lead  to  conclusions  less  imponderable  than  his  ex 
fttn-t/'  statement  woiihl  imply.  The  rase  above  outlined  tm  the  ree<trd 
blank  will  not  only  show  an  example  of  possible  diagnosis  ;  but,  if  an- 
aly/<'d,  will  also  show  that  the  cuiv  of  aggravated  local  lesions  may  ni>t 
ri'sult  in  (he  eomjttrte  recovery  of  the  patient;  such  cure  will,  how- 
ever, be  an  important  ste]v  in  the  right  direction.  A  common  mistake, 
when  there  arc  other  more  geuenil  and,  ix'rliaps,  more  serious  anoma- 
lies, is  to  ex|)ect,  ujkju  the  corrt^ction  of  hjcal  lesions,  prompt  and 
complete  relief.  It  would  also  Ih'  equally  a  mistake  to  folhtw  the 
possible  iinplif'ation  of  CioiKh'll,  ami,  breause  we  know  tliat  loea!  treat- 
ment of  iKilpble  Iwal  h'sions  cannot  completely  cure  the  patient,  fail 
to  give  (hat  treatment,  and  thereby  fail  to  cure  her  as  fur  as  we  ean. 

It  is,  moreover,  imnrobahlc  that  a  liarmless  anteflexion,  a  trifling 
leucorrhopa,  a  slight  displacement  of  the  womb,  a  small  UtiT  of  the 
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cer\ix,an  insignificant  rent  of  the  perineum,  or  an  ovarian  ache  wonkl 
oft<'n  lea<l  jt  siTious  practitioner  away  from  the  "bottom  factor"  to 
u^eleas  or  injurious  gynecolojijical   trcatmrnt. 

Not  less  essential  than  the  gynet'oKjgical  part  of  the  record  is  that 

which  beh>ngs  to  tlie  geneml  eontlitioo  of  the  patient.     A^e,  tempeni- 

tncnt,  IxKlily  habit,  heredity,  color,  the  heart  and  blfKnl-vessels^  the 

[digestive  tract,  tlie  liver,  sph  en,  and,  even    more  important,  the  kid- 

yji,  all  demand  elose  and  careful  attention. 


K 


The  PhyBlcal  Examination. 

Examination  ealls  into  use  the  js|MM-iaI  senses,  supplemented  by  stieh 
oonditiuns,  instruments, and  appliances  as  will  increase  their  jwwcr  or 
widen  their  range. 

The  conditions  to  be  fulfilled  for  an  adequate  examination  are  num- 
erous and  variable.  Among  them  are  i  1,  Cleanliness.  2,  Empty 
bladder  and  rectum.  3.  A  suitable  table.  4.  Proper  attitude  and 
position  for  the  jiatient. 

Cleanliness  and  asepsis  have  been  emi>hasized  in  the  last  ehajiter ; 
their  imjMjrtance  cannot  be  exaggerated.  Exception  :  W  it  is  desired 
to  stn«ly  the  character  of  the  uterine,  vaginal,  nr  vulvar  sceretionSj  the 
preliminary  douche  and  disinfecti<tu  of  the  {larts  may  be  omitted. 

The  rectum  and  bladder  should  be  empty  for  the  following  reasons  : 
1.  These  viscera,  when  full,  displace  the  pelvic  organs  by  pressure.  2. 
Retained  feces  and  urine  may  be  mtsti^ken  for  solid  and  cystic  tumors. 
The  full  bladder  puslies  the  uterus  and  its  app(*ndag<'s  upward  and 
backward  and  greatly  increases  the  diiiiculty  of  conjoined  examina- 
tion. Even  a  small  quantity  of  urine  in  the  bladder  may  cause  the 
patient  to  make  the  ab<Iominal  muscles  so  tense  that  the  uterus  cannot 
be  felt  between  the  hand  over  the  }>uljes  and  the  examinijig  finger  in 
the  vagina.  A  preliminary  cathartic  to  clear  the  bowels  of  feces  and 
gas  should  thereibre  precede  the  first  examination. 

The  Examiningr  Table.  The  digital  examination  nuiy  be  nuide 
with  the  patient  lying  cm  a  sola  or  bed  ;  but,  as  Marion  Sims  has 
tnught,  '*  the  one  is  too  low  and  the  other  is  too  soft  and  yielding  for 
a  spt^culum  examination."  Even  the  digital  touch  and  jKilpation  are 
much  better  made  on  a  table.  If  the  bed  is  used,  the  patient  shouUl 
lie  aerr>ss  it,  with  the  hips  well  to  the  cflge,  and  not  lengthwise  of  the 
befl.  The  table  is  essential  for  a  thorough  sjieeulum  examination. 
Th<*  conventional  offiec  chair,  although  less  objectionable  than  lire  sofa 
or  IkhI,  is,  by  comparisou  with  the  table,  inferior.  An  ordinary  pine 
kitchen  table,  two  feet  wide,  four  feet  hmg,  and  two-an<l-one-half  feet 
high,  covered  with  a  blanket  and  sheet  and  supplicil  with  a  pilhiw, 
will  answer  every  pur[Hise  almost  as  well  as  the  more  elabonite  table 
commonly  used  in  office  and  hospital  work.  'I'here  is  some  advantage 
in  having  the  end  of  the  table  upon  wliieh  the  pelvis  rests  about  three 
inches  higher  than  the  end  njwu  which  the  head  rests. 

In  making  a  digital  or  conjoined  examination  with  the  ji^itient 
lying  on  the  table,  the  examiner  stands  at  the  foot  of  the  table  facing 
the  patient,  and  passes  the  examining  hands  between  the  knees. 
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If  a  speculum  exatuination  is  uot  required,  digital  exaniinatiim 
mav  be  featisfactorily  made  with  the  patient  lyi"^  im  a  c(»ueh,  and 
thu  examiner  siitting.  iSee  Fij|;nre  1().  This  is  tlje  arrangement 
used  by  lifandt  and  his  i'oHowera  in  giving  pclvie  massage. 


FiGUBE  16. 
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Position  for  diagnostic  examinations  «nd  tor  the  application  of  pelvic  maaeagv:  the  patient 

lying  on  a  ctjucfi.' 

The  Position  of  the  Patient.  Two  position's  fire  in  eonimon  use, 
the  dorsal  and  the  left  latero-prone  positiun  of  Sitns.  The  knee- 
chest,  the  standing,  and  the  prone  positions  are  less  frequently  used, 
Kacli  of  these  positions  has  advantages  jwouliar  to  itself  and  to  the 
conditions  under  wliieh  it  is  emphsyed.  They  will  liedeHcribed  as  tlrtt 
oeeasion  arises. 

Examination  of  Young  Girls.  The  first  examination  of  a  yuung 
girl  is  a]>pruaehed  witli  n-hictanee,  and  is,  if  possible,  avoided.  The 
advautiiges  of  amesthesta  fr*itn  ttie  .standjcilut  ol'  modesty  must  be 
apparent  to  all.  If  the  hymen  is  intaet,  an  cHort  slnmhl  be  made  to 
gain  tlie  neress;irv  inlonnatinn  l>y  a  conjoined  iligjtal  exploration 
through  the  rectum,  the  pal|>ating  hands  being  over  the  nytwgas- 
trinm. 

Conduct  of  an  Examination.  The  clothing  about  the  waist 
having  l)een  l<M»sened,  the  patient  steps  U|>an  a  ehair,  and,  the  skirts 
having  been  raiseil  behind,  sits  n[K»n  the  extreme  end  of  the  table. 
81ie  is  then  assi.sted  to  lie  iipcm  her  hnek,  the  head,  mjt  th<"  slmiiklers, 
being  siip]w>rted  by  a  ]iitlow.  B<'f*iie  lying  down  8he  is  eovereil  with 
a  sheet.  Under  the  sheet,  and  without  exposure,  the  feet  are  lifted 
fr*»m  the  chair  to  the  talde  and  placed  six  iiieJies  apart ;  the  clothing 
1  Huberts.    Zicgeiisptck  Gbir  Tliur(5  Brnndl's  Uthandlung  von  Fraueuleidcij. 
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in  front  is  pushed  nbove  the  knees  ami  the  knees  are  widely  sepa- 
rated. The  flexure  i>f  the  thig:hs,  Hwurt'd  l>v  placing  th»^  ft'f't  on  the 
table,  relaxes  the  abihuiiinnl  muscles  ami  flicflitates  pn!|Miliin).  Tlie 
edge  of  the  sheet  as  it  falls  over  tlie  knees  is  parted  hark  hetwin-n 
the  thighs  so  as  to  expose  only  the  part  to  \w  iiisjH'cted — tliat  Is,  the 
vulva.  The  patient  is  assure^l  that  she  is  ueitlier  to  be  hurt  nor  un- 
duly cx|>osed.     She  is  now  ready  fnr: 

1.  Inspection  of  the  external  genitalia. 

2.  Dii;ital  examination  of  the  vagina  and  rectum. 

3.  Conjoined  exatnination. 

4.  Percussion,  palpation,  and  auscultation. 

5.  Mensunition. 

6.  Instrumental  examination. 

1.  Inepection. 

Careful  inspection  of  the  externa)  ;.'^enitals  is  desirable  as  a  fore- 
warning against  fx>ssible  inooiiltitinn  of  the  examining  finger  with 
vroereaJ  i»r  other  infection.  Some  historie  ca.ses  tlierc  are  of . surgeons 
who  have  gone  to  their  death  from  this  cause.  Any  abrasion  on 
the  hand  should  be  protecttn]  with  finger-eot  or  a  collodion  and 
cotton  dressing :  a  very  thin  layer  of  cotton  is  placed  over  tb*'  abra- 
sion Ijefore  the  collfKlion  is  applie<I.  Lottk  for  lacerjition>,  si'ars,  and 
other  evitlenees  of  parturition,  vulvitis,  tumors,  uri'thr:d  caruncles, 
urethritis,  eruptions,  hemorrhoids,  anal  fissure,  fistula  in  ano,  pin- 
worms,  pruritus,  oMlenia,  cystoeele,  rcetocele,  ulcers,  inflaunnation  of 
Skene's  glands,  and  other  anomalies.  Note  the  calibre  and  elasticity 
of  the  vulvar  orifice.  Is  the  clitoris  enlarged  or  imprisoned  inider 
an  ailheri'ut  [irejiucc?  Such  adliesions  mav  give  rise  to  [>r<>r)onncc.d 
reflex  disfirders.     The  virgin  vulva  is  usually  small,  with   the  hymen 

IK'rforatcd  tudy  by  one  or  more  small  ojx'uings.  It  is,  perhajts,  need- 
e-ss  to  add  tliat  the  absence  of  such  a  hymen  is  neither  proof  nor 
even  strong  evidence  of  unchastity.  The  virgin  labia  minora  are 
small,  firm,  double  folds  of  skin.  If  they  are  long,  loose,  and  flabby, 
and  especially  if  the  vulvar  orifice  is  jratulous,  the  imlicaitious  are 
that  the  woman  has  liad  one  or  more  ebiidrcn,  or  has  bad  much  treat- 
ment, or  has  practised  self-abuse,  or  fjas  been  the  subject  of  som^ 
other  mechanical  interference. 

Ins]>ection  is,  however,  not  limited  to  the  r*'|)roductive  organs  nor 
to  external  jKirts  ;  it  may  extend  through  the  aiil  of  the  speculum  to 
the  vagina,  tlie  interior  r>f  the  bladder,  the  urethra,  flie  rectum,  and, 
hy  alHlotninaJ  section,  t<i  tiie  interior  of  the  abdontcn  ami  ]ielvis.  The 
surface  of  the  abdomen  is  also  open  to  visual  examination,  and  by  its 
enlargement  and  ctmtour  may  disclose  the  presence  or  character  of  a 
tumor  or  ascitic  accumulation.  See  diffcn-ntial  diagnosis  of  ovarian 
cysts. 

2.  Digital  Examination. 

The  advantxige  of  the  left  indcx-fi nger  in  preference  to  tlie  right  was 
deroonstrat<Kl  and  its  use  populari/ed   hy  .Clarion  Sims.     The  great 


superiority  of  the  left-han*]  raethijcl  is  usually  a<^kiui\vlc(lf;o(l  bv  t! 
woo  have  accustomed  tliomselvcs  to  both.  Tfie  foilovviiig  are  sniiir 
of  the  reasons :  1.  Tin- tactile  sensitMif  ifjf  Ici't  finger  is  more  easily 
Ddocalpci.  2.  Itti  palmar  surfnra  nion*  readily  comes  in  close  rela- 
licms  with  the  left  .side  of  the  j>elvtH,  and  disease  h  more  frequent  on 
tbo  left  than  on  the  right  side.  3.  The  stron|;er  rijrht  hand  Is  bettt^r 
nftwn-eil  for  external  |mlpation.  4.  Tlie  right  hand  is  left  free  to 
pass  the  probe  orsonnd  or  to  nmni|)nlate  any  instrunient.  One  finpjcr 
will  u>:uany  obtain  as  nineh  inforntation  as  two.  The  intrtMliR'tion  of 
IWu  fiujjer*,  except  in  a  e^ipaeioius  vagina,  is  ]Kiinfn].  Two  fingers 
■MV,  however,  sometimes  be  of  use  in  tlie  examination  of  tumors. 
Tli  manner  of  tligita!  touet]  has  been  well  described  by  Emmet  in 
||«  Allowing  jMir.igniph  : 

•*When  tne  s<mim'  of  toneh  luis  been  cultivated,  it  yields  more*  in- 
fbnMtion  UtKMi  which  to  base  a  iliagnosis  than  can  l>e  gained  by  I  he 
♦f*  aloMi,  ewn  when  used  under  e<[uaUy  favorable  cireunistaiiccs. 
'fljumfoTi]  the  digital  examination  sbuuld  always  be  thoroughly  and 
Mqidiaticiillv  made.  It  1^^  all-essential  to  possess  a  knowledge  of 
^pM^liiR^  fn>m  a  healthy  condition.  The  lighter  the  touch  the  more 
~J)H  \f  ^11  U\and  the  nutre  clearly  will  it  appreeiatc  slight  changes. 
It  K  UKl«««)t  n'n«irkable  liow  individuals  vary  in  their  methml  of 
^^x«mi tuitions.  One  will  pro<!ecd  with  as  much  vigor  as  if  he 
'  a  hole,  and  finds  little  more  than  the  cervix,  which  feels 
Taa  listt^rtion  in  his  way.  He  gains  no  information  of  impor- 
smI  inflicts  nnneoes.siry  |X'iin,  Another  will  pass  hiA  finger 
^  ^.^^^y^rv  iH»rtion  ut'  tlie  vagina,  and,  without  having  causiwl 
"^^^  ««^klv  asf'^Ttain  enough  to  enable  him  fully  to  understand 
^"^  \^  manner  in  which  I  have  sometimes  seen  this  examina- 

^^iL  *tr«  k»v  men  of  exjicriencc,   ean   be  descrilR'd  only  as 

y*  ^^  At  iMrift***  »>t*  su fieri ng  they  needlessly  inflict,  and  the  want 
'     V    „|  Wy  (beni,  ought  U>  debar  them  from  the  jiractice  of 
^j^  y/  the  M»fessn»n. 

^^«    ^TUV  ^'*'"  «^'"^'*"'Lv  washed,  the  left  index-finger  is 

^^^  -I^Yrfin,  mild  rasttle  soa|»,oi-  glycerin  emollient  (Chap- 

sJowlv  intrt^KJucecl,  the  palmar  surface  being  di- 

I j»  »5  (o  depress  the  perinenra  toward  the  rectum; 

of  the  |HM"rneum,  the  pivsence,  absence,  or  con- 

-  in  th<'  rectum,  the  calibre  and  itdaxatinn  or  ri- 

4pd  the  condition  of  the  sacrum  and  coccyx.     The 

W  j|wjer  is  now  directed  alternately  toward   the 

.petitions  *»i'  the  pelvis  and  swept  around  the 

^jy^    form,  and  consistency  of  the   cervix, 

^"^  ^  extt^rnum,  and  the  presenee  or  absence 

^^M^\^     The  right  hand  is  now  placed  over 

pn^^  and   the  incpiiry  ctmtinned  by  con- 

^^i  of  tlie  clitoris  may  give  rise  to  sexual 

[  hand  sh(ndti  be  kept  well  away  from  it. 

It  mtieut  standing,  lias  some  value  as  a 

^  J^pUiceiuents.      Examination  may  be 

""iJJliicro-prone  ]wjsition,  but  for  gen- 


i 


DIAGNOSIS. 


f)l 


eral  purposes  is  not  recom mended.     This  |X)sition  is  reserved  rather 
for  specyluin  examimilions  and  operations. 


FlQVRK  17. 


Digital  cverslon  uf  the  RnuB.i 


Eversion  of  the  anus,  as  shown  in  Figure  17,  enables  the  examiner 

to  judge  of  the  eonditinn  of  the  hiwiT  part  of  the  rectum  and  anus. 
This  may  be  done  eitlier  in  llie  durna!  or  lateml  position. 


3.  Coiyoined  Examination. 

Conjoined  examination,  often  called  himamial  palpation,  is  dtsip-ned 
to  bring  within  tlie  range  of  txjiieh  all  the  pelvic  organs.  The.se 
organs,  one  by  one,  are  in  somi-  ea.ses  lifted  forward,  by  tlie  ti tiger  or 
fingers  in  the  vagina,  toward  (he  anterior  abdijniinal  wsdb  wliere  ihey 
can  be  palpated  by  tlie  right  liund  pres.'ied  d<iwn  behind  the  pubes. 
Usually,  however,  the  right  hand  Ibrees  them  down  to  a  point  where 
they  may  be  readily  examined  by  digital  toneh.  Tlie  latter  method 
is  UMially  preferable,  bceanse  the  ajipliealion  of  iimeh  fun-r  in  the 
vaginal  i>r  reeial  toneli  may  be  hurmfid  to  the  patient  or  may  impair 
the  tiictile  sense  of  the  linger.  A  condii nation  ol*  both  methods  is 
desirable.  The  neee.ssary  amount  (vf  foree  will  vary  with  the  toler- 
ftnce  of  the  patient  and  the  skill  of  the  examiner.  The  reach  of  the 
examining  tiiiger  i^^  materially  increased  by  forcing  tln^  elastic  jieri- 
nenm  backward  and  tuward  the  interior  of  the  pelvic.  This  is  usually 
not  difficult,  tbr  during  the  examinatitui  the  knuckles  of  the  middle, 
ring,  and  little  fingers  on  the  left  hand  are  juvsseil  agjtinst  the  cuta- 
neous siurface  of  the  perineum-  U[jwartl  pressure  on  tlje  perineum 
0)ay  be  made  with  the  three  outside  fingers  closed,  as  shown  in  Figure 
18,  or  open,  as  shown   in  Figure  19,     In   the  latter  and  preferable 

'  After  MuDd<J.    Ddvenporfs  Diseases  of  Women. 


YsglDol  touch ;  conjoined  examination ;  outoide  Angen  open :  this  h  the  preferable  method. 

beginner  fails,  first,  to  bring  the  organs  properly  between  the  tvvo 
hands;  second,  to  appreciate  what  may  be  within  his  reach.     Should 

1  Emmet.    Priuciptes  and  Praclice  of  Gj-nocology.  P"  C8' 
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the  thickness  or  rigiditvof  the  abdominal  walls  prevent  the  drwinviinl 
pr<"*siireof  the  hand  l>phiiid  the  piihes,  the  resistance  may  be  overoujiie 
bv  «-ontinii(>n>,  firm  pressure,  or  by  snere.--?iive  phort  .^troki's  uf  viltmlory 
lUiij^sajre,  oT  by  circular  massiijre.  The  thfficiilty  is  oftrn  tlie  retsiiit 
of  the  patient's  nervousness.  The  examiner  slionld,  therefore,  avoid 
sudden  movements  in  manipulation.  A  deep  inspiration  by  the  patient, 
folh)W*:Hl  by  a  qniek  expinition,  while  steady  [>rcsstire  is  beinp:  made, 
may  momentarily  rt^Iax  the  muscles,  and  tht-reby  afford  the  examiner 
an  opportunity  nf  rapidly  palpating  the  pelvie  ortpuis.  An  exium'ner 
of  acute  touch  and  quick  perception  will  snnietiraes  instantaneously 

FlOCTHE   20. 


TonJoSncd  reeto-vagiiml  paliiatiun. 

gain  the  required  information  in  this  way.  During  the  examination 
the  patient  should  keep  the  mouth  open. 

If  the  uterus  and  its  appendages  are  sensitive,  or  fixed  by  adhesions, 
the  attempt  to  foree  them  up  toward  the  outside  hand  may  be  futile  or 
even  dangerous.  Deep  palpation  behind  the  pubex  is  then  necessary. 
One  should  remember,  however,  tliat  even  a  little  force  injudieiously 
applirnl  by  either  liand  may  rupture  a  pus-poeket  or  tube,  and  thereby 
lea<I  to  serious  results. 

Bimanual  palpation  enables  one  to  judge  of  the  following  condi- 
tions :  the  size,  forra»  location,  position,  eonsistency,  and  mobility  of 
the  uterus,  the  presence  or  absence  of  a  pelvic  tumor.  If  the  uterus 
ia  displaced,  is  it  replaceable,  or  is  it  bound  by  adhesions,  and  there- 
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i^ifv  irrenUc^ablc  ?     If  tliere  is  a  tumor  in  the  pelvis,  is  it  a  neoplaism 
ur  Mil  inmiuimiitory  swelling?     If  tht'  tbrnier,  it  is  not  sensitivL' j  it' 

tlie  latter,  it  Is  tender  oa  ' 
riwi  «kK  ;i,  FwLBE  22.  pressure.     l:s    it    eoniif.rtetl 

with  the  uteru«^  or  tJie  Fal- 


1 


Olertnc  ten 

aculum. 


fopitHi    tube,   or   the    bnj^id  ■ 
ligament,  or  the  ovary  ?    Is  ■ 


1 
I 


it  cyijtic  or  soliil,  malignant 
or  benign  ?  Does  it  orig- 
inate in  the  pelvis  or  in 
tlje  abdominal  cavity,  ami, 
above  all,  is  it  po.s."-ibly 
due  to  pregnancy?  Thesj? 
questions  will  come  up 
again  under  the  diagnosis 
of  s|*eeial  disorders. 

Conjoined  exaiiii  nation 
by  rectal  instead  of  vaginal 
touch  may  eonfirm,  di.— 
prove,  or  rtup|demerjt  the 
[jrevious  observations  and 
impre-sions. 

Cotijoine<I  recto-vagi n:d 
iMiIpation  is  made  with  the  _ 
left  indcx-Hnger  in  the  roe-  ■ 
turn,  the  thumb  In  the  va- 
gina, an<l  the  right  liaud 
behind  the  piibes.  See  Fig- 
ure '20.  In  this  way  tin* 
l>erineum  is  well  pushed  up 
t4iwarfl  the  interior  of  the 
pelvis.  If  the  abdominal 
wall  is  til  in  and  rehixe*l,  the 
various  [H-lvtr  orgjiris,  wtien 
forget  1  driwn  by  the  hand 
behind  the  piihes,  may  be  picked  up,  so  to  speak,  between 
the  tiuimb  and  finger  and  definitely  palpated. 

Palpation  of  the  jM'lvie  or|r;ins,  espeeiallv  the  ovaries 
aufl  Fallopian  tnties,  f>  ofYen  faeititateil  l»v  drawing  the 
uterus  toward  the  volva  liy  means  oY  a  ut^'Hne  teiiaeubim 
or  small  tootb-forre|is.  I)urin|J  tlie  palpation  these  instru- 
metits  may,  if  necessary,  be  l)eld  by  an  assistant.  For 
this  purpose  Howard  K*dly  nsps  a  tenaenlum  with  fr«rrn- 
gateil  lKindlt\  The  cervix  is  oaiight  with  this  tenaeubun 
and  drawn  down  to  the  outlet:  then  thi'  t<'uaeuhini  is  Ijeld 
a«rain-t  the  ball  orthethuml».  while  the  index-finger  is  in- 
serted into  the  re«'tuin  or  vagina,  and  u^cd,  in  ronjunetion 
with  the  abdominal  band,  to  exaniiiu'  the  pelvic  onrjins. 
Failure  to  engage  the  uterus  Ix^twiH-n  the  two  hands  in 
conjoined  cxaminatiun  may  be  clue  to  a  backward  displacement,  or  to 


SntaU  to<>th-f«irco[>9.     A,  rt'dur.i 
B,  section  of  fiiU  Bjze. 
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Palpation  of  the  rcicits  of  ihe  sciutic  nerve  by  rectal  touch. 

Rectal  touch,  whetht^r  digital  or  conjoined,  may  He  irajwdtnl  hy  coils 
of  inte>5tine  in  the  pelvi:s  iotcrposod  bet\vtt>n  tlu-  (in«rer  and  thv  viscera 
to  be  palpated.  This  may  be  avoided  hy  a  simple  device  of  Keliy^8  : 
"The  rectum  and  bladtler  are  Krst  evaouatrd,  the  patient  is  put  in  the 
knee-chest  posture^  and  a  spt't'uliiin  is  iutrtMliit'ed  into  the  reetum. 
Thi^  letij  in  a  large  amount  of  air,  and  the  boutl  balloons  out  and 
applies  itself  broadly  over  the  saend  hollow  and  the  posterior  siirfoces 
of  the  uterus  and  left  broad  ligament,  and  in  a  minute  or  two  the 
small  intestine  falls  away  into  the  upper  abdomen.  The  parient  must 
then  be  turned  on  her  back,  <'are  being  taken  to  keep  the  pi'lvis  con- 
sLinlly  higiier  than  the  re.st  nf  the  ahilomeii,  su  as  not  to  let  (he  intes- 
tines gravitate  again  into  the  jwlvie  cavity.  On  making  the  bimajiual 
examination  the  pelvie  viseera  are  felt  with  startling  distinctness,  the 
rectal  finger  enters  a  large  air-eavity  nf>  longer  imjMMled  l>y  the  mu- 
cous folds;  the  ojx^ning  from  the  lower  into  the  nj)jx'r  rectum  is 
iva<lily  found  ;  and  the  posterior  surthee  of  th^'  uterus  and  the  ovaries 
and  tubes  feel  as  if  skeletoni/ed  in  the  pelvis.  They  lie  so  elearly 
expo!ri<.*fl  to  touch  that  their  miotiter  surfat'i'-pecnltarities,  tissures  and 
elevations  and  variations  iu  consistency  can  oe  detected/' 

This  peculiar  ballotfuing  of  the  reetum  is  often  observed  in  obstruc- 
r. 
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tion  and  paresis  of  the  bowel,  and  may  be  felt  with  the  patient  in  the 
dorsal  position  without  recourse  to  tlie  device  of  Kelly. 

The  roots  of  the  sciatic  ner\'e  may  also  be  palpated  through  the 
rectum,  as  shown  in  Figure  23 ;  such  an  examination  will  sometimes 


FI0T7RB  24. 


rtonis  drawn  flown  by  means  of  to<jth-fr»rc(;i»s  to  fucilitate  manual  oxnminatioii  or 

replacument.' 


revei 
been 


real   the  sourco  of  an  obscure  pelvic  pain  whicli  has  previously 
m  attributed  to  an  ovarian  or  uterine  origin.     The  iwtii'nt  must 


ongiu. 

1  Davcnimrt's  DisvaHVb  of  Womun. 
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he  pxarained  without  anopsthosia,  and  as  the  fingers  are  drawn   over 
the  t»:^ndcr  cord  a  crv  nf  pain  will  he  elicited. 

Coqjoined  Examination  with  the  Bound.  One  may  be  tmaljle 
by  touch  to  decide  whether  a  tumor  in  of  uterine  or  extra-uterine 
orijjin.  The  uterus  may  tlien  i*e  imuK^hili/ed  by  the  .soun<l  passed 
into  the  uterine  canal  and  held  immovable  bv  the  iiand  of  an  assist- 
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TeMCuhim-forcepa  for  sicadylnu  the  uteru«.    A,  reduced  sbc :  B,  section  of  mU  nixe. 

it,  or  the  uterus  naay  be  steadied  by  a  tooth-foreeps  or  tenaeulum 
icht-d  to  the  cervix.     The  examiner  may  then  determine  whellier 

not'ttS  .».  Flou&K  27. 


11  of  the  u(enu.i 


Anteflexure  at  tho  utoriu.' 


the  tumor  moves  with  the  uteruw  of  indepetKiently  nC  it.     In  ease  of 

I  Emmet'*  Frinclples  and  Pnicllcc  of  Gynecology. 
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a  utti-rine  tumor  with  a  long  pedicle,  t>r  of  an  extra-iitorine-tumor  ad<* 
hereut  to  i\w  utt-rus,  the  test  may  fuil. 

Tlie  norcst^lty  "i  ouiijoiiied  exumiiiatiim  i.s  apjcin-nt  iti  Figures  20>| 
and  27.  Vaginal  toiiL-b  iiloiie  in  Fi|,Mife  '2G,  wliicli  represents  a  iiiyc 
iiKitous  uterus,  wrtulrl  give  the  same  impression  as  in  Figure  27," 
wiiieh  showf^  an  anteHexed  uterus,  Coujoiueil  examination  in  Figuiv 
27  would  estahlish  tlie  fuet  of"  anteflexion,  while  iu  Figure  '3\  it 
wouhl  deratmstrate  the  preseuee  of  Jiryonia.  The  exact  direeiiou 
of  ilie  uterine  (^lual  and  tlu'  relations  of  the  uterus  to  tlie  tumor  might 
have  to  be  learned  by  passing  the  ]irobe  or  the  sound. 

Anaesthesia.  If  the  alHlotninal  muHeles  are  rigid,  or  the  pelvi<^d 
organs  very  sensitive,  or  the  patient  too  nervous  to  jx^rmit  an  adeqnate^^ 
examination,  the  surgeon  sliould  insist  upon  further  examination  under 
an  atiiestlH'ti*'.  Intrllig<'nt  treatment  may  otherwist-  Im-  iuip<tssihl(', 
Aetnu-ate  and  ade<pialt'  diagnosis  lesst^is  the  nutuber  of  e-xploralory 
incisions  and  unneeessary  operations;  or  it  may  eut  short  a  vast 
amount  of  indefinite,  often  injurious  loeal  treatment,  and  substitute 
rational  surgery. 


4.  Percussion,  Palpatioii,  and  Auscultation. 


These  means  rtf  fliagnosi.s  are  apptieable  to  the  <litterentiation  of  1 
nhdoniinal  tumors  and  enlargement's  of  inHamniatory  origin.  Smj 
Diagnosis  of  Uterine  and  Ovarian  Tumors.  The  inquiry  should  in- 
clude both  gynecological  disorders  and  others  that  simulate  orronipli- 
cate  them.  Among  tlif  latter  may  be  espceially  nientione<l  disease 
of  the  vermiform  appendix.  Intlaiumation  of  (his  part  is  so  fre--^ 
quently  asscKuated  with  iufe^-tion  of  the  uterint'  nppendages,  espn-ially 
on  tht'  right  side,  as  to  render  im[K'rative  in  every  case  a  very  direful 
examination  for  possible  appenili<'itis.  Equally  iui|>i>rtaut  is  the  e.\-^^ 
amination  of  the  kidtreys.  ihw  who  ha-s  not  svslt'matieally  inr>lu(h»d^" 
the  renal  organs  in  his  examination  will  be  asl4mnd('d  at  x\\v  revt-la- 
tiotis  of  such  investigation.  Hydro-nephrosts,  abscess  and  stonr  iu 
tlie  kidney,  tubereular  kidney,  loose  and  floaling  kidnx-y,  and  striehiro 
of  tlu'  ureter  are  among  the  pathologit-al  condilioiis  which  are  eom- 
m«udy  and  culpably  overlooked  l)y  the  gynecologist.  In  this  eonnce- 
ti(Mi  the  men-  tnention  of  intetitiual^  gastric,  splenic,  and  he[Kitia 
disorders  should  b«>  snffirtent. 

Relaxation  of  tlic  abdorninul  walls,  Avitb  conserpicnt  falling  of  the 
intestines —en tero ptosis — associated  also  with  the  falling  of  other 
ab«lf>tninal  «>rgans,  es|x^cially  the  stmnach  and  kidney^  is  a  frequent 
and  unrecognized  cause  of  abdnmina!  and  |H'lvie  disorders.  Si>e 
Pendulous  abdomm  and  displacement  of  abdominal  viscera,  in  Chap-, 
ter  XLIV. 


% 


5.  Mensuration. 


Mensuration  h  a  most  important  faelor  in  the  examination  of  » 

growths  an<l  other  jcsioim  causing  fd»dorninal  enlargement.     The  sub- 
ject will  Ik*  further  considered  in  connection  with  theA-pecial  diagnosi 
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of  these  disonlers.  The  measiiretnents  of  the  bony  jK-Ivis  frequently 
have  great  significance,  nnt  only  from  tlie  ohstetrieal,  Ijiit  also,  osjh?- 
cially  in  the  matter  of  disphiwments  aud  malformations,  from  the 
g)-noco logical  pfHiit  of  view.  The  reader  is  referred  for  pelvic  men^ 
suratioa  to  the  literature  of  obstetrics. 

6.  Instrumental  Examinations. 

Ajs  already  stated,  the  development  of  rn<wleni  gynecology  has  been 
made  possible  by  the  use  of  instruments  of  prcuision  dt^yigned  to  in- 
crease the  power  or  widen  the  range  of  the  scn.scs.  This  statement 
has  even  u  greater  foree  from  the  tlienipentie  and  surgical  stand]>ni]it 
than  from  the  diagnostic.  Tfie  diagnostic  metiKxls  already  described 
will  usually  furnish  thcgroumhvork  of  accurate  and  adetjuate  diagnosis. 
lastrumentiil  examination,  however,  may  supplement  and  verify  con- 
clusions already  rcachefl.  It  is,  however,  as  coni]jrired  with  digital 
touch,  of  minor  importance.  Some  of  the  instruments  used  for  diag- 
not»tic  purposes  are : 

1.  Speculum,  5,  The  exphfrat^ry  needle  and  aspirator, 

2.  The  sound  and  probe,  6.  The  stethoscope, 
3»  The  dilator,  7.  The  microscope, 
4.  The  curette,  8.  The  cystoscope. 
The  Speculum.     The  choice  of  the  speculum  is  simplified  by  the 

statement  that  of  the  innumerable  varieties  only  two  rer[uire  very 
^Kflerious  consideration,  and  that  those  two  act  on  the  same  principle — as 
^R]>erineal  retractors.     They  are : 
^B  Sims'  speculum. 

^^  Simon's  speculum. 

I  Sims'   Speculum.      This  instrument  is  of  great  simplicity  aud 

effectiveness.  The  objection,  sometimes  urged,  that  its  efficient  use 
rer|aires  long  practice,  is  a  mistake.  VVImevcr  once  masters  the  simple 
'  priociples  of  the  leflt  latero-prune  position  will  have  little  or  no  difli- 
'  culty.  The  failure  to  appreciate  the  meehanieal  ndations  of  this  posi- 
tion to  Sims'  s{>eculum  will  explain  most  of  the  disappointments 
reif-uhing  from  its  use.  Another  al[eg<Ml  disitdvantage  of  Sims'  sjk^cu- 
lum  is  the  necessity  of  a  tniini-d  assistant  to  bold  it.  If  the  examiner 
himself  knows  how  the  instrument  shoultl  be  held,  the  assistant  need 
not  be  trained.  In  gynecological  cxunn'nations  the  presence  of  a 
third  person  is,  for  obvions  reasons,  an  advantage.  Examinations  at 
ihi-  fuiiient's  house  may  usually  be  made  with  the  assistance  of  some 
nK'ml>er  of  the  family.  The  physician  who  has  a  large  othce  practice 
can  have  the  assistance  of  an  office  attendant ;  or  if  tliis  is  impractic- 
able, a  nvxllfieil  sell 
Fi^'ures  29  and  30. 

Thomas,  after  long  experience  witli  other  histrumcnta,  makes  a 
statf-ment  somctbiufi-  like  this  :  **  Learn  the  use  of  Sims'  s|>eculum, 
persevere  in  the  method  for  tliree  months,  and  ytut  will  never  ^ivG 
it  up."  Emmet,  whose  ex|>crience  with  tlie  instrument  is,  perhaps, 
greatiT  than  that  of  any  other,  says  :  "  Dr.  Sims'  instrument  has  been 
1  modified  in  various  forms,  and  new  ones  have  been  invented  on  the 
i       same  principle,  with  the  view  of  dispensing  with  an  assistant ;  but, 


pn 
able,  a  nvxllfieil  self- retaining  Sims'   speculum  may  be  used.     See 
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a.s  yet,  nothing  has  l>e€n  devised  wliich  can  take  its  placp.     This  in- 

striiniont  is  so  simple  in  desiffn,  i»n<l  h>  pr^rfectly  docs  it  fulfil  eveiy  ^ 
requirement,  that   it  will  prol«ihly  never  he  superseded.  V 

"As  lon^j  as  the  sole  nse  of  the  sf^eenlum  was  to  bring  the  cervix 
into  view,  and  to  fhcilitate  the  jiassage  of  the  porte-caiistifiiic  in  the 
treatment  ctf  supposed  ulceration,  the  cylindrical  speculum  sutticed. 
With  the  advance  of  knowledge  in  the  treattiient  of  uterine  disease, 
it  became  necessary  to  ^ain  nun'e  space  and  light.  The  cylindrical 
sjicCHlum  was  therefore  gmdually  BUperseded  by  various  instruments 
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8lin»*  •iK'Culum  »nd  deprcmnr 

with  expanded  blades  to  o|x>n  out  the  upper  portion  of  the  va^iiitt, 
but  nearly  every  .^peenluni  of  the  kind  that  I  liuv**  seen  is  so  long 
ibat  it  displaces  the  uterus  more  or  less,  and  by  conlitiucfl  use  tends 
lu  dilate  tlie  npfM?r  portion  of  the  vagina.  1  have  known  both  retro- 
version an<l  prolai)sc  of  the  uterus  to  occur  in  this  way  from  the 
rt>p«»ate<l  use  of  the  valvidar  speculum.  The  amount  of  sjMieo  and 
liglit  ubtained  by  any  of  iIk'sc  instruments  is  very  small  in  compuri- 
rton  with  what  is  atlVtrded  by  Sims'  HiK?culum,  and  they  are  nselc-ss  for 
all  surtrical  procedures." 
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"  The  older  members  of  the  profe«sion  who  have  become  dexterous 
in  the  use  of  some  sjweial  iiistmmeiit  i-iinnot  he  ex|>eoted  to  change  it 
for  a  new  one,  or  to  ajiprcciiitc  tlic  llc•ef■l^.sity  for  dmng  «o.  But  the 
younger  practitioner  sliould  begin  witli  Sims'  i^peenluni,  if  he  wishes  to 
hold  a  position  in  tJje  advance.  Full  justice,  in  the  light  of  our  pres- 
ent knowledge,  cannot  be  done  in  the  treatment  of  uterine  disease  by 
anv  other  instrument  than  this  perineal  retnictor,  or  some  other  based 
on  the  same  principle,  and,  like  it,  capable  of  exposing  the  whole 
vajrina.'' 

'*  In  a  single  generation  the  use  of  this  instrument  has  advanced 
the   knowledge  and  treatment  of  the  diseases  and  especially  the  in- 
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t levelatiMh  nelf-reuJnltig s|K<oiiliim. 


juries  of  women,  fnnu  profound  ignorance,  to  a  front  rank,  if,  indeed, 
not  beyond  that  of  any  other  branch  of  surgery." 
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Cleveland's  «eir*rotainiiiK  tpeculum  In  place. 


The   Self-retaining    Sims'    Speculum.     Modifications   of  Sims* 
eulum   to   make   it  self-retaining  liave  been  devised  by  Emmet, 
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Clevclaiul,  antl  others.  Tlicy  are  all  inferior  to  the  original  Sims' 
iii8trLit)iei]t,  but  siijwrior  to  any  one  of  the  multiform  oylindrioal  and 
bivalve  iiistnmtcuts. 

Clc\*elaiKrs  speeuluni  is  one  of  the  l>est  examples  of  its  kind.  As 
shown  ill  Figure  .*>0,  it  is  liehi  in  place  by  a  strap  attached  to  the  outer 
hlaJe,  by  a  slot  at  the  inner  eiul,  and  liy  tlie  metal  hand  hetweeu  the 
blades.  The  fitraji  passes  up  over  the  e(»eeyx  and  sacrum  to  join  a  \w\i 
huekled  around  the  waist.  Traction  by  the  strap  on  the  speculum 
retracts  the  perineum.  The  blade  has  a  flange  for  holding  up  the  m 
right  buttfick  and  labium.  H 

The  Left  Laffro-jn-ove  Position.     In  order  to  appreciate  the  action 
of  Sims'  speculum  it  becomes  necessary  to  study  the  effect  of  Siniji* 

FlOCBE  SL 


latero-prone   position   upon   tlie  |>elvic  organs.     Like  tlie  knee-chest 
]wsition,  of  which  it  is  a  uiodifieation,  it  causes  the  vagina  tr»  HI!  with 


Incorrect  repreaentalion  nf  films'  left  Ifltern-pnino  pnsltlrtn-* 
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C'orre«t  lttlen>prone  position.* 


air,  and  the  anterior  and  jwsterior  vaginal  walls — or,  to  speak  more 

1  After  T-f'bJoiifl,     Frnm  Thomas  uutl  Mumlt-,  I'lsiiue*  of  Women. 
«  From  Hoguruiid  Knltt-iibacli,  Operative  Oynikolo<fie. 
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ciimprehensively,  the  puhic  and  sucnil  segments  of  the  pelvic  floor — 
lo  separate.  The  8jK","jli5rii  then  i'x:t|y:gc'rates  tUe  effect  of  this  posi- 
tioji  by  hooking  or  ilniwidjj;  hiiek  ihe  periiieuin,  which  expuses  alinust 
the  t'litirt^  surface  of  the  widely  opened  vagina,  and  causes  the  cervix 
to  be  dniwu  somewhat  toward  the  vulva. 

Two  reqiiirementj?  are  essential  to  the  successful  use  of  Siraij'  spec- 
ill  uni  ^-correct  position  of  the  patient  and  pro|ier  lioldini:;  of  the  in- 
strument. The  patient  is  to  he  ])hieed  on  the  left  side,  the  hips  beinff 
over  the  left-hand  eorner  of  that  end  o(  the  tal>le  which  is  toward 
the  operator  ;  tlie  knees  are  to  he  ft  raw  n  up  toward  the  abdomen,  and 
the  rijght  thi^h  flexed  slitrhtly  more  than  the  left.  The  i)atient's  left 
arm  rests  behind  her  on  the  table.  This  permits  the  right  shoulder 
to  be  thrown  forward  and  depressed  toward  tlie  right  side  of  the 
table,  so  that  the  jwsition  beeomes  latero-prone, — that  is,  lateral  and 
slightly  prone  at  the  hips,  and  almost  wholly  prone  at  the  shoulders. 
The  left  side  of  the  head  rests  upon  the  table,  the  face  looking  to  the 
right.  The  right  arm  hangs  over  the  right  side  of  the  table,  and  the 
long  axis  of  the  trunk  extends  obliquely  across  the  table  from  left  to 
right.' 

FiGURS  SSb 
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BiUent  in  Sima'  left  latoro-pmno  pas-ition  and  prntticted  by  towels.    Ueady  for  introducUoQ 

of  Sims"  speculum.1 

The  steps  of  an  examination  with  Sims'  speeuluin  arc  these  : 

1.  Place  the  patient,  the  waist  chithing  being  h»ose,  in  Sims'  left 
latero-prone  position,  ttu-  head,  not  the  sliouldcrs,  supported  by  a  very 
thin  pillow, 

2.  Protect  the  buttot^ks  with  the  towels,  Figure  33. 

3.  }M  till'  nurse  lift  up  the  riglit  labium,  Figure  34. 

4.  IntriMluce  one  blade  nf  thf  speculum  and  place  the  other  in  the 
nnrse's  hand. 

5.  With  the  depressor  in  the  right  hand,  push  the  anterior  vaginal 
wall  forward  until  the  cervix  comes  into  full  view. 

'  E.  r.  imdley,  In  Amerlrnn  System  of  Gynecology, 
•  After  Diivenport,  Disfiuii^s  uf  Women. 
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ments  of  the  case.  It  is  a  favorite  instrument  with  German  surgeons. 
It  differs  from  Sinus'  chieHy  in  the  iiianiicM'  oi'  its  use,  wliieh  requires 
the  |>atient  to  be  in  tht'  iJorsil  jmsiLiou,  uiul  tlie  thi^jlis  to  he  fh^xod 
ill  the  liiliutoiiiy  jwisitJou.  An  nhJL'etiun  tt>  tliis  iiiistniiiieiit  is  that 
during  the  use  of  it  the  vesiooviiginul  wtills  nrv  liable  to  fall  toward 
the  .s|>fenliini,  and  the  lateral  walli*  to  Hvll  tog:ether  in  .such  u  way  as 
to  oh**«'ure  the  field  <tf  opt'iiitioii.  To  obviate  this  difficulty  one  usi'S  a 
stnaller  thoyM;h  similar  rctr.utor  wliieli  acts  in  the  opposite  diifftion, 
like  the  anterior  iilndp  of  the  hivalvi-  sjM'ciduni.  Lateral  depr«.'ss«ir.s 
also  are  often  retpiired  on  either  side.     AU  of  thewe  are  more  or  less 
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Simou's  •pcPulK :  lilurlc;;  <<{  Tftrioua  ilset  «nd  shapes. 

'"  'hp  n|)enitor's  way.     The   introduction   of  the  sound,  enrette,  or 

•|mep  instruments  to  the  interior  of  the  litems  is  more  diffieult  in  the 

•''Jf^l  than  in  the  Sims  position  ;   and  if  the  or^ati  be  nnteverted  or 

'"'Mexed,  the  instrument  is  especially  liable  to  be  arrested  at  pome 

r^"n|  on  the  posterior  wall  of  the  cervix  or  at  the  internal  its,  an<I 

i^'i"ii.*(>  to  pjiss  further.     Simon's   sj»eculnm    is   less  easily  hehl,  and 

J^'^^iiipeii  more  assistants,  more  attuchments  and  depressors^  than  Sims'; 

•f  pvej^  ie«s  lij^ht  and  s]irtee,  and  fur  ^reneral  diagnostic  and  sui^icaj 

^,  therefore,  should   .seldom    have   the   preference   over   the   Sims* 

injftrument.     For   vaginal  hysterectomy  and  many  other  operations 

ifivojvinj;  vaijina!  section  tlie  Sitn<»n   instrnnient  is  preferable. 

The  Probe  and  Sound  have  ah'eady  been  mentioned  in  connection 
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with  fimjoinrd  palpatiini  as  a  niean.s  of  tliognosis  in  tumors.  In  some 
ca.*cs  thft  soiiinl,aml  ospeeially  ttio  prahc,  miiybe'  ililfi<'iilt  or  im|:HJ!?sible 
to  pass  in  the  dcirsat  position,  but  may  lie  readily  passef]  with  the  aid 
of  Sims'  speeuhrrn  in  the  hiteraJ  position. 

To  pass  the  pmbe  or  sound  in  tlie  »h>rsal  pisition  without  ii  s|KHni- 
him,  first  introduce  tlie  left  index-linger  to  the  os  externum,  then,  on 
the  linger  as  n  gditle,  intriMhiee  the  instrument  into  the  os  and  let  it 
tintl  its  own  way,  jiidicionsly  aided  by  slight  foree,  to  th(^  fundus. 


Fi'jvnr  37. 


Kr»>mi»l's  line  ailver-wire  probe,  reduced  aiitc. 


-««4D8I1I|||P 


To  pass  tlie  sound  or  probe  through  Sims'  Kjx'culuin  first  l>ring  the 
cervix  into  view,  seize  it  with   a   uterine   tenaenhmi  or  with  a  small 
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SiropAon'a  uterine  aound,  t«dueed  slae. 


vtilgellum  foreeps,  gently  draw  it  towai'd  the  vidva,  and  pass  the  in- 
fitniment,  bending  it  before  iutrmlnction  to  eouform,  as  nearly  as  the 
Burgeon  can  judge,  to  the  direetion  of  the  eanal.  The  forward  trac- 
tion of  the  utcnis  greatly  facilitates  the  passage — in  fact,  is  sometimes 
essential. 
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Bottodi  of  81mp«on  and  81ms  compared;  lecUoiu  of  fuu  nitc. 


Danfjern  of  ihe  Sound  and  Probe,  Nuraerons  eiiscs  of  grave  infec- 
tion following  the  use  of  these  instruments  have  given  rise  to  an 
impresBion  that  they  are  dangemu.s.  The  risk,  however,  is  practieallv 
nothing  if  complete  asepsis  is  mnintuined.  Even  a  clean  instrument 
may  carry  infection  from  the  vagina  or  vulva ;  hence  the  necessity  of 


J 


thoroQgli  asepsis  of  tbese  parts.     The  sound  without  asepsis  is  more 
objectionable  than  tlie  probe,  for  it  is  not  only  C'qually  liable  to  lui  the 


Flu  I' lit.  4«i. 


Fii»t  Blei>:   piiwitiik'  sound;   |>ulii;at  in  d(jr},a|  i><i.>itlr»ii  \vilh<)Ut  ^^^•ouJuln  :   putnl  of  suutid  is 


carrier  of  sepsis,  but  is  more  liable  to  wouud  the  .sensitive  mchtinet- 
rium,  and  thereby  open  the  door  to  raicrobic  invasion.     Tin*  passage 


FjetMiE  41. 


S^rorrt  iU'p-  f)«s*lTnrtfihn<l :  piitient  iMilnntitl  jioMiinii  \v  uiiniit  spetiilum.    As  Mouiid  pnssfH  frum 
fiacxlcrouiii  to  fumliLs  index-niigor  is  lauvfd  frum  us  extL-mum  to  po<>terl&r  vaginal  fornix. 

of  the   fine   probe  is  usually  jwiinless.      The  sound   in  a  sensitive^ 
ionamed  uterus  may  l>e  intolcrablo. 
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The  diagnostic  value  of  the  sound  and  probe  is  wimetimes  very 

prcnt.  On<^  mny,  for  exampk',  be  iinnhle  to  lr»catr  the  utcnis  except 
by  tilt'  diret'tioii  which  the  smuul  takes.  Tlic  tdrtiiosily  uf  ih(->  canal, 
mort^over,  may  at  once  show  the  rt'latioiis  of  a  inyonia  to  the  uterus. 
Again,  the  lencrth  of  the  canal  in  a  niyoinatous  nterns  is  increased, 
but  not  muterially  increased,  by  the  presence  of  rtvarian  an<l  other 
extra-uterine  tumors.  The  cajse,  however,  is  rather  exceptional  in 
whieh  the  prmnd  or  prol>e  is  a  neee!*sary  mean?  of  diajjiiOisi.^.  The 
more  experience  one  has,  the  more  educated  one's  Uiiicli,  the  less  one 
will  need  to  nae  these  instnnnents  for  diai,riict.stic  purposes. 

Uterine  Dilatation  may  be  acconipltslied  in  the  following  ways: 

1.  By  pjraduated  bougies,  or  sounds,  after  the  method  f>f  dilutation 
of  the  male  urethra. 

2.  By  instruments  of  diverging  blades  constructed  on  the  principle 
of  the  trlove-streteher. 

3.  By  water  di  la  tot's. 

4.  By  tents. 

Dilatation  h  more  frequently  pequiro<i  for  thera|xnitic  than  for 
diagnostic  purposes.  Tlie  (tbjeet  oi'  diaf^nostic  dilatation  is  to  opc-n 
tlic  cudomctriuni  in  order  that  by  means  of  the  curette  a  sjx'cimeii 
may  lie  removed  for  mirroseopicul  examinalifui,  or  in  order  that  the 
linger  uiuy  he  used  fttr  intra-uterine  digital  t(Hieh.  The  techiii(pif  is 
the  same  for  (liajurnostic  as  for  tlieraiM-utic  tlihitation.  Sm-,  therefore, 
a  descnption  of  the  latter  i)i  Chapter  V.,  on  A[inor  Operulituis. 

Diagnostic  Curettagre.  Ttie  object  of  dia;rnostie  curettage  is  to 
rtMmive  entuigJi  diseased  tissue  for  mieroscopieal  or  other  examination. 
If  the  eiiretie  is  small,  and  the  os  is  patulous,  eurt*ttage  is  stmietinies 
|X)ssible  without  aujesthesia  or  previous  dilatation.  Usually,  hitwever, 
the  priix*edure  rcipiifes  both.  Mieroscoptetd  examination  nf  the 
scrapiuj^s  is  frequently  the  only  means  of  difl'erentiatiou  between 
hemorrliagic  enaornetritis,  the  remains  of  abortion,  post-abortiim 
endometritis,  carcinoma,  and  sjireonia.  The  technique  (if  curettntre 
is  described  in  Chapter  V. 

Tbe  Exploratoi-y  Needle  and  Aspirator  have  the  witne  diagnostic 
and  therapeutic  signiticance  in  gynecology  as  in  i>ther  departments  of 
surgery — i.  e.,  the  removal  of  fluid.  'Hie  e< intents,  for  example,  of  a 
.sactosalpinx,  a  renal  cyst,  a  pelvic  abscess,  or  an  ovarian  cyst  may  be 
removed  for  visual,  cheniicid,  or  niicntscopical  examination. 

The  uses  of  the  stethoscope  and  microscope  will,  as  the  occasion 
requires,  be  mentione<l  in  the  dijjgnosis  of  s|jecial  diseases. 


Examination  of  the  Anus  and  Rectum. 

Rectal  touch  and  eversinn  of  the  anus  by  means  oi'  the  finger  in 
the  vagina  have  already  Ln'cn  noticed  in  the  earlier  pages  of  this 
chapter.  Numerous  specula  have  been  devised  for  inspection  of  the 
interior  of  the  rectum.  For  examination  of  the  lower  part  of  the 
rectum,  Sims'  b|x'culum  is  immeasurably  superior  to  all  others.  It 
is  lined  for  this  [jurpose  the  ,s;Hue  as  lor  vaginal  examination — i,  r., 
M'itli  the  ]mtieut  in  the  lel't  latero-{irone  [Rtsitiuu. 
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The  Proctoscope  and  Sigmoidoscope,     The  frequent  association 

■  or  cunfusiou  of  rectal  diseiirtf  with  thv  iW^vusva  of  \v(irnen  may  render 

^leoesfcary  the  ins]>ectioii  of  the   upper  part  of  the  reetutu  ;  for  this 

purpt)6e  Kelly  uses  a  tubulur  speculum,  called  a  proctoscope,  about  1 


FjijiuRt  4::. 


TRUAV     SRECN£&  < 


Ptoctosoope  S  inebea  long  and  1  Inch  -wide.    Tho  gl^^'moidoscopv  is  the  same  except  In 
fclcn«th.  which  is  H  inches.    The  instrument  is  pTovidvd  with  an  obtunitor ;  it  is  In  nearly  all 
specU  citctpt  size  identiral  with  the  cystmcopo  ahown  In  Figure  51. 

inch  ill  diameter  and  8  inches  long.  For  gtill  higher  exatninations 
he  nscs  the  sigmoidoscope  of  the  same  diameter,  hnt  14  inrhes  hmg. 
The  patient  i.s  examiiml  in  the  kriee-hivast  pnsition,  the  satiu*  position 
■  flki  is  usod  in  cyftstos^cupy,  Figure^  TiT,  and  thr  lij^ht  is  thrown  in  by  a 
head-mirror.  Examination  through  these  instn mien t^  is  most  sjatis- 
fectory. 

Examination  of  the  Urinary  Organs. 

The  means  of  examination  arc  these  ; 

1.  Urinalysis, 

2.  Palpation  and  pcrenssiou. 

3.  Cystosctjpy  and  uruteml  explomtion  and  mtlieteri^atiou. 

4.  iSegregation  of  nrine. 


1.  Urinalysis. 

The    .study    of   the    urine    involves,  first,  chemical    examination; 
Lseeond,  raicroscopical  examination, 

Pjoi'Rl?  43. 


Crethfal  dUAtor.    Uudt;rscorcd  nuuic-rulH  iudicutu  dluuKitcrsi  in  luillimetras. 
FloojiK  H. 


Gum  nrotcml  catheter ;  8S  to  SO  cm.  long. 

The  ehcmical  examination  will  show  changes  in   the  propu'tion  or 


GENERAL  PRiyCTPLES. 

i|imli»y  of  s«ili<ls,  \um\  \\\\\  .sugg;eHt  tlic  jH>ssible  rt'liitJon  *if  these 
clijiii^ort  to  jMitliologioal  comlition.s  and  fuDctiouiil  disurclei's.  For 
f'xample,  dccrcjtse  in  urea  may  sig:nify  iicptiritir?.  Abundance  of  uric 
aciil  would  indicate  that  more  exercise  and  less  nitrojijenous  food 
HluHdil  bo  {nk<-u.  Excessive  acidity  would  aecannt  for  trritatittn  of 
llir  Jphutder  ;ind  frequent  urination.  The  niicroscopir^d  examination 
iiiuy  |>rovr  and  locate  the  existence  of  disease  in  either  the  kidney^ 
ureter,  or  bladder. 

2.  Palpation  and  Percussion. 

I'alimtioii  and  pcrcu.ssion  over  the  hypoj^rastrium  may  give  strong 
evidence  of  <listciition  of  the  bhidder ;  further  evidence  woidd  be  the 
bnljriny^  of  the  interior  vafi;inal  wall  toward  the  vulva,  and  con.stant 
driliblinp;  fd'  urine.  The  evacuiUiun  of  a  large  quantity  of  urine 
ihrttu^li  <)i<*  ri»tlie(A?r  woukl  be  proof. 

fkm..^  PlUVHB  46. 


Xvftcuator.    Uaed  for  wtthdrawlDK  residuiil  urine. 


FinrKK  46. 


aelf-rciAlnlng  ureteral  catheter. 


gy^^^  «ilh  conjoinetl  examination  may  show  a  tumor  in  the 
wWjZ9r^?ytfittil  WHi  nrlal   touch  may  also  jjive  much  iidbrmation 


W  tirHhni,  bhidder, 


nd   ureter.     Vaginal   touch  will  en- 
v^taM^  ,if  pcn!*itivencss  in   the   urctlira  and  neck  of  the 
^   WdZT  Anterior  wall  of  the  vagina   to  either  side  of  the 
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FIOUKE  47. 


FieUBI  48. 


\ 


FiGORR  60 


{ 


Figure  47v— Ureteral  searcher. 

Fi^re  48.— Ureteral  catheter.    Without  handles,  for  direct  onthi'ti-rization 
tbrouffh  speculum. 

FiKurv  49.— Delicate  mouge-t^Mithod  f<)r<-i-|>s. 

Fiinire  SO.— Ureteral  catheter  with  haiMlle,  plufr.  and  chain. 
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nu'dian  Hue  the  uivtvr  mav  often  hr  fell  as  it  jTUsses  in  a  posterior  ,' 
ami  liittTul  (linclion  on  cinier  !?i<le  uf  tlie  cervix  towanl  xhv  kiilnoy. 
h  is  uonoallv  ;i  Jlatl4'iic'(l,  ror<l-Iiki%  >-^nlt,  yi<l(liii|^  ban<l.  Patlirtlo^i- 
ral  clinnir*"^  i\i'Un\  make  it  easier  lo  nro^nize  as  a  hard,  roiirui,  larger, 
ruort'  ri'^islinn;  f'(tr<l.  A  hoiigie  intifulimMl  tliroiiijh  the  iireihra  into 
the  ureter  laeilitali's  (he  |ml|nitioii.  'IViideriiess  ulim^  the  line  of  the 
ureter  iinlieat<.>s  inftanituatiou  ;  tliis  inHaiDiiiatioo  n\'  the  ureter,  when 
iiniv(ro4^tnzi'(l^  oCteti  leads  to  disiipiuiinlnieiit  in  the  (reatnieiit  of  e>>*- 
titis. 

The  iiiteritir  of  tlie  Iiladder  may  Ik"  palpated  hv  tlie  8ouiid  or  by 
the  liiigH'r.     The  sotintl  enabli's  one  to  jnd^o  of  the  presenee  or  ah- 

HeiM f  11  .s|jone  or  a   tntimr.       Vesical   heniorrhajuM"    following  thi^ 

inlrtMhiotioii  of  the  .sound  iiidieftle.s  the  possible  {jrescnee  of  inflam- 
innlinn  or  of  a  tuitjor,  Palmtion  by  the  linger  through  a  dilat<'d 
ure^thni  if*  to  be  eoudenined,  Inr  two  reasons  :  firsts  it  jjives  no  intor- 
nidlioM  whirli  canijot  be  brttir  obtained  by  Hnaiis  oi'  tlie  cystoseujH"  ; 
Keeund,  |M'i'nkanetit  iniiii'aljte  ineoiitiiieiH-e  iif  urini'  from  injiirv  to  the 
iirelhni  ineiirK  in  idiiHit  iJ  jK-r  eent.  of  the  ca!*es.  Digital  exploration, 
if  made  at  all,  shonhl  Ih'  made  through  an  artifieial  vesieo-vn^inal 
fiHlula,  oiM'ned  ibr  the  jnirpose.     See  Cystotomy  for  CystitiB. 

IiiHpootion.  The  [ucsenee  or  absenee  of  eystoeele,  nrethrorele, 
jH'tiliip^ie  of  tlie  urelhra^  iittlaiiuiiatioii,  and  new  growths  alhiut  lln* 
lueahiM  may  be  reeo^rnj/rd  by  direef  visual  exanjination.  See  Intlam- 
luntiou  of  Skene's  (Jlands,  under  Vulvo-vaginitis. 

3.  OyntoBoopy  and  Ureteral  Exploration  and  Catheterization. 

Thi't'n  uh'  two  ehisses  oi*  eystoseopes  :   tliey  are 

Tlio  eviintlrieal  eystosi^opi' ;  | 

The  4'l<'elrieal  eyf^toseope. 

1"hi«  iJylindrioal  Cystoscope.     Nnmerons  instruments  have  been 

deviled  lor  thi'  iiiv]H  elJoji  of  the  interior  of  the  bbnlder.     It  is  the 

gii'iO  merit  of  l)r.  Ilouanl  Kelly  to  Iiave  popularized  and  prfeeted 

all   elfeetiM'  and   ^alislactory  means  of  intravesical   inspeetion.      The 

followluK  if*  «ni  adapnilitjn  fr(»m  the  flt's<Tiption  given  by  l)r,  Kelly  :' 

Che  eHwnitinI  fentures  of  the  niethiHl  are  : 

I,   Almo-phei-ie  dilatation  of  the  bladder  induced  by  posture. 

}|,    luhoduetion  of  iihimple  stnii^dit  sjieeuhna  without  fenestrum. 

i1,   l'!,\iuuiiialtou  of  the  interior  of  the  bladder  and  urethra  by 

n-lleedd  li|:bt. 

The  lnnfru|ueut«  r<Mp)ired  are: 

1,  A  H'""'  '•>{'*'  ""''  "  '""^  mirror. 

U,  A  urethral  dilator,  Figure  43. 

I),  A  Nt'hieal  -iM-eidiHn  witl»  an  obturator,  Fipfures  51,  52,  and  54. 

4,  A  Hueliou  ap[>anilus  lo  iiripty  the  bladder,  Figure  45. 

fl,  A  loi»K  laou^e  t«Mtlb  forri'p^,  Figure  49. 

(1,  A  weiireiier  Ibr  di.Mov«'nng  the  meteral  orilice,  Figure  47. 

7.  Two  linMend  b<mgies. 

M  Tuii  tiretrnd  rulhetei*?». 

iiiklx  iiinailir mill  t'rvilim.  Johtu  UopUna UoiptUl Balletln, November, 


%MIW<I<  «ll 


iitMt  <>r  iiiiali-lrtrk,  JMiiiinrx.  inn. 
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No.  16  cystoACope.    Actual  hIm. 

line.     This  may  be  applied  within  the  meatus  on  u  iiteriue  appli- 
'  wound  witli  cotton,     in  ctisen  re<ii)irin|T  more  tlilatatian  and  in 
very  uervoua  cases,  genend  anaesthesia,  es]>ecially  in  the  first  (ixaniina- 
MBPt  may  he  necessary. 


Ho.  10  cyit4MC'>pe.    Artual  slje. 


A  full  set  of  pporiila  oomprisos  various  sizes  rsmgin^  in  dianietor 
from  5  mm.  to  20  mra. — nnr-fifth  to  thrcp-quarterw  nf  an  inch.  The 
latter,  iieveiiilinfr  to  Simoii,  U  thv  outside  liiutt  of  safe  dilatation.  For 
8onu-'  urt'thiiis  it  is  <I<tii[tll»«s  Im yoml  (he  limit. 

The  jn)sit«on  of  Uw  iKilietit  i.s  the  ehief  e«i«*»tiul.  It  may  be  the 
dorsiil  or  tin  kneo-breii»t  ptwition.     FiguivH  55  and  67. 


J 


For  examiDiitioa  in  tiro  dorsal  position  tl»o  hips  of  the  patient 
must  !>e  elevated  about  twelve  ieielies  above  the  plane  i>f'  ibe  table. 
Thi-  »f|*eculum  junv  beinf^:  intr(Hlnee<I  llirong-li  the  urctlira,  the  air 
rushes  iu  and  balkxiiis  ilie  Itljulder,  The  residual  urine  must  be  re- 
tuov<Hl  by  means  of  the  suetitm  apjKiratus,  Tlie  entire  interior  of  the 
hhidder  may  tlieti  be  cxainiiK-d  by  Itvfbt  reflected  from  a  head  mirror. 
The  examination  is  best  inadi-  in  n  dark  ntoni  by  artijicial  light.  The 
Argand  burner  or  eleetrie  liijht  is  most  ,st»rvieeai,)le. 

The  extent  of  surface  seen  at  one  time  will  di'jM^nd  upon  ihe  dis- 
tance n{  the  eye  from  the  eystoscope,  ns  well  as  upon  the  <liiuneter  of 
the  instrument  and  its  nearness  to  the  field  of  vision.  By  sweeping 
the  eystoscope  from  side  to  side,  mj>  and  down  and  around,  all  parts 

PiGUBS  M. 


Hand  hoMtnff  cyiitoeoopc  In  act  n.f  Ifitrn^luctloo.' 

may  be  rapitlly  and  successively  brought  to  view.  One  may  observe 
and  identify  a  wide  variety  of  pat]»oh»i;ieal  ervnditions,  sueh  as  neo- 
pht-^nis,  iuflainniatiou,  uteenition,  se^irs,  dilated  vessels,  discoloration, 
and  ft»reigu  bodies.  The  most  signifieant  points  for  observation  are 
tlje  trigone  and  the  oi>euiugs  of  the  urt*ters. 

Toexpt>se  the  trigone,  withdraw  the  speculum  until  the  mucous 
membrane  of  the  inner  extremity  of  the  urethra  begins  to  close  over 
it;  tJjen  advance  it  and  slightly  depress  the  outer  end.     The  mucosa 

»  Kellr.    Dl«c»e»  o(  the  Ketuale  llladdor  and  Irelbra.    Twentieth  Century  Praclli-p. 
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at  this  point  is  usiially  of  a  dark-piiik  rol«ir;  in  contrast  to  the  lijj^hter) 
glistening  a|>[H>aranf€'  of  ttm  snrr(Miniiiit«j:  f^urtaccs. 

To  cxi>o.sr  the-  ureters,  let  tiie  end  ot"  the  K[)eeuhiin  jirojoet  into  the 
bladder  one  eentiinetre,  with  its  handle  raiswl.  The  inter-urctcric 
ligament  may  n<nv  in  some  eases  liu  seen  hy  its  slii^htly  raise*!  trans- 
verse ftdd  or  by  its  distinet  dilfertMiee  in  enlor,  A  nreleral  orifice 
should  now  be  seen  hy  turning  the  sjM^ouhim  ahiint  thirty  deofrees  to  ^ 
either  side.  By  continuous  watching,  little  jets  of  urine  will  be  seen  ■ 
t<J  spurt  from  the  ureteral  npenini:  at  intervals  of  about  a  minute. 
The  appearanee  about  ihe  ureteral  o]x'nini::  is  variable.  It  may  only 
he  recognized  by  the  ]>eniMlie  spurts  of  in^ne.  It  may  be  seen  with 
the  greatest  ditiieulty  only  as  a  line  slit  in  the  luueosa.  The  t^peuiug 
may  be  in  a  slight  depression — a  pit  or  dim|)le.     In  some  inflamma-. 


PiCUBX  55. 
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Dnrsnl  position.    Elevated  pelvis. ' 

tory  eases  the  opening  may  be  through  an  eminence  of  soft  granular 
tissue  or  through  the  apparently  everted  uretenil  mucosa.  If  the  ure- 
teral oriHre  is  in  view,  the  searchrr  will  reailily  pass  an  inch  or  more 
into  the  duet.  The  ureteral  catiieter  on  one  or  both  sides  may  now 
be  introduced,  and  the  urine  taken  directly  as  it  flows  from  the  kid- 
neys. This  may  insure  imerrsng  tliagnosis  of  the  condition  of  cither 
kidney.  If  the  (picstion  of  the  removal  of  one  kidney  is  under  con- 
sideration, it  is  clearly  of  the  greatest  advantage  to  know  the  exact 
or  a|»i)roximate  condition  of  the  other. 

»  KeUy.    nisfKses  uf  tli«  F«miilc  BUnlder  *ttd  LTretJira.    Twentieth  Ceutury  Practic«. 
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The  iK'ginner  will  often  have  ^reat  difficulty  in  fitifling  the  ureter. 
Even  tlu'  cxporit'MctMl  stirfrt'on  nfton  Hiils.  The  ilifficultj',  however, 
al\vay.s  deerca^s  witli  intelli<rf*rit  praetice, 

Ezammation  in  the  Knee-breast  Position.  In  many  eases, 
e55|M:*cifllly  of  stont  women,  in  whit-li  the  Uhtddcr  <1ncs  rcjt  reutlilv 
balloon  with  air  in  the  dorsa!  position,  it  will  do  so  in  tlie  knee-breast 
pitsition.  Fig^ure  57  shows  t!ie  ordinary  kiiee-hreast  iMi>iti<»n.  Fifrnre 
68  shows  this  position  nuxhtipd.  This  moditieution,  with  llie  Imttneks? 
direetly  over  the  ralvi's  of  the  le^^s  or  ankks,  instead  of  vertieally 
over  the  tlii^hs,  has  la-en  finin<l  by  Kflly  tit  yi*'ld  licttcr  residts,  both 
in  diHieidt  and  in  simple  ca.see^. 

Tht*  ex:«Jiii nation   is  eondueted   on   the  same  prineiples  as  in  the 


l'i..r-!.r 


Introilucing  suari-hrr  into  IcH  urotfral  uriili  t-  ' 

flnrsal  |KW5ition.     Exaiiiination  in  this  position  requires  the  end  of  the 
iy*toscoj>e  to  be  cut  »it!'  ubhqin'ty,  iusicjid  nf  Iraiisvi-rsely, 

The  Electrical  Cystoscope.      This  is  HuiuetinHs  called  the  pan- 
»'lectro.-5<'o[>c ;   it  was  invuiiTid  by   Loiter,  of  Vienna,  and  later  im- 

f»rt»ve<l   by  Casper.     Both  of  thesi'  eystoseojvcs  earried  tlie  electric 
ight  my  into  the  Idadtler  by  means  ttf  refract iiitj  prisms  at  the  exter- 

'  Ktlly     lnB«aae8  of  ilie  Fuiuftlc  Bladder  aiiil  Uretbra.   TwiiFitiflh  Coumry  Prnctlce. 


tut\  Mid  of  (he  tnbo.  The  final  development  of  this  instnimedt  iM-^in 
with  Nll/e  in  1876.  He  plneed  the  elcctrii'iil  vacuum  li^ht  at  the 
imnff  <»xtremily  of  the  tube  in  Kueh  n  uianner  as  to  <r\yt-  tlirect 
Tit»u  antl  to  tninsmit  U)  the  eye  thronph  n  serit^*;  nf  lenses  an 
,  .tur**  nf  the  bhuhliT  fuucosa  tnanjuifietl.  In  all  (Siese  instni- 
ntcuts  the  eh>ctrie  current  is  ftiniishi-d  by  a  l>attery  from  \v!it<*h 
iti^ulntnl  coutiuctors  pass  thruugh  the  tube  to  and  from  th**  lamp. 
This  itistnmiont  is  useil  with   the  blmhler  filled  with  water  and  the 

Fir.it-RE  r>7. 


.•»i>ai  i>**»*t>^»n.       Four  <'nuditiori>  are  essential  tu  the 

;r,.|hru — ''»  mm. — ^ut!l^■irn^  to  permit  the 

I   .r  must  !»«■  huftu'ient   <o  hold   not  li'S* 

.a. 

.^^TT  ai*4  have  the  power  to  retain  tlie  inji'cjei] 
i  ,^11^  fT«i«Ain  tmn'*parrnt.  and   not   hoeome 

^    ^    %hMll  Of   QIIUMIS. 


•ct(cw.  ^ 


DfAGNOSIS. 


Advocates  of  this  njetiiml  claim  superiority  over  the  Kelly  method 
for  the  following  reasons  ; 

1.  (lonorul  or  local  jinier'tiiesia  is  less  often  necessary. 

2.  The  more  t'onvciiieiit  lithotomy  position  is  used  int^tead  of  the 
iknit-brt'ii^t  or  Trentkleithiir^;  i>o:?ition. 

It.  The  bladder  is  more  wilisfactorily  distended  by  water  than  by  air. 

4.  The  urethra  h  h-s>  widely  dilaUHl. 

5.  The  examinution  renuirea  less  time  and  less  skill,  and  requires 
llIO  Jl-N?! retail  t. 

It  i.s  evident  that  the  Nitze  cystoecope  and  the  modifieations  of  it, 
such  Hs  Casper's,  must  give   way  to  the  Kelly  instrument  when  the 

FiGUSE  58. 


Mndidfd  kmM:-brcaat  p-mitlon,  oaea  yleJdiuit  tictter  diBtenlion  of  ttladder  tlmn  with  Ihiffha 
J^fttcal.    Tlie  Btram  are  uuneccBRftry.    The  path  "       "  " 

'^iMed  by  ui  ■MlBUnt  duriuK  tbe  cxplomti< 


he  patTctit  mtty,  even  under  vlhiT,  In-  ruudiiy  lieid  and 


*pliincter  vesica?  will  not  retain  the  injected  fluid,  when  the  injected 

fluid  becomes  turbid  raid  bloody,  and  when  the  bladder  is  so  eontraeted 

lliut  it  fails  t(»  distend  suflieiently. 
Comparison  of  Cystoecopes.     Cystoscopy  and  ureteral  explora- 

tii>Q  in  women,  owing  to  tin-  shortness*  and  tlilatabihty  of  the  urethra, 
niav  lie  isatisfactorily  aecompli^hetl  by  means  of  the  simple  Kelly 
cvstost'ope  already  deseribe<l.  In  examinations  of  the  male  urethra 
tlie  prismatic  elect roscojie,  on  account  of  its  magnifying  power 
and  the  greater  tlistauce  of  the  Held  of  inspection  from  tht*  tye,  is 
iudi-spensable. 


'  KdUjr.    Di«Muo«  of  the  Fomulc  Bladder  and  rrL-Uira,    Tweiititfth  Century  Practice, 
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Value  of  Cystoscopy.  By  nioaiis  of  the  cystoscope  the  entire 
interior  iif  the  MaddtT  may  hv  Itriitififlit  into  view;  fureitrn  huflies, 
ttimor^,  and  othor  pntUotnfrli'Ml  duntg'os  may  hv  rvm^u'i/jt],  and 
i\w  ureters  and  tiie  fM-tv^-s  (if  tlir-  kicJnev  may  he  eiillielerize<l  or 
otherwi^ie  exploivd.  The  in!*trinnent  lias  often  revealed  the  presenec 
of  stones,  tumors,  and  nleers  whieli  had  entirely  cj^oaiR^d  tleteetiun  by 
the  sound.  Numerous  cases  in  whieh  cystitis  i^?  of  oidy  neeondary 
iin|>ortanee  to  otlier  asstxiiated  lesions,  sneh,  for  exam  pit',  a5  tumors, 
tnln^reuliMis  uteers,  piles,  or  lieniorrlmids  of  the  hhidder,  are  now 
dailv  oh.'^erved   by  the  eystoseojK", 

(.V:i;t«>seopv  is  of  j^reat  value  in  jvrpventini.''  fthiid  and  irioddlesome 
treatment  for  a  ekiss  of  eases  wliieli  present  the  subjei'live  symptoms 
of  evstitiji,  but  in  which  inspection  fails  to  show  any  le.sinn  whatever 
of  the  bhidder  mucosa. 

FiOITRK  59. 


mMiMinti 


HiVus'a  cysto&cupe. 


The  value  of  the  instrument  is  incalculable  when  only  limited 
areas  are  diseased,  aa,  for  example,  in  the  mild  iuflammatious  of  the 


FiQuas  00. 


hi.il.'.MiinV 


Oi^^T 


„ne     The  inalriimeiil  is  provklod  w  itli  u  guitle  for  Ihe  pwiuiago  nj  tiu-  ureteral 
v^'  cttUicter. 


iijonc  mud  in  fissure  at  the  nw.'k  of  tht-  iiladder.     Under  such  condi- 
2J^^je  opt^nitor.  Instead  of  tn-atinj!:  the  entire  vesical   mucosa   by 

Fl^OBK  6L. 


ii>  I  wii  r-)iUu'l«'i>  In  funliu't  wllh  one  another  r»'B<lv 
1  into  ihv  h\ndiiL'T. 

CMOfv  or  less  stninjr,  niay  direct  to  the  di^ased 

which  may  In-  intUeatetl. 

AiM>th4'r  instrunn'iit  of  ^reat  imjHjrtanee  is  the 

•«4kvl3*  the  urine  diiretly  and  separately  as  it 

r,r..   \\u^  bhiddt-r.     The   instrument  has   two 

d  caihcter:  fust,  uidike  that  instru- 

1  «\jM'rt  ;  .<econd,  it  d«»e.s  not  invade 
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anil  therefore  cannot  infcot  (]n'  iin-ttTs.  The  instninipnt  nmsiHts  of 
two  catheters,  their  strairrht  ]KH'tioris  beinof  iiielo.Meil  in  a  flattened 
tube,  ami  cat-li  ht'in;L!:  ^t^^parute  antl  nn>val>hj  on  its  longitudinal  axis. 
Figure  01  sh<»\\.s  tlie  tube  ^nmtnnted  tu  lit  eentituelres  and  enelusinn: 
the  two  e^itheters.  Tlieir  vesieal  eiifis  protrude  (o  tlie  riirht  and  iheir 
outer  ends  to  the  left.  The  merhanisni  is  sueh  that,  the  instrnment 
having  been  introduced  into  the  bladder,  the  two  catheters  may  be 
rotated  upon  tlieir  long  axis  t?u   that  their  curved  bhukkr-ends  will 

Fuu'RK  62. 


__^     f  with  the  ends  of  the  catheter  separated,  as  Ihey  Brpear  after  InLn.ilutii.ni  into 

the  bla<5(UT.  The  dotted  Uiies  show  the  IcVfri^hlch  raise*  Iho  liltnMor-wull  Lh-1«(.i'1i  ihe  sep- 
•riited  catljett'r*  and  lUcTfby  forms  a  watershed.  A  Ixjtllu  it  utlacltid  by  a  rubbtr  tulji'toeaeh 
catheter  to  rt'coive  ihe  uriri«. 

lie  as  indicated  in  Figure  62,  one  on  one  side  and  the  other  on  the 
other  side  of  the  trigone.  A  metallic  lever,  Figure  63,  is  intnv 
dueed  into  the  vagina  of  the  female,  or  the  rectum  in  the  male,  and 
attached   to  the  sliaft  of  the   instriuuent.     This  lever  is  indicated  in 


Piat7BK  63. 


The  watershed  Igtct  drtnched  from  the  cathetera. 

tJie  lower  part  of  Figure  62.  It  is  attached  to  the  catheter  tube 
bv  means  of  a  forked  metallic  uppliauct',  and  held  up  by  a  spiral 
spring;  the  function  of  it  is  to  elevate  that  portit»n  of  the  bladder 
which  lies  twrtween  tlie  two  sepanitccl  ends  id'  the  rotated  catheters  and 
tlHTeby  to  fonn  a  watershed.  The  urine  as  it  drtips  imi  eithei-  side 
frritii  each  urett-ral  oritice  is  nuw  H-[tara{ed  and  flows  out  through  the 
ratheter  on  the  corres)H Hiding  side  Each  ciitlieter  is  cfMitinued  l>y  a 
rubber  tube  to  a  bottle  for  lb*'  receptioa  of  urine.     The  bottles  are 
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piTtviiled  with  a  rubU'r  siicti<»ii  hiilli  ^vllil■ll  may  serve  to  create  a 
[lurtial  v:ifuuiji  ami  ilu'ivhy  to  all  met  the  urine.  Before  iistii^  the 
scgregator  one  .should  earetnlly  study  the  dirtx'tions  of  the  inventor, 
whieh  iieeonipiiny  the  in.-itniinent.^ 

The  value  oi'  this  instrument  depends  not  only  njwn  the  faet  thsit 
without  nn^tend  eatheteri/.ation  we  are  enabled  by  its  tise  to  separate 
the  nriiio  of  the  one  kiilney  from  that  of  the  other,  but  ali^o  upon  the 
fact  that  we  temporarily,  as  it  were,  eliminate  the  bladder  from  the 
urinary  trsiet.  In  eases  uf  a  diseast-d  kidney  one  may  denionstnite 
the  presence  or  absence  or  a.seertaiu  tlie  eundilion  of  the  other  kidney, 
and  thereby  avoid  the  not  unknown  po^t-mortem  embarrassment  of  M 
finding  it  either  absent  or  li^^eles.s  from  disea>se.  ■ 

It  is  necessary  to  a  correct  diagnosis  of  cy*ttitis,  for  example,  that 
we  know  what  abnormal  constituents  in  the  urine  have  their  origin 
within  the  bladder  itself.  Normal  urine  suHers  no  ehanp'  in  a  normal 
bla<l(hM-  free  IVom  mierobes  ;  hence  a  compari.>*on  of  analyr?es  of  urine, 
taken  from  the  bladder,  with  urine  taken  directly  from  each  kiilney, 
may  at  once  indicate  the  exact  Iwation  of  the  disease.  Tlierc  may 
be  present  the  snlijective  symptiims  of  cystitis — that  is,  pyuriii,  ]nain- 
fid  and  freiiiicut  urination,  and  animoniacal  urine — and  yet  the  blad<ler 
may  lie  free  from  disease. 

The  points  to  be  observed  in  urine  thus  obtained  are  the  reaction 
and  the  presetiee  or  idtseju'c  of  patlvologieal  prcKluets,  such  as  pus, 
blood,  epithelial  cells,  bacteria,  and  crystals.  The  reaction  of  the 
urine  should  Ijc  taken  at  onoe,  as  secondary  changes  sometimes  occur  J 
quite  rapidly.  If  urine  taken  direetly  from  the  kidneys  [wsscss  a 
normal  derrree  of  acidity,  while  that  from  the  bladder  Uv  alkaline,  it 
is  very  evident  that  the  p;itliol(t«;:i<'al  jirocess  prLKlueinj;  fhe  alkalinity 
must  reside  within  the  bladder.  If  urine  from  the  kidneys  hv  free 
from  patliolojL^ieal  produets,  while  that  from  the  bladder  contains  pus, 
epithelium,  or  bacteria,  the  itivolveraent  of  the  bladder  is  unques- 
timiable. 


Exploratory  Inciaion. 

When  other  means  of  diag:nosis  have  faileil,  and  it  is  necessary  to 

examine  the  jK^lvic  or  abihimtnal  orj^ns  direetly  by  touch  or  by  sight, 
the  surge<tu  will  for  that  purjiose  ojien  the  peritoneum  by  expU»ratory 
incision.  The  incisitm  is  made  either  thmugh  the  vagina — vaginal 
section,  or  tlirough  the  abtlonien — alj<lumiual  sectitai.  The  incision 
having  been  made,  the  linger  is  intrmluced,  and  the  diagnosis  made 
bv  direct  toneh.  The  section  may,  if  neeessary,  l>e  eniargerl  so  as  to 
bring  the  pelvic  sind  abdmninal  <'ontent8  into  view\  Sim])le  touch, 
h«>w«'ver,  tlirough  tiie  incision  only  large  enough  to  admit  tlu'  finger, 
is  always  safer  and  usually  gives  more  infonnation  tban  visual  exam- 
ination. All  vaginal  and  alxlimiinal  seetions  shtiuld  be  first  exphini- 
tory.  These  se<'tions  are  describtHl  in  the  chapter  on  the  Treatment 
of  Pelvic  Infiammation. 

I  Itanit     TrannacUoQ*  of  the  Chlcupj  GynfCcih^tiil  socl«iy.  Novointior.  1888;  and  Medi- 
diw;.  April.  \>m. 
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CHAPTER   IV. 

LOCAL  TREATMENT. 

The  principal  procedures  in  local  treatment  are  these : 

1.  The  hot-water  vaginal  douche. 

2.  Tamponade. 

3.  Topical  applications. 

1.  The  Hot  Vagrinal  Douche. 

The  choice  of  the  syringe,  the  frequency  of  the  douche,  the  time 
and  length  of  each  application,  the  temperature  of  the  water,  the 
proper  use  of  the  bed-pan,  the  position  of  the  patient,  and  long  per- 
sistence in  the  treatment,  are  all  essential  to  good  results. 

The  small  fountain-syringe,  in  general  use,  requires  refilling  several 
times  during  the  application  of  the  douche,  and  is  therefore  inadequate. 

Figure  64. 


Ix)r(i'8  douche  upparatus. 


The  common  bed-pan,  since  it  must  ho  frequently  emptied,  is  likewise 
unsatisfactory.  A  simple  device,  known  as  Lord's  ^  douche  appiinitns, 
is  free  from  both  of  these  defects.     See  Figure  64. 


t  Dr.  F.  11.  Lonl.  Piano,  Illinois. 
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It  consists  of  a  bucket,  A,  hirgc  enringli  to  hold  two  or  tli 
^iilLms  of  water,  sa^pondal  on  a  Inmk  alxjut  frmr  foct  nliove  a  coudi' 
oil  uliu'li  rests  t!u>  lar^t^  bi'd-paii,  B  ;  ;i  soft  riibbiT  siphiin,  ACD, 
having  at  A  a  wt'i);ht  ht'avv  t'nongh  to  rptaiu  tliat  end  of  the  si]>hon 
ill  the  bottom  of  tht-  biu'kot  A  ;  an  firdinary  soft-nibbcr  syringe-lmlb 

C ;  a  device  for  shutting  otf  the  current  botweon  C  aud  D,  an«l  a 
female  syringc-tiil>e  at  D,  Another  riibb{T  tube  is  attuclied  tu  an 
opning  in  the  bed-pan  and  leatls  to  the  Ijiieket  E. 

Directions.  The  bueket  A  is  to  be  (iUed  witli  water  of  the  pru|H*r 
tempenntnre,  die  shiit-<^tr  being  ebi>efb  Tlie  patient  is  then  to  l>e 
laced  upon  the  bed-pan  in  the  pro[H'r  position,  the  tube  1>  to  l>c 
inserted  into  the  vagina  as  lar  as  it  will  [n»ss,  the  Ijnlb  C  to  be  com- 
pressed once  or  twice,  tmd  the  shtitHitr  ojK^'ned.  The  water  will  then 
ri<iw  ihrongh  the  si]ih<»u  wStboiu  eonipression  of  the  bulb,  till  the 
vagina,  ove^rtluw  intn  the  bed-pan,  and  pass  thence  into  the  bucket  on 
the  ttoor  below.  I'timmonly  it  may  be  nifn-e  convenient  to  place 
bucket  A  upon  u  shelf  than  to  suspend  it.  The  conch  should  be  of 
tme  ijnyiel<liiig  material,  otherwise  tlie  bed-pan  will  settle  so  low  as 
to  prevent  the  diiiin  of  water  into  !>ueket  E. 

The  following  is  itesigne<l   to   inijjress   the    imjiortance  of   strict 
observance  of  detail  in  tlie  applieation  of  the  douche.     In  no  other 
ituiiier  will  its  giiml  etfeets  be  realized  : 


i  i 

1 4lMeh9  Ib  iip(tl{p4t  witti  th»  p«tlt>iit  ill 
tpr«tun\  »ii  ihax  the  injt'ctt-d  water 
I  til  tho  vagintt  and  Imthe  the  ct-rvix 
I  UmImA  retunw  along  the  tulw  of 
iMftotMlt  flow*  In. 


I m  tetpmm  il  with  tiu"  liu' 
r  In  lla  ■dminlBtniUoQ 


I 


lit 
I  to  »aft  ipatfifled  or  heeded. 


Proitcr  wfihiitl  i}f  applicatUm. 
J. 
The  douche  shoulil  invariably  be  given  with 
the  patieiit  lying  un  the  back,  with  the 
shouldere  low.  (he  kuct^s  drawn  up,  the  hlt« 
clc'VHted  OH  ft  l>ed-pnii.  an  Ihiil  the  outlet  of 
tho  vaginu  inuy  In-  above  every  other  jmrt 
of  It.  Tlieii  tlie  vaRiuft  u-il)  be  iccpt  coii- 
Unually  overiiwwiiig  while  the  douche  is  be- 
ing glvcu. 

II. 
It  should  bo  Riven  at  least  twice  evi^ry  diiy. 
iiioniini;    iiud    t<veuiDg.   and   generally    ilie 
kugtb  of  eucb  npplfcntion  should  not  be  less 
thai)  twenty  uiluuteH. 

III. 
The  tempemture  nhould  b©  a«  high  a«  tb« 
fialieiit  can  endure  without  distress.     It  mny 
be  increiuei)!  frtini  ilay  to  day,  from  luir-'  or 
100°  ID  Hi"  or  120°  Fahr. 


rv. 


|m1 


ItH  une,  In  the  ninjoHty  of  eases,  should 
continued  fur  nioutli^  ut  loimt,  and  ftometlmct^ 
for  two  or  Miretv  yean.    Pere«TeniDC«  la  of 
priitie  iiniN>nnii<-e. 

^  ^r>^*>  f>i-  the  beil  pun  may  be  made  as  folIow*i: 
.-,<  place  twu  chairs  with  space  enongli 
m-  f*-m\T  bucket  ;  ^]^r<•ad  a  nibljcr  sheet  ov4-r 
t«^  f«<J  of  Hie  sheet  may  fall  into  the  bucket 
Tbc  donche  may  tlien  be  given  with 
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the  patient  lying  across  the  bed,  the  hips  resting  over  the  edge  of  the 
licii  iiiid  one  foot  on  wioli  v\v,\\\\     Tiu*  water  will  Hnrl  its  way  along 
ilje  rublwr  tnmgli  into  Htc  hm-ket  heiow. 
Modes  of  Action.     Tlio  tloiiclie  acts  in  :i  twofold  way  : 

1.  .\j>  a  viLsoniotor  stiinulant. 

2.  As  a  cletuising-  yjjjent. 

1.  Vasomotor  Stimulant.  Einnjot,  the  strnngemt  a<lvf>r^atc  of  the 
rloiiohe.  attnlmtes  its  t;<M»d  effeets  to  the  .stitntiliitin^  influi-nce  i»r  the 
lint  watfT  on  the  vasomotor  nerves.  The  nerves  are  stiintilated,  tie 
»ay>,  by  rctlex  action,  and  tlie  dilated  eungcsk-d  vrs.sels  are  thereby 
iimiji'  to  eon  tract.  In  tliis  way  conj^estion  i.s  said  to  be  lessened, 
abiMtrption  of  morbid  products  hastened,  ami  loea!  nutrition  improved. 

2.  Cleansing  Agent.  The  vagina  in  pr'lvi<-  inHamtuation  is  a 
passage-wav,  and  to  some  extent  a  receptaelc,  lor  jiatholo^ieal  seere- 
tions.  The.se  secretions  flow  into  it  from  the  uterus,  the  Fallopian 
tnbos,  pelvic  ah.scesses,  and  from  tlu'  vaginal  mueons  nn'nihnuu'  itself, 
rnffjvs  kept  clean,  the  vagina  may  become  an  incubator  ami  a  dis- 
tributing p4>int  for  bacteria.  The  value  of  the  ilotiehe,  tlierefore,  as 
a  mmns  of  asepsis,  is  self-evident.  When  local  ilisinfcction  is  re- 
"juirwl.  tin-  hot-water  douche  may  have  in  sohition  some  antiseptic 
.*ii!)>taiice,  ^ocli  as  lystd,  carbolic  acid,  corrosive  sublimate,  boric  acid, 
salir-ylic  acid,  or  jx*roxide  of  hydrogen. 

l^e  Indications  for  the  douche,  as  suggested  in  the  foregoing  para- 
i,'^lJJh.^  are  chiefly  in  the  treatment  of  chronic  pelvic  inflammations, 
rile  power  of  heat  to  stimulate  and  cuntmct  bWdvessels  makes  the 
doiiolie  also  useful  in  the  treatiiH'Ut  %}\'  ntertiie  heenorrhage.  The  pre- 
vailing disjwisit  ion  to  extend  tlie  use  of  it  to  the  njutine  Ireatmenl  of 
all  pelvic  disorders  shf)uld  be  discouraged. 

Contra-indications  and  Dangers.  The  <lou<'lie  shuidd  not  i>e 
ijivfn  (hiring  menstruation  for  fear  of  exciting  pelvic  congestion,  nor 
uiirinu;  pregnancy  for  fear  of  setting  up  uterine  eontraetions.  In  the 
|irrxf'ruc  of  a  bleetliug  cancer  or  sarcoma  of  the  cervix  caution  \»  re- 
'I'lifi'^l  to  avoid  heiiiorrhage.  In  sonic  eases  of  jiatulous  Fallopian 
ti'lx's  the  dou<'lie  fluid  may  l)e  forced  into  the  uterus,  tluoiigh  the 
'yltf^and  into  the  jR-ritoneal  cavity,  with  most  seriiius  results. 

There  are  constantly  present  in  the  normal  vagina  great  mmibers 
^*n«ftic  acid  bacteria  whose  function  is  to  render  the  vaginal  secre- 
''I '11  acid,  and  therefore  to  make  it  an  unfit  culture-ground  for  about 
*^  I>er  cent,  of  all  pathogenic  bacteria.  The  wasliing  out  of  these 
J»"riii;il  germs  and  their  acid  secn^tion  necessarily  makes  the  vagina  a 
"'^*  <liffiruU  Inirner  for  <lisease-genns  to  piss,  and  tlierefore  o[jens  the 
''^i'v  for  infeciion  in  the  higlu-r  zones  of  the  pelvis.  The  indiscriminate 
'*>ii(iiie  iKc  of  the  douche  ia  the  normal  vagina  is  lor  this  reason  of 
questionable  propriety. 


2.  Tamponade. 

The  principal  indications  for  tamjxinade  are: 

1.  Inflammation. 

2.  Hemorrhage. 
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1.  Inflammation.     Tamponade  in  the  trcatinent  of  inflammation 
is  flesignpil,  accordin<T:  to  tht'  intlicntion  ami  manner  of  application,  to 
fulfil  one  or  more  of  throo  purjujses.     It  i»i:iiy  be  used  :  A,  as  a  means 
of  prcssnro  ;    B,  :ihi  a  veliit!le   for   the  application  of  nif«liciiuil   sub-^f 
staneeHi ;  C,   for  drainage,  ^m 

A.  The  pressure-effect  of  the  tampon  18  chiefly  useful  in  the  treat- 
ment of  displacements,  cspeciully  ilisplaccments  due  to  inJlammatory 
causes.  The  subject  wiJl  be  further  discussed  under  the  head  of 
Pelvic  Inflammations  and  Displacements. 

14.  As  a  vehicle  for  the  iutriKluction  of  metlicament«  the  vaginal 
tampon  has  Ijceomc  a  rtvutine  factor  in  jrynecology.  It  is  most  fre- 
quently used  as  a  carrier  oi'  glyeerirj.  The  nhjeet  .sought  is  to  caue© 
u  watery  disehai^e  from  the  genital  tract,  antl  thereby  to  deplete  the 
Vessels  and  overcome  congestioui,  OfMxI  results  have  often  followed 
this  treatment.  How  l!ir  they  shtiutd  be  attributed  to  the  tanipotinde, 
and  iiow  far  to  the  curative  forces  of  nature,  or  to  the  asstn'iatcd  sys- 
leniic  treatment,  it  is  often  ditficult  to  say.  If  the  tamjxm  is  left  in 
for  more  than  twenty-four  hours,  it  becomes  ott'ensivc,  and  may  be- 
come a  hotbed  of  iuiection  ;  hence,  if  used  at  all,  it  should  be  renewed 
daily.  The  tiicrapcittic  value  of  tlie  tnnipvn  luis  been  much  overesti- 
matcfl. 

C  Drainage  of  the  endometrium  for  endometritiw,  by  means  of  the 
intm-utenne  tam|K»n  ttf  ascjttic  or  antiseptic  g:iuzc,  has  Ik'i'U  with 
many  a  favorite  means  of  treatment.  iSee  chapter  on  Ti-eatmeut  of 
Kndomctritis. 

2,  Hemorrhage.  Hcinorrhage  from  the  vngina  may  often  l»e  con- 
trolled bv  means  of  a  tight  vaginal  tampon.  It  is,  however,  belter 
to  lind  the  bleeding-point  ami  secure  it  by  more  definite  eui^ical 
means. 

Uterine  hemorrhage^  whether  from  cnd<imetriti.s^  uterine  tumoiv, 
or  al>i>rtion,  may  demand  immediate  control.  The  vagitial  tnm|M»n 
is  most  commonly  used  for  this  purp>se.  It  is,  however,  a  cnmlnT- 
Home  measure,  and  in  l>ad  cases  often  fails.  Great  distention  of  tlie 
vagina  by  a  large  tampon  interferes  with  the  functions  of  tlie  bladder 
aiiil  rectimi,  and  is  a  mechanical  cause  of  disctmifort.  ^M 

lutm-itftrht*'  famftnHoie  is  the  most  practical  and  the  most  effectiv^H 
treatment  for  uterine  betutuThage.  It  shoubl  Iw  in  the  form  of  a 
continuous  strip  of  ajicptic  lU'  antiseptic  ^>u\7a-  about  two  inches  wide. 
The  cervix  having  tkccn  expo.sed  by  ii  Sims  s|H'eulum  ami  steadied  by 
a  vulsi'llum  forceps,  the  stri])  is  intrcMlu<'cd  by  means  of  a  slender 
ilressing- forceps,  sound,  orsimihir  instrument.  Tlu^  *eerfti<vns  absorbed 
by  the  tamfwiu  decompose  fiipidly,  and  iK'come  a  jirolifir  source  of 
infection  ;  hcnci,'  the  gauze  siiould  be  ivuewed  daily  or  every  two 
<lays. 

Material  for  th©  Tampon.  W  elastic  jiressure  is  rctpiired, 
lambs'  wool  is  sujK'rior  to  absorbent  cotton.  For  other  purposes 
continuous  ^trip  of  aseptic  gauze  is  prefenible  to  either. 
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3.  Topical  Applications. 

Applications  to  the  Endometrium.^Intra-iiteriiie  medication 
commonly  resiiltii  iu  fiiihire  :tnd  tlisiippointiucmt,  for  two  principal 
retL-MUis  :  fir^t,  it  often  is  u^ed  in  iirisnitublecuHt's  ;  sccoiid,  even  though 
the  oai>cs  be  suitable,  it  often  is  used  improperly. 

Efficient  intra-iiterine  medication  requires  that  the  medicinal  sul)- 
stance  lie  limught  in  contact  with  tlie  uterine  riuieosii.  Ordinarily 
the  medicament  is  c^irried  iiitu  the  endoiiietrjiun  wlien  that  cavity  is 
full  of  uterine  secretiims,  Tliese  secretions  form  a  thick  protective 
coating  over  the  mucosa.  Tlie  application  mixes  witli  and  may 
exhaust  its  virtue  in  chemical  combination  with  the  secretions,  but 
does  not  reach  the  di8e4ised  mucous  membrane.  It  frequently  wcurw 
that  the  applicator  at  varions  points  inflicts  slight  wcninds  U[iou  the 
endometrium,  and  thereby  opens  the  door  to  septic  invasion.  Pelvic 
infection  may  be  the  residt.  Tiie  treatment,  tiierefore,  unless  care- 
fully applie<l,  may  be  dangerous. 

The  preifqtii sites  to  safe  antl  eflicient  intra-ntertue  aitplications  arc  : 
first,  a  dear  indication  and  deliuite  appreciation  of  what  the  applica- 
tion \s  to  accomplish — that  is,  the  case  must  be  pro[>erly  selected  ; 
second,  preparatorj'  disinfection  of  the  vulvo-vaginal  surfaces  and 
dilatation  and  cleansing  of  tfie  endometrium ;  the  disinfection  is 
specially  essential  a-^  a  precijutiou  agidnst  infection. 

The  Proper  Selection  of  Cases  will  exclude,  at  least,  three  lai^ 
classies  of  cases  : 

A.  Those  in  which  the  increased  uterine  discharge  is  due  not  to 
local,  but  to  general  systemic  disorders,  such  as  chcdtemia,  malaria, 
diabetes,  and  gaut.  Uuder  sncli  conditions  the  remedy  slinulJ  be  not 
Itxal,  but  general,  and  the  case  should  be  referred  not  to  the  surgeon, 
but  to  the  physician.  The  disappearance  of  such  a  discliargc  during 
local  treatment  should  be  attributed  not  to  the  medillesome  applica- 
tions, but  to  the  associate<l  systemic  treatment  or  to  the  curative  force 
of  nature. 

B.  Thofte  in  which  the  parametria  and  other  circum-uterine  struct- 
ures  are  infected,  or  in  which  there  is  a  uterine  or  extra-uterine  tumtfr. 
Of  some  <»ther  anomaly  which  would  render  topical  ap{>lications  nse- 
leaa  or  dangerous.    This  class  of  aiscs  should  l)e  reterred  to  the  surgeon. 

C.  Those  in  which  the  uterine  dist^harge  is  due  to  some  non-infec- 
tious local  irritant  of  non-bacterial  origin,  such,  for  examjdc,  as  tem- 
fM>rar\-  uterine  displaeement  from  an  over-(;rowded  Ixnvel  or  an  over- 
<listen<le<l  bladder.  Wlien  ihe  local  irritation  is  removed,  the  disorder 
usually  disap|)ears. 

For  selected  cases  in  which  the  uterine  mucosa  is  the  subject  of 
uncomplicated  bacterial  infection,  or  in  which  the  C(>m plications  are 
not  such  as  to  contra-intlieatc  iutra-uterine  medication,  it  may  be  wise 
to  introduce  medicinal  substances  to  the  endometrium  ;  the  steps  of 
pn>ceduro  will  have  to  be  as  follows  : 

1.  The  preparatory  dilatation  (unless  the  uterine  cairal  is  already 
<juite  open)  and  cleansing  by  irrigation  having  been  made,  expose  the 
cervix  by  means  of  a  S|)eculiitn,  preferably  Sims\ 
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2.  Seize  the  cervix  by  means  of  a  fjmall  t*'naciiliim,  or  tenaciiluin- 
forccpp,  in  tlu'  left  Unini,  and  holil  tin.'  cervix  .stead}'. 

;i.  With  th(*  right  haiul  |»ass  the  applicator,  wound  with  cotton 
which  has  been  sjiturated  with  t!ie  rctpiired  medicjinient,  into  the 
uterine  eanal  ;  or  if  it  he  desired  to  use  intra-nterine  injections,  the 
Hiiid  to  l)e  injected  by  means  of  a  snitable  intni-uterine  syringe. 

Many  patients  will  not  tolerate  the  necessary  ditatatiiui  without 
aniesthcsia ;  hence,  iiitm-uterinc  medication  as  an  tiflicc  procedure 
ninst  he  restricted.  Within  the  limitations  above  outlined,  it  l»ecnnics 
in  many  eases  a  surgical  measure,  and  as  snch  is  no  hunger  a  potent 
cause  of  pelvic  infection.  The  general  subject  of  uterine  applications 
is  more  fully  set  forth  in  Chapter  XVII. 

It  follows  from  the  above  that  a  very  large  proportion  of  the 
women  who  were  formerly  mn< I e  tliesul*ject  ol' extensive  intm-nterine 
treatment  shoukl  iw.  treated  rather  by  medical  or  surgical  means,  or  hy 
both  eond>ined.  Many  cas<'s  of  excessive  uterine  secretion  which  do 
nut  present  wcll-ttellned  indications  for  surgical  trtatment  whould  l»e 
relegjUtnl  to  the  field  of  interna!  medicine.  The  legitimate  fiehl  for 
routine  topical  ap]dicatiims  to  the  uterus  is  liniittiL  Some  gynecol- 
ijgists  reslriet  intra-ntcrine  metlieation  almost  entirely  ttt  supplemen- 
tal treatnn'ut  after  enrcttagc,  when  a  limited  number  of  disinfecting 
irrigations  or  a[j|ilications  nuiy  he  nscfid. 

The  use  of  bougies  containing  various  medicaments,  the  introcbie- 
tion  of  iutra-nteriiu-  suppositories,  the  injetvtion  of  various  fluids  into 
the  uterus,  the  y^wK-king  of  the  endometrium  with  g:iuw,  and  other 
similar  procedures,  will,  according  to  their  value,  be  presente<l,  or 
omitted,  under  the  treatment  of  special  disorders. 
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Applications  to  the  "Vulva  or  Vagina,  inclu<ling  the  vaginal  por- 
tion of  the  uterus, are  indicated  for  thecureor  palliation  of  the  various 
inflammutory  affections  of  those  organs.  Ointments,  lotions,  douches, 
and  strong  caustics  may  be  applieil  precisely  as  they  wftuld  under 
similar  conditions  to  othc^r  parts.  Sec  Treatment  of  \'ulvo-vaginitis, 
Chapter  XI,  M 

Direct  treatment  to  the  nrethiTi,  bladih^r,  and  ureters  will   be  d\9^ 
cussed  in  Chapter  XXIV.,  on  Turiammation  aA'  the  Urinary  Organs. 

Other  ibnu!^  of  l<M-al  treatment,  such  as  si-ariiication,  leeching,  and 
clectro-thera]>putics,  will,  according  to  tlieir  merits,  be  prewnte<i  in 
connection  with  sp«.*cial  suljjects. 


CHAPTEE  V. 


MINOR  OPERATIONS. 


This  subject  involves  a  consideration  of  the  preparat-orj  treatment, 
the  operating- table,  anesthesia,  instruments,  appliances,  sutures,  liga- 
tures, dressings,  the  time  and  place  of  oiwratiun,  assistants,  operative 
leclinique,  and  after-treatraent. 
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Preparatory  Treatment. 

The  preparatioQ  for  an  o}>eratioii,  largely  a  matter  of  antiHeptics 
and  asepsis,  is  set  forth  in  Chapter  II. 

Faulty  nutrition  from  any  causes,  such  as  syphilis,  gont,  rhen- 
matisra,  nephritis,  diabetes,  and  purpura,  may  interfere  with  the  suc- 
C4'st(  of  an  operation,  and  may  therefore  call  for  systemic  and  hygienic 
treatment. 

OperatiBg-tables. 

For  vaginal  operations  the  table  should  be  approximately  forty- 
eight  inches  long,  twenty-four  inches  wide,  and  twenty-seven  inches 
I'igH.  Operations  in  private  houses  are  usually  performed  on  the 
Common  kitchen  table  or  laundry  table,  or  ujMin  the  narntw  dining- 
<abk  The  length  of  the  table  should  not  be  greater  than  that  given 
above,  for  whnn  tiie  thighs  are  flexed  and  the  patient  drawn  toward 
'lie  operator  the  liead  should  not  be  too  far  from  the  aniesthetizer, 
'^'hoHtands  at  the  end  of  the  table  opposite  the  0|>t'mtor.  While  the 
puticnt  is  being  aniesthetlzed  the  feet  and  legs  may  rest  tenipornrily 
^'J  a  clrnir  or  small  stand  at  the  foot  of  the  table.  This  is  removed 
^IwD  the  thighs  are  flexed,  just  before  the  ojieratiou  begins. 

Clover's  Crutch  is  one  of  the  best  of  numerous  devices  to  hold 
f|if:  thighs  flexed  and  the  legs  in  position  during  those  vaginal  opera- 
tions which  arc  done  with  the  patient  in  the  dorsal  position.  Such  an 
apmratiis  is  convenient,  but  nnnecesstiry.  The  knees  may  be  readily 
neld  by  two  assistants,  one  on  each  side. 

Acute  synovitis  of  the  knee-joiut  followed  by  anchylosis  has  occa- 
•onally  been  observed  to  follow  vaginat  operations.  This  was  un- 
ttplained  until  E.  H.  Webster,  of  Evanslou,  Illinois,  suggested 
that  an  assistant,  while  holding  the  thighs  in  this  flexed  position, 
might  carelessly  throw  his  weight  ujmn  the  leg,  or  lean  heavily  upon 
it,  and  thereby  flex  the  joint  Ut  a  datigi-rmis  degree. 

All  g\'iieeological  tables,  whetlier  usimI  for  examination  or  opera- 
tion, should  be  made  as  suggested  in  Cliapter  III.,  with  an  inclina- 
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tion  of  three  or  four  inches,  the  foot  of  the  table  belug  to  thut  extent 
above  the  lieuti 

Tlie  uccessorit's  to  the  oj>eratioii  tnbh-  incluclo  knee-rests,  rubber 
sheets,  and  sniaUei*  tables  for  iiistnnneiits,  dressings,  and  ligatures. 


Ans&sthesia. 


The  choice  and  mode  of  admiinstr.itioii  of  anesthetics  in  gvne- 
eolopy  ftillow  unniodilled  tlie  ^rtn-ra!   principles  nf  surgery. 

Ether  and  Chloroform.  In  the  absenoe  of  liwirt  or  kidney 
lesions  the  operator,  arrnrdiny;  to  his  }>refcreiiei-,  U  jiisfified  in 
the  choice  of  other  or  chlorolorni.  Ethir  is  preferred  genenilly 
in  cases  of  heart  tliseasc,  and  chloroform  in  cases  of  kidney 
disease. 

Local  Ansestheeia  by  Cocaine.  A  snhition  of  cocaine  injected 
hyptxierniie'ally  will  prLKlnce  local  an:c*tlii'-.ia  in  the  intiltratcd  tissues 
for  a  distance  of  about  one-half  incli  from  the  needle  puncture.  The 
1  per  ceiit.  solution  is  romin«*uly  used  ;  a  sutMeient  rpmntity  of  this 
solution  to  j^rmluee  sjitisiUctory  auiesihesia — one  to  twu  grains — has 
given  rise  repeateilly  to  alarming  de|tression  in  the  circulation  and 
respiration — so  alarming  as  to  call  f  »r  the  strenuous  use  o^  winskey, 
strychnim",  and  nitroglycerin.  The  cocaine  s«ilntions  of  Si-hleich  are 
designed  to  prcHhiee  local  antesthesia  with  less  cocaine,  and  thus  to 
minimize  the  danger;  they  are  made  in  three  strengths  as  follows. 
The  basis  of  the  solutions  is: 

I>istilh'd  water,  lOfX)  parts; 

Scxlium  chloride,  2  ^*arts  ; 

Morpliiue  hydnxrhluratc,  \  part. 

To  the  above  solution  is  jnUlcd  cocaine  hyd roehl orate : 

•j-J-j  of  1  (M'r  cent,  for  the  weaker  solution  ; 

-j^  of  1  jM^r  cent,  fir  the  medium  solution; 

i  of  1  per  cent,  fir  the  stronger  solution. 

The  meiliuru  solution  is  for  ordinary  use  ;  the  weaker  solution  is 
for  use  where  very  large  ai"eas  have  to  be  auresthetixed  for  extensive 
incisions  ;  the  stronger  «K>lution  is  for  use  in  very  sen.sitive  inflamed 
part.s. 

After  the  solution  lias  been  injected,  several  luimites  are  required 
for  surgical  auicthesia.  The  experiments  of  Schleich  show  that  the 
salt  water  lessens  the  pain  of  intiltratinn,  and  that  even  the  minute 
do8e  of  morpliine  proiotit^s   the  amrsthcsia. 

Large  quantities  nf  the  solution  may  \\t\  injected  and  extensive 
operations  be  j)erformed  mider  tlii-i  meth<Hl  of  amesthei^ia. 

Tcc/niitjut'  <if  (hntlnizdttnti  with  S'hi«'ieh'-*  solutiou  : 

L  Careful  sterilization  of  th<'  site  for  operation. 

2.   Numbing  the  hurfaee  with  etlier  spniy. 

.'5.  HypHh-rmie  injection  with  ihe  sterilizwl  solution  tmtil  a  wheal 
about  five-eight hh  inch  in  diameter  is  raiscxl, 

4,   Repeat  injections  at  the  niurgius  of  the  wheal  successively  until 
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the  esctent  of  the  ansetithosia  equals  the  extent  of  the  proposed  incision. 
After  the  first  puncture  tlitTf  is  little  or  no  pain  ;  the  aniesthesia  lasts 
about  ten  minutey. 

Central    Anaesthesia   by  Cocaine.     A   2  per   cent,  solution    of 
line  sterilizt'd  by  heating  ti>  80°  C  three  times  on  eoudecutive  days, 
if  injecteil  into  the  arachnoid  space  of  the  spinal  cord  by  means  of  a 
I  sterilized  Ly|K)dcrniie  syringe,  will  prcxluee  surgical  suia'sthesia  of  all 
tmctures  below  the  dia]>hragni.     The  dose  of  the  solution  varies, 
■cconling  to  the  weiglit  of  the  patient,  from  1.5  e.e.  to  2  e.e.     Under 
rntral  anjesthesiu  by  eoftiine  major  opcTatifvns,  inehiding  hystereetomy, 
thave  l»een   performed  sueoessfidly.     The  mcthrxl  is  said  to  be  espe- 
.  cially  applicable  to  eases  in  which  ether  and  chloroform  are  contra- 
indicated  by  cardiac,  pulmonary,  or  kidney  lesions. 
Terhniquc  of  Cenival  Anccsthexia  bif  (hcaine: 

1.  Imagine  a  line  across  the  back  frnra  the  crest  of  the  ilium^  on 
one  side  to  the  corresponding  crest  on  the  other  side. 

2.  Can^fnlly  sterilize  the  cutaneous  surfaces  in  the  region  of  the 
centre  of  this  line. 

3.  Place  the  sterilized  fort^fingcr  of  the  left  hand  on  the  ^pine  of 
the  vertebra  just  above  the  line. 

4.  Insert  the  detached  sterilized  needle  of  a  hypwlermic  syringe 
to  the  right  and  a  little  above  the  finger-tip  i  placed  as  above 
Je!jcrib<xl)  and  push  it  into  the  spinal  canal  ;  the  entrance  of  the 
needle  into  the  eaiial  Avill  be  indicated  by  the  escape  of  a  little 
spinal  fluid. 

5.  The  loaded  barrel  of  the  syringe  is  now  screwed  ta  the  needle, 
the  cocaine  solution  slowly  injected  into  the  ciinal,  the  needle  with- 
Irawn,  and  the  puncture-point  sealed  tightly  with  a  collodion-gauze 
1  reusing. 

Surgical  aniesthesia  will  follow  the  injection  in  about  twelve 
minutes,  and  ivill  last  frr^ni  one  to  three  hours. 

Central    cocainization    obviously   demands    the    most   scrupulous 
epsis    to   avoid   the   disastrous    results    of  infection    in    the   amch- 
loid  space.     The  utility  and  safety  vt'  this  method  have  yet  to  be 
'  demonstrated. 


Instruments. 

Sims'  speculum  and  Simon's  speenluin  have  already  been  described 

in  the  chapter  on  Diagnosis.     For  ojK'nitions  on  tlie  vaginal  walls, 

th  as  the  closure  of  vaginal  fistnlte,  repair  of  the  lacerated  cervix, 

vision  of  the  cervix,  <lilatation  of  the  cervix,  and  curettage,  Sims' 

ulum   is   regarded  by  all  who  have  duly  familiarized    themselves 

ririth  its  use  as  incompai-ahly  superior  lo  all  others.    See  Chapter  III. 

Simon's  sneculum,   though   for  plastic  vaginal   work    inferior  to 

Sims',  is  yet  lor  some  purposes  a  more  practical  instrument.     It  has 

one  ailvantage  over  Sims' — L  e.,  the  patient  being  in  the  dorsal  prei- 

Ltion,  on  a  Kelly  j>ad  or  rubber  sheet,  the  operation  may,  with  Simon's 

uJum,  be  done  under  coustaiit  vaginal  irrigation. 


Flat  nilBellimi  forceps  used  for  sleadylnjr  th*  cervix  Jn  oper»lI*insand  for  tnany  other  purpoHS. 
A.  Keduucd  alze.    B.  SectluD  of  full  »«e. 


They  serve  to  grasp  aud  draw  d<i\VTi  the  cervix,  tn  prasp  an  ititra- 
uterine  tumor,  and  to  steudy  the  cervix  during  the  pns«ige  of  a  suture 
or  during  curettage. 
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Scissors.  The  minor  j^vnecological  oj>erati(m9  may  be  performed 
ftther  with  the  seirtsorin  or  with  a  knife,  Ttie  choice  depends  much 
upon  the  cdiieaticm  and  lialiits  of  tlie  openitor.  The  seisHors  wiiise 
less  heniorrhagej  und  when  one  becomes  accustrmied  to  their  use  he  ean 
work  more  aecuraiely  and  more  rapidly.  Any  strong,  wi'll-made, 
slightly  curved  scissors  will  siiifiee,  l>ut  those  of  Emmet  are  especially 
nflapt<'<l  to  intra  vagi  mil,  (X'rineal,  and  vulvar  o[K>mtiotis.  Figure  68 
?lin\vs  a  pair  of  blunt-pointed  scissors,  with  straight  blades  bent  hitcr- 
ally  upon  the  shank  at  an  angle  of  thirty  degrees.     They  are  useful 

FlOVRfi  68. 


Emmet's  scissors  for  dlviiling  the  cervix.    Reduced  size, 

fur  dividing  the  cervix,  for  making  an  artificial  vesioo- vaginal  or 
urothro- vaginal  fistula,  and  for  dividing  cicatricial  bands  in  the 
vagina. 

FinuRE  69. 


Emioet'a  slIglitlT  curved  Bcluora.    Reiiuced  size. 

Emmet's  slightly-  and  f«illv-enrved  scissors  are  almost  indispens- 
able for  denuding  in  plastic  operatioDS  ;  the  slightly-curved,  Figure 

FKJunK  70. 


Emmet's  full-curved  jicijMwra.    Rcducvd  size. 


69,  are  nsed  for  perineal  and  for  ordinary  intravaginal  denudation  ; 

the  strongly-curved,  Figure  70,  are  convenient  for  denuding  a  strip 
high  up  across  the  vagina  or  cervix  uteri  in  fistula  and  cervix  ojier- 
ations.     The  9ci8S0i"s  repreBented  in  Figures  69  and  70  arc  curved 
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towanl  th«  rftrht,  and  are  intcntiotl  to  he  used  with  the  right  hand. 
Emmet  mentions  also  twtj  others,  with  curves  to  tlie  left ;  but  it  is 
scarcely  possible  to  imagine  an  op'ration  in  which  the  latter  would  be 
necessary. 

Emmet's  wire  scissors,  with  blades  pointed  and  sli|j;htly  curved  on 
tiie  flat,  are  useful  for  rcmovinpj  sutures,  and  sometimes  for  cutting 
out  ele^tricial  tissue.  The  slightly  curved  scissctrs,  Figure  69,  answer 
all  the  piirpfwes  for  which  straight  scissors  usually  are  employed. 

Spongre-holders.  Ordinary  hfcmostatic  forceps  with  long  haudleft' 
serve  the  purpose  of  sponge-holders  much  better  than  instruments; 
made  expressly  for  the  purpose. 

Uterine  Tenaculum,  rs  umerous  tissue-foreeps  have  been  devised 
for  grtisping  the  tissues  to  he  dcuurle<l  or  excised,  but  a  propt-rly^con- 
fitrueteti  tenaculum  in  the  educated  hand  is  the  most  eonveuient  and 
effective  instrument  for  this  purpose.  With  the  tenaculum  the 
o|)erator  can  pick  up  and  hold  a  smaller  amount  of  tissue,  and  can 
therefore  denude  more  sn]ierfu'inlly  than  is  pnsstl>le  with  the  tissue- 
forceps.  The  iiistruuieut^  Figure  71,  Itas  a  |)erfectly  striiight  Itrtok  a 
little  more  than  a  fpiarter  of  an  Inch  long  and  at  right  angles  to  the 
.nhaft.  It  should  lie  so  strong  and  stiff  that  considerable  fttree  may 
be  applied  in  tlie  line  of  the  instrument,  without  breaking  or  bending 
the  hook  ;  or  in  a  lateral  direction,  without  bending  the  shaft.  The 
uterine  tenaculum  is  useful  n(»t  only  in  denudation,  but  also  in  almost 
every  step  of  a  gynecttlugicul  examination  ctr  operation.  In  some 
ojKirations  as  many  as  four  of  them  may  be  required. 


I 


When  to  Operate. 


tion,  fl 


Although  it  is  a  general  rule  not  to  operate?  during  menstruation 
it  has  l>y  no  means  l>een  proven  that  operations  are  more  dangerous 
during  this  (wrimh  When  menstruatio'n  is  so  long  continued  or  so 
profuse  as  to  entlanger  life  or  health,  immediate  openition  niny  be  im- 
penitive.  The  presence  of  menstrual  fluid,  however,  is  unfavonble, 
though  not  usually  a  bar  t4i  union  by  first  intention  in  a  cervix  opcm- 
tion.  An  operation  performed  imme^liately  upijn  the  close  of  men- 
struation might  cause  it  to  reap^war ;  if  too  near  the  anticijMitcd 
period,  it  might  excite  a  premature  flow.  One  may  safely  operate 
between  the  thinl  dav  after  the  close  of  one  peritxl  autl  the  tenth 
day   hef<ire    the    anticipattnl    a])peanince    of   the    next. 

The  question  of  primary  or  secondary  operations  after  puerperal 
lacerations  has  been  nruch  discussefl.  Emmet's  openition  for  lace- 
ratitm  <jf  the  cervix,  unless  there  be  hemorrhage  from  tlic  torn  sur- 
faces, is  ordinarily  delayed  until  after  the  pucr|)erium.  Many  suc- 
cessful ca^as  of  immediate  operation,  however,  have  been  repirted. 
For  hiccnition  »tf  the  perineum,  however  extensive,  the  immediate 
operation  is  desirable,  for  two  reascms:  The  Umt  pnrtscau  be  adjusted 
*  aeeunitely  to  their  former  relations,  which  is  ahuost  impossible  in 
the  secondary  operatictn  ;  and  the  operation,  if  well  prrf<irmed,  gen- 
erally  results    in    union,  and    thereby   protects    the    jmtient   against 
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septic  infection  tlimitgh  the  torn  surfaces.  The  writt^r,  tlierefore, 
wonlil  atlvise  the  primary  oiM-nition  (if  ]Jt*rim^(>rrlKi])liy  even  an  late  as 
two  days  after  dclivorv.     Ho  lui!^  rrp^iite<lly  operated 


UQ  the  second  and  third  i!ayj>;,  and  un(!e  on  tlie  ninth, 
and,  with  wareely  an  exeeption,  the  delayefl  operation 
has  resultetl  in  .siti.sfaetury   tniion.       if,    however,    the 

Srimary  operation  has  LM.'en  delayed  for  a  number  of 
ays,  it  i-sbest,  before  intrwJuein^  the  sutiii"e.s»  to  denude 
with  the  cnrved  Si-issors  a  narrow  strip  all  around  the 
torn  surface?*,  in  order  tliat  frehh  siiriares  may  Itc  brought 
U:^ther.  A  delay  of  a  few  hours  after  hibor  insures 
greater  free<loni  fri>ni  capillary  oozing  from  the  torn 
surface!?,  which  sometimes  cR'curs  after  eluHure  of  the 
wound^  and  which  may  prevent  uni<m.  Moreover,  if 
anie^thesia  l>e  reijuired,  it  is  bi'tter  to  wait  tor  perma- 
nent retraction  of  the  uterus  ;  otherwise  the  ana?.sthetic 
may  cause  relaxation  and  conscfpieut  uterine  hemor- 
rhage. 

It  i.s  the  duty  of  the  ai'i'oucheur  at  the  close  of  the 
puerperiura  to  examine  the  uterus,  vagina,  and  peri- 
neum, and  to  repair  any  puerju'nd  hieemtion  or  injury 
before  evil  results  have  th'vejoped  from  it,  0|M^nUion3 
may  be  necessary  even  during  luftatifm.  The  child 
ghouhi  be  kejit  from  tiie  breast  only  until  the  motlier 
ha»  fully  recovered  from  the  aniesthetic. 

OperationB  duringr  Pregrnancy  should  be  restricted 
to  cases  of  imnnMliatc  and  urgent  netTssity.  Plastic 
operations,  as  a  rule,  may  be  deferred.  Tumors  con- 
nected with  the  rejiroductivc  organs,  such  as  carcinoma 
of  tiie  cervix,  ovarian  cyst,  uterine  ]K>lypi,  vaginal 
tumors,  vulvar  and  rectal  tumors,  may  Inive  to  lit-  re- 
moved. The  danger  of  al>ortiou  iVjlhm'ing  opemtions 
during  pregnan<"y  is  ehi«'fly  ir<jm  possjlite  sepsis — L  c., 
from  t*»xiemia;  even  the  titxieuiia  i'mm  diil'usibte  poisttns 
autl  drugs,  such  as  iudiue,  earltuli<^  aciil,  bichluride  of 
mercury,  and  tpiiuine,  may  induce  alwirtiou  ;  hence  the 
use  of  such  drugs  should  bi-  liuiited  atid  judicious. 

Multiple  Operations.  Wlien  several  uperatiotis  are 
oecessarv,  it  may  be  pri>|>er  to  perform  them  at  one  sit- 
ting. A  rapid  operator  may  perform  safely  dilatiition 
of  the  uterine  canab  eurettage,  traclielorrbaphy,  ely- 
trorrhaphy,  perineorrhaphy,  tuul  the  removal  of  lietnor- 
rhoids  at  one  time.  Tliis  aniomit  of  operating  at  one 
sitting  woidd  hardly  l>e  permissible  for  a  slow  ojxvnitifr 
or  a  beginner.  The  time  <*f  an  operatifni  should  usually 
be  less  than  an  hour  and  a  half  or  two  Ixnirs,  Abdom- 
inal .section  or  vaginal  section  is  sometimes  combined 
with  plastic  vaginal  work.  This  eMnibinatiun,  although 
at  times  permissible,  is  not  generally  approved. 


Figure  71. 


DleriDe  tenac.ulam. 
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Plastic  Operations. 

This  subject  comprehendij  all  operations  for  the  repair  of  lacerations 
of  the  cervix  and  ^K^riiieiiiti^  and  (►f  vnjjinal  fi^tuhp;  it  also  includes 
certain  ojionttiims  on  the  vaginal  walls  known  a^  elytrorrliaphy,  and 
numerous  (ipcrationH  on  the  urethra,  vnlva,  and  anus. 

A  clear  appreciation  of  the  causes  of  failure  will  contrihute  to 
success  in  plastic  surgery.  Two  principal  causes  of  failure  are  :  first, 
parts  which  never  uujirhi  Xky  he  united  an*  often  hnjtJght  together; 
second,  faulty  teclini<iue  may  result  in  failure  (if  union. 

One  of  the  most  eouimon  bad  restdts  of  the  repair  of  the  hicerated 
cervix  uteri  or  perineum  is  t!ic  union  of  parts  which  were  not  together 
before  the  injury,  and  cannot  be  united  without  Iiarni.  A  plastic 
ojxmition  which  results  in  union  is  conitnonly  called  successful.  If, 
however,  there  has  been  nniou  «>f  wrong;  parts,  actual  harm  may  luive 
b<»en  dune.  The  flap-splitting  operation  of  jierineorrliaphy  too  often 
jgives  thiti  result. 

Union  by  First  Intention  will  almost  always  result   from  a  cor- 

ct  o|K>ration.  True,  \n  certnin  cases  of  vaginal  fistula  in  which 
there  has  been  great  loss  of  tissue  from  sloughing,  failures  may  arise 
from  the  eiealrieial  chnnicter  of  the  parts  or  from  difKrulty  in  hokl- 
ing  the  ctlgis  together.  In  very  fat  subjects  jHTineorrhapliy,  es|>e- 
eiallv  when  the  rupture  extends  (hroiigh  the  sphincter  ani  muscle, 
mav  fail  evru  after  llie  most  skilful  opemtion.  (Vrtain  systemic 
ditfcnx's,  nnntng  thi'Ui  diabetes,  are  unfavorable  tor  union.  Generally 
the  condirmns  of  suiH-t-ss  are  within  the  control  of  the  ojieratnr. 
Thene  conditiinis  are  simplr,  hut  absolute  :  and  ihc  operator  who  has 
Il(^lect<-d  thrtn  can  neither  fairly  attribute  his  failure  to  the  <lebilitated 
gtat»  of  the  |«iliehl,  H">r  to  rlianee,  nor  to  accident.  Indew],  union 
mast  ahnost  iuvarijilily  follow  if  tlie  surtaees  tube  united  are  properly 

Cmnxl  and  k»'pt  in  ectntact  for  a  wx-ek.     The  first  condition,  asejjsis, 
l*«s»  dis<nisstHl.     The  others  will  be  presented  in  the  following 


1 
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Rtion.     The  jmtient  having  been  etherized,  phieed  in  posi- 

Ml^  tho  tield  of  ojM'rntion  exp<ised,  ttic  surfaces  to  he   united 
II  ^  ^Kniudetl.     ( 'orrtTt  denudation  is  a   prereijnisite  to  healing 

rMKlTMlkui.     Surfi»<*es  to  he  united  shouhl  be  so  denuded  that 

II  t«v<>ther  they  will  fit  accurately,  otherwise  a  jvart  of 

wrwf  ,  iwing  in  contact  with  an  unilenudwl  .surface, 

M  xmmilation    uiid  fuppurati(»n,  which   may  excessively 

.  Tipit  ^  tKo  wotiiid,  and  always  jtriHluces  (•icatri<Mal  tissue, 

l^mlliNMftblo.     TIk'  driiuded  surface  sliiMild  moreover 

dfe»  ft%yai  j^hnnls,  whit'h  might  die  and  herttme  s*turee8 

V  jvirticle  of  membnine  *ir  skin  within  the 

U»  .scrupulously  removed.     H  the  surface 

»rx^  .*uprrtieial  the  deuudation  the  better; 

v>iu-s  «lo  Ufit  readily  unite,  and  £>hould 

r»*moveih 

r   the    tfuaruhmi    and   scissors  iti 
tenueuhnn  &»  a  substitute  for  the 
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Denadatlon  with  the  teuaculura  and  scJasors.    Figare  Q9  Is  «  belter  lUustmtion  of  the  sclaaow 

here  tued. 

sutiire,  blcods  frwly,  is  prone  to  su|>purate,  and  rpqiiires  more  time 
for  healing.  The  piiuettircd  wound  iiiado  by  ttif  former  rcadilv 
shrinks  down  upon  the  suture,  is  less  liable  to  Itlefd  <»r  to  s^nppnnite, 
and,  after  the  removal  of  the  suture,  heals  more  quickly.  The  tissue, 
especially  in  the  c*rvix  uteri,  is,  liowever,  often  so  dense  as  to  neces- 
sitate the  use  of  a  needle  with  a  cnKirij,'^  od^e. 

Many  of  the  most  dexterous  o[MT.ilors  prefer  the  straight  needle 
to  the  eurve<J,  Tlic  strrtijj:ht  needle  has  two  a<l vantages:  first,  how- 
ever deejdy  it  may  be  buried  in  the  tissues,  the  position  of  its  jHiint 
can  always  be  determined  from  its  direetiou  and  length;  secondj  the 
fore*-  employed  in  its  introiluotion  being  in  the  direction  of  the 
Dcedlc,  it  may  without  any  danger  of  breaking  be  of  much  smaller 
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A.  Straight  needle  for  extcr-tial  NUturcs  tii  perineorrhaphy.  B.  Straight  and  curvrd  n(?c(lle« 
fop  ofwratiouii  uti  the  viudnnl  wnlls  and  ei'r\  Ix,  and  for  ve8lco-v«K<na>l  flctiila ;  the  upin-r  iief*llo 
under  B  is  tn:»car-rK»iiUi*<l  (vt  vtry  di*ii.<L'  tls.«ut'a.  C,  Simon's  Ktri'Uglyeurvid  nwHlk's  for  vt-mui*- 
Vkfrinal  flHtula.  Thu  n«L-dlle  murkt'ij  A  Mould  1>«  bfttcr  for  iic<.>neral  ns*.  if  madif  bomewbut 
■tiarter  and  »UgIit11>-  curved  at  the  [>olnt.  Thu  accDQd  t]tMi<U«  undur  B  is  b««t  auited  for  c«nrix 
and  f>crlueum  ujienitiuDB. 

The  siratght  needle,  in  a  word,  reqiiircs  less  force  for  its  introduc- 
tion, is  less  liable  to  brtaik,  and  makes  a  Hinaller  woniid.     Moreover, 


Emmet's  uccdleforcuLia.    TIiu  spring  bctwviMi  tht.»  Itutkdk-ii  c-uuj4e»  tht^m  to  upvQ  wlien  Uiu  grasp 
M  relaxed.    A.  Reduced  alxu.    B.  l^-ctlun  uf  fUll  tiize. 

the  simple  rotation  of  the  needle-foroeps  on  its  lon^  axis  by  a  turn  of 
the  wrist  enables  the  of>rrat(>r  to  sweep  the  t*traight  neetlfe  around  a 
curve  in  the  vertical  plane,  or  it  may  be  e;irri<Hl  arnnnti  a  curve  in  the 
liori/ontal  plane  by  lmi>enin^  and  ti^htetiinir  the  l<>re<'ps  ^ra??[>  ujhhi 
the  needle  at  very  sh»»rt  intervals,  ho  that  tlie  rm^U-  between  the  for- 
eeps  ami  the  nee<He  may  ehaofr*?  ahnost  ecmstantly  durini?  its  pa.«8ape. 
In  this  way  tlie  stniij^hr  needle  may  Im?  made  ttt  rarry  a  siitnre  aronnd 
It  cnrve  more  a<'<;urat<dy  than  the  enrviMl  needle,  and  often  more 
easily.  Obviously,  the  hwk  fon-eps,  whirh  do  not  permit  of  thia 
freedom  of  rnotion,  aw  uiiHijitotl  to  siieti  inanipiilutiuns.  Figure  74 
represents  Knnuet^  nf-iMJle-forceps  vvitlnMit  lock.  The  eye  of  the 
needle^  if  included  in  the  gnif^p  of  the  foreepg,  may  be  crushed  ;  to 
avoid  tlii.n,  ^roHp  it  on  the  proximul  side  rd'  the  eye.  The  phiin^ 
round  p^ant,  however  sharp.  H^metimesi  encounters  great  resistance  in 
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Various  needles  v.nth  Imndlc!?  nttnchefl  or  detached,  and  of  differ- 
'ent  curves  and  sha|>es,  have  iH-en  devised,  stmie  with   eyes  at  tlieir 
points,  some  witiiout  eyes,  and  others  of  cyliinkical  form,  through 
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which  the  suture  is  passed  lengthwise  from  one  end  to  the  other.  ] 
They  coniplfeate   mtljer  (liaii   yimjilify  an  a|M'ratinn,  and  are  m  no 
respect  siiiwrior  to  tlte  simple  nwdle  and   tliread. 

The  Application  of  Sutxires.  The  most  pnicti«il  materials  for] 
sutures  are  silkworni-giit  ami  aitgut.  The  [>eeuliar  advantages  of 
each  will  be  preseiiled  in  the  description  of  the  spctMal  operations,  J 
Before  the  introduction  of  the  sutures,  approximate  the  denutietl  sur- 
faces with  teoaculu  to  detertnine  whether  they  are  of  such  size  «nd 
6hai>e  that  tlie  union  will  produce  the  desired  result,  and  whether 
accurate  t*oa[)tation  of  the  nuirg-ins  can  be  seeiiretl  without  undue 
traction,  which  might  cause  the  suture  to  cut  out.  Then  hook  up  tlie 
margin  of  the  wtunid  with  a  teuaculuni,  intnxluee  the  needle,  and 
apply  counter-pressure,  Figure  7'5,  until  the  needle-point  can  be  seizt^ 
and  drawn  through  with  the  forceps.  8t;»rne  operators  use  (he  blunt 
ho<ik  for  counte^r-prpssure  ;  but  a  strong  tenaculum  whicli  will  neither 
break  nor  bend  is  often  pi^efendtle,  because  it  may  also  he  fixed  in  the 
tissues  at  the  very  point  where  the  ojK'rator  desires  to  tbive  the  needle 
through,  and  it  thereby  insures  greater  precision  in  directing  thaB 
needle  to  the  point   of  exit.  " 

Uterine  tissue  is  often  so  dense  that  great  force  is  renuired  to  drive 
the  needle  thnvugh  it.  For  this  reason  tlie  passing  of  the  needle  is 
often  the  most  trying  pari  of  triuhek>rrhaphy. 

hi  making  counter-pressure  the  tenarulum  may  slip  and  the  uterus 
receive  a  violent  and  su<Uten  jerk,  which  is  not  without  danger,  esjic- 
cially  when  often  rejH'ated.  This  may  be  avoided  and  the  operation 
facilitated  by  hokling  the  flap  in  the  vulsellimi  forceps.  Figure  CG, 
while  the  needle  is  licing  foreed  through  between  its  tc<'th.  These  for- 
ceps may  be  made  by  filing  the  teeth  of  Hank's  forei'ps  shttrter  and 
finer,  and  hy  (iling  a  (h'cjver  opening  between  the  two  teeth  of  each 
blade.  The  sutures  should  be  about  one-fourth  of  an  inch  apart, 
should  inehitle  c<>nsidenibk'  tissue,  and,  if  practicuble,  shouKl  j>ass  en- 
tirely under,  not  through,  the  demided  surface,  so  as  not  to  be  in  con- 
tact with  any  portion  of  the  wrpuntl.  When  at  a  distance  from  the 
(lenuch^l  surface  they  are  less  liable  ttt  irritate  and  priKhice  swelling 
and  iuHammation,  and  are  therefore  less  liable  tc»  eut. 

The  tying  of  the  sutures  sh<iuld  be  done  with  the  greatest  care. 
The  ihreatl  should  be  drawn  just  tightly  emaigh  to  hoUl  the  <Ienudeil 
surfaees  in  contact.  If  drawn  Urn  tightly,  the  tissue  will  become 
strangulated  and  swollen,  the  sutures  will  cut  out,  the  tissue  will  in- 
flame, and  the  ftpenition  may  fail.  It  is  also  imjHn'tiint  that  the  sur- 
faces [m  brought  into  accurate  contaet,  so  that  di'nudetl  suriaee  may 
lie  against  (lennded  surface.  In  no  phiee  should  mucosa  or  skin  be 
against  denuded  surface. 

Before  tying  the  sutures  the  bleeditig  sliouUl  be  sto(>jMHl :  otherwise 
small  ([uantities  of  bhnxl  may  accumulate  in  the  track  of  the  wound 
and  serve  as  a  nn'<-hanieal  bar  to  union  or  set  up  wound  disease.  The 
advant;ig4's  of  a  constant  strwini  of  hot,  sterilized  water  playing  on 
the  wound  iluring  the  tying  of  the  sutures  are  scH'-evident. 

The  after-treatment  will  be  presented  under  the  sjx'eial  subjects. 
The  field  of  ojK'i-ation  is  to  be  kept  clean  and  immobde. 
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tbaanring  a  sature.    An  ordinary  hamoatatic  forcerw  may  be  iiwri  In  plat-e  of  (Jie  forceps 

here  shown. 

tioii  occur,  earlier.  Sutures  about  the*  vulva  ami  perineum  shou]*!  be 
removetl  in  iibcmt  ton  ihiys.  If  left  much  lontrer,  they  niay  become 
IcHise  or  <"ausc  snppiinition.  In  the  vajr^inal  walls  thi'v  may  he  left 
s<?veral  days  longer,  Iti  the  cervix,  wlicrc  sup|)ur;iti(Ui  seltlnm  iMxnirs, 
they  shonbl  be  rcniover.1  in  almiit  two  week!*,  iinlctis  penneorrlKiphy 
has  l^een  done  at  the  same  tiiin;,  in  which  ciuse  their  removal  cannot 
safely  be  undertaken  in  less  than  three  or  four  weeks.  To  remove 
a  suture  seize  the  free  end  with  a  ff)re(*p«i,  and  with  the  scissor?^  cut 
tJie  nearest  side  of  tlic  loop.  See  Figure  7S.  Cuttin*^  the  nearest 
side  tend.s  to  hold  the  freshly  united  wtnuid  together  during-  the  with- 
drawal of  the  suture  ;  if  tlie  loop  were  cut  on  the  further  witle,  its 
removal  would  tend  to  reofK'n  the  wound.  It  is  well  to  seize  with 
the  forceps  only  one  of  the  free  ends,  t\ir  the  other  would  then  be 
available  in  case  tliis  one  were  accidentally  cut  off.  Always  make 
BufHi'ient  tnndifin  to  bring  ttn-  loop  in  sight  before  cutting,  <jther- 
Tri.se  both  sidles  may  be  cut  oil*  IjcIow  the  kiutt  and  the  loop  left.  If 
then  the  ends  of  the  lo<tp  retract,  as  they  usually  do,  its  removal  is 
extremely  ditiicult ;  it  may  remain  indctiuitcly  and  keep  up  a  constant 
MUppunition.  Its  final  removal  nuiy  necessitate  anrcwthesia  and  an 
Incieion. 
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Assistants.  Four  assistants  usually  are  required  tur  a  gyneoo- 
Iogio:il  o[M;>ration^-<ine  to  ^ive  the  ether,  one  to  wash  gpoiipes,  one  at 
the  ujMi'rator'rj  left,  to  hole!  the  f^jjceiiliini,  and  one  at  tlie  n[M'rator*.s 
right,  to  sponge  and  render  other  assistniiee.  If  the  operation  he  on 
the  neriiieinn  or  vnlva,  and  the  jKitient  be  in  tlie  dorsil  deeiihitus, 
the  thighs  must  be  flexed  junl  held  in  the  lithotoniy  position  by  the 
two  assistants  on  the  right  and  lefh  Tlie  assistants  in  charge  of  the 
other  and  sponging  should  be  physicians.  Tlie  washing  of  sponges, 
holding  of  the  speculum,  and  threading  of  needles  are  better  doue 
by  nui-ses. 

Dilatation  of  the  Uterus. 

Save  in  exceptional  eases,  it  is  impossible  by  any  s|>eeulura  yet 
dovise<l  to  inspect  the  interior  of  the  uterus.  The  cavity  of  the 
uterus  may,  howevei\  l»y  dilatation  be  made  surgically  accessible  to 
tile  examining  finger  ur  to  instriitncntntion.  The  indications  for  dila- 
tation may  be  diagn(»stie  or  thenipfiitie,  t^r  both.  Among  these  indi- 
cations are  stenosis  or  stricture  of  the  winal,  uterine  henif>rr!iiige  due 
to  endometritis,  neoplasms,  abortions,  ami  pathological  antetlcxions. 
The  means  and  methtKls  arc  these  : 

1.  Ineisicju. 

2.  Tents. 

3.  tJra*luatod  snnnds. 

4.  instruments  of  diverging  blades. 

1.  Incision  of  any  jwtrtion  tjfthe  uterine  canal  may  be  required  in 
order  to  render  the  endometrium  a<"eessible  for  instrumental  or  manual 
int<'rferenee.     But  incision  is  esjK'cially  a])plteald4"  to  the  lower  jiart 
of  the  cervical  canal  and  to  the  external   os,  and  is  performrHl   for 
congi'iiital  or  acijuinnl  st<'nosis.      Its  object  is  ti*  insure  (he  Crvi"-  ont- 
floM-  not    only  of  menstrual    fluid,  but   also  of  the   uterine  miteu8, 
wirarh^  if  retained,   Iwcomes  ot!'ensive,  irritiites  the  uterine  mucosa, 
and  causes  hypei-swretion.     Oftentimes  tlie  uterine  secretions  are  so 
iia|Hiled  in  their  jiassiige  through  tlu'  strirtiired  us  internum  or  exter- 
num that  they  ae<'umulate,  distend  the  uterine  cavity^  and  are  ihntwn 
off  at  irregular  intervals  with  expulsive  pains  simulating  labor-pains. 
Thii*  explains  certain  eases  in  which  there  is  a  recurrence  in  the  inter- 
roi'uslrual  perio<l  of  all   the   {lainful   phenomena  of  obstructive  dys- 
futiiurvhij^a. 

Scliroeder'B  Method.     Schroeder,  in  certain  cases,  especially  of 

inltu-uloriuc  polypi,  incises  the  cervix  liilatemlly,  seizes  the  posterior 

\\^  v^itii  a  vulseUum  force|)s,  and,  with  his  linger  as  a  dihitor,  works 

^v&Tlo  the  uterine  cavity.     The  uterus,  dilated  in   tliis  way  and 

«A\  'Wiru  down,  is  very  accessible,      »Since   the  lateral   incisions 

mtrt  a  nejghborliood   that   is   very   liable   to   infection,   the 

'  ''.      vx'ratiou  must  dej)end  upon   thorough  asepsis.     In  a 

.    .  t'-oviT,  it  is  ot\rn  inipraeiicalile  to  incise  and  dilate 

W  \ikit:  Tm'tl\iwl  of  S'hrcH'der. 

1  Method  of  rendering  the  entire  uterine  cavity  and 
»  i»^  »K«w«.ible  for  surgical  ofKTations,  such  as  die 
*  ^- mtHi  \hiough  tlie  vagina  by  free  median  incision  of 
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the  ttJiterior  uterine  wall  wilt  be  described  under  the  Surgical  Ti-eat- 
ment  of  Myouiata,  Chapter  XVII. 

2.  Tents.  Sponge,  ttiju-lo,  and  soa-tangle  are  the*  material!?  of 
which  they  <-oinmoMlv  nrv  made  ;  if  tiiey  are  introduced  into  the 
utcruii  ill  the  dry,  coiupres^^eit  .state,  tiie  niiirous  .secretion,  stirjiidated 
by  their  presence,  ("auf^et*  theiu  to  swtdl  luierally  to  a  diaiueter  two  or 
three  times  greater,  and,  corresjrondingly,  to  dilate  the  canal. 

The  danger  of  ctmtintKHi.s  dihitation  by  ititrothicijig  one  tent  after 
another  is  very  great.  Alarming  results  often  have  tollowetl  the  n!»e 
of  the  second  or  the  third  tent»  ;?el(hnn  the  firtt.  A  tent  sliunld  not 
under  any  eireunistaiices  be  allowed  to  remain  in  tlie  uterus  more 
than  twelve  hoiira.  The  tents  fiirnihhe<l  by  in:?trunjent-niakers  arc 
Uiiually  not  aseptic.  Before  u^ing  tbem,  therefore,  it  is  alwayti  well 
to  hubject  them  to  the  dry-heat  prowess  of  Hoeckmann,  Sk^  deserilied  in 
Chapter  II.  lor  tiie  dtsinfeetion  of  catgut.  After  the  removal  of  a 
tent  the  endometriimi  should  be  washed  out  with  sterile  watr-r,  and 
disinfected  with  a  topical  application  of  a  str<»Mg  solution  of  iudine  in 
9'>  percent,  carbolic  acid  ;  this  application  should  be  made  by  means 
of  an  applicator  wtanid  with  cotton.  The  danger  of  infection  from 
the  use  of  tents  is  «o  great  that  the  use  of  them  is  not  generally 
approved. 

3.  Graduated  Sounds.  The  uteru.'*,  like  the  urethra,  may  be 
dibkted  by  means  of  graduatetl  sounds.     Figure  77  shows  Peaslee's 

Fk.URE  77. 


Peasleo'B  uterine  dilator*.    Reduced  lice. 

Uterine  dtlator.s.  Hegar  and  Hank*  also  have  devised  similar  instru- 
ments which  are  equally  serviceable.  They  are  adapted  par(ieidai-ly 
to  cases  in  which  tlie  abdominal  walls  are  thin  ami  lax^  so  that  the 
uterus  mav  easilv  be  fixed  by  the  hand  over  the  alidomcn,  while  on<' 
>onn«i  after  anotlier  i.s  fi»n"ed  in{<>  the  canni  until  the  ref|riired  dilatn- 
tion  Is  accomplished.  If  the  nbdominal  walls  are  tlriek  nnd  ten.-e,  it 
is  npces.s;iry  to  use  Sims'  or  Simon's  sjM.'enbun,  and  during  tlilatation 
to  tix  the  cervix  with  the  vidsellum  forceps^  In  such  c»scs  the 
diverging  instruments  are  prefendile. 

4.  Diverging  Instruments.  Innumerable  instrnraeuls  have  been 
d»-vi^d  with  blades  which  diverge  an<l  dilale  the  uterus  when  the 
handles  are  pressiMl  ar  screwed  tMM;<.ih(vr.      S'c  Figures  7K,  7?),:ind  80. 

Wathen*s  dilator  and  (TorMlell's  niodifieatioa  of  Ellinger's  dilator 
have  serrated  blades,  to  prevent  them  from  i^lippiug  out  during  the 
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process  of  tlilatatioii ;  this  awitlent  is  mm-li  more  liable  U\  occur  with 
the  latter  instrument,  on  accoiiut  oi"  the  parallel  aetioii  of  the  lilades ; 


FlGunB  78. 


W«thens  dJUator.    Rednced  sise. 
FloVBt  79. 


The  UoodtiU-Emnger  dilator.    Reduced  bIzc. 

and  notwith.standing  jstrong  counter-traction  with  the  vulsellum  for- 
ceps it  does  occur  in  many  fases  lonjj:  before  dilatation  is  com- 
pleted. The  blades  of  the  AVathen  dilator  tlivertj^e  in  a  fan-like 
ninnner,  and,  since  for  this  reason  tliev  do  not  >;lip  out,  are  to  be  pre- 
ferred. These  dilators  are  jrenerally  to*j  lieavv  to  he  inserted  until  the 
way  has  btM-n  opcniMl  by  a  lighter  iustrunieTtt,  like  Palmer's,  or  by  the 
smaller  ^nidiiated  sounds,  or  by  a  tent.  It  is  ini]iortant  that  all  in- 
Htruments  for  powerfid  dilatation  be  supplied  with  the  thumb-screw 
for  screwing  the  handles  apart.  If  the  h;ind!es  are  compressed  with 
the  hand,  rupture  of  the  nterns  is  apt  to  occur.  The  smaller  dilator 
of  Pidiuer  diM's  nut  re(|iiir<>  the  screw. 

Dr.  (xfiodi'll,'  of  Pliiladelphia,  was  foremost  among  the  advocates 
of  this  method  of  dilatation.  In  a  hirge  ex|>erienee  with  extreme 
dilatation  under  ether  he  had  no  fatal  result  and  no  serious  inflam- 
matory disturbance.  He  carried  the  dilatation  to  three-fourths  of 
an  inch  in  the  thin-walled,  unyielding  infantile  uterus,  and  to  (tne  and 
one-ipiarter  inches  in  ordinary  eiise.s.  In  case  of  a  ripi<l,  unyii^'lding, 
or  thin-walled  uterns,  which  might  te:ir  from  rapid  ex]>iuision  of  the 
dilating  blades,  it  is  permissible  to  commentre  the  dilatation  with  a 
s|K)nge-  or  tnpelo-tent,  the  softening  iuHuenee  4if  which  rentiers  the 
canal  more  ea.sily  and  thoroughly  dilatable  by  the  forcible  nietluHl 

The  dangers  of  dilatation  are  from  traumatism  and  sepsis,  Tlu-re 
ay  be  extensive  rupture  from  over-distention  by  i-apid  dilatation  of 

»  Amcrlctto  Journal  of  Obstetrics,  lSt4,  p.  UlS. 
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a  rigid   uterus.     Dangerous '^lu-morrhagc,  peritouititf,  aud  death   may 
K^tilt.     A  uterus  ruptured  by  dilatation  should  be  packed  and  draiiu'd 

FltiUKE  BK 


Mn<lific«tlnn  of  P»liuer'8  uterine  dilatnr.    A.  Reduce'l  size.    B.  Secli*'!!  <>f  full  size, 

bjr  aseptic  gauze.     Au  abdominal  or  vaginal  sot'tion  may  be  necessitry 

to  control  hemorrhage.     Thf  spppial   clangors  of  dilatation  by  tents, 

and  the  im|MissibiIity  of  enforiLnug   thorough  antisqi.sis  in  their  use 

ljav<*  heeii  fonsiderod  in  a  previous  paragraph.     It  would,  ho\vev<'r, 

he  a  fatal   mistake  to  suppose   that  antisejisis  de]iriv<'S  dilatation  by 

any  methiwl  of  all   its   perils,      AH   uianipulatitms  uf  tliis  ehiss^  .sitys 

Fribch,  are  dangerous,  aud  not  to  he  employed  unless  the  indieation 

is  quite  clear.     Existing  pelvic  inrtammation,  acute  or  chronic,  is  a 

Jieri<m«  contraindication.      Indeed,  the  history  of  a  majority  of  fatal 

cttiyt^  includes  (ireviiius  eelbditis,  peritonitis,  or  luetrttis.     Dilatation, 

Jiovrever   slight,  Ity  any  method,   should   be    regjirded   as   a   surgical 

ojieration,  should  alwavs  be  done  at  the  patient's  house  or  a  hospital, 

never  at  the  office,  and  sliould  be  followed  by  rest  in  berl  for  a  time 

varj'iug  from  one  to  seven  days.     Foreibk'  ililatation,  either  by  sijunds 

or  hy  divei^ing  instruments,  except  when  the  dilatation  is  to  be  slight, 

n^piires  an  anjesthetic.    If  there  be  tenderness  or  otiter  signs  of  inflani- 

riiafion  about  the  uterus,  or  if  the  jjatient  has  suffered  fnnn  a  previous 

infection,  ico  sliould  Ite  kept  over  the  hyp(<gastriurn   until  the  danger 

has  pa<se<I.     Sw  Treatment  of  Pelvic  Iiitlammation. 

Special  Advantagres  of  Bach  Method  of  Dilatation : 
Incision.  Contractiou  of  the  os  externum  and  lower  portion  of 
the  uterine  canal  is  treated  best,  according  to  the  nature  of  the  civse, 
either  by  Fritsch's  operation  for  enlarging  the  os  externum  l>y  incision, 
or  by  Sehrooder^s  operation  itf  bilateral  ineisian  M'  the  cervix.  See 
Treatment  of  Cervical  Endometritis. 

Tents.  8|>onge-tcnts  are  the  most  ilangerous,  tupeh>  the  least. 
L:miinana  has  but  one  advantage  over  tupelo — flexibility  and  adapt- 
nbility  to  a  tortuous  camil.  In  a  ease  of  rigid  hyperplastic  or  thin- 
wallcfl  cervix  not  sjifely  dilatable  by  rapid  means,  the  tent  is  some- 
time^ |K'rmissible  as  a  means  of  prejxiration  for  nijiid  dilatation  by 
graduate<l  siiunds  or  <li verging  instrinnciits.  The  u<v  of  it,  how- 
ever, even  in  careful  hamls,  has  many  times  caused  fatal  |jelvic 
infootiiui. 
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Graduated  sounds  and  divergring  dilators  arc  j^cncnill y  tlie  safest 
ati<I  nio.st  oHi'ftive  means  of  dilaUiti<m,  ami  sliould  have  tlio  preferrnce 
unless  the  softening  etteet  ttf  the  tent  is  esj»eei!il]v  desiriHl. 

One  may  cortiUiiie  the  |)riiid|>le  ui"  gmthiuted  sounds  in  tiie  ii^^e  of 
diverging  dilators.     Tliis  req^uires  a  t^eriea  o{  dilators  of  graduated 
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t7tenu  fierforated  by  a  tupeUvtc-rit.    FlRure  to  left  thowB  slxe  of  tent  before  and  after  exp«n«ion 

sizes.  The  wmalt  instniment  \s  first  inserted,  and  the  blades  j«j>read  ; 
tlie  dilator  next  larger  is  then  used  in  tlip  winie  manner  ;  and  so  on 
tliroiit^h  the  MTie.s,  Before  s[»n'a<liri^  the  blades  eaeh  instninieiit  aet** 
ns  a  gnidiiated  sound  ;  as  the  blades  diverge  they  act  on  the  |)riiiei[»le 
of  the  trlove-streti'her.  At  least  four  dilatctrs  are  required  :  iwm  of 
the  Palmer  or  Nott  ytatterii,  ami  two  of  ihe  WaUn'ii  variety. 

A  small  liy;ht  dilator  as  a  means  of  eoniplele  dilalatirm  ha>  two 
dii^advaiitajres  :  fii-st,  the  li^rht  Marh's  niny  beml  and  finl  to  streteh  the 
eanal  lH*yond  a  Iiaiit<'d  degnn? ;  second,  if  they  do  not  sprinj;  or  IkmkI, 
they  are  ai«t  t«t  imbed  themselves — that  is,  erush  their  way  into  tlie 
nterine  walls.  The  n*snlt  is  not  dihitatian  hv  slretehinjr,  but  by  tear- 
ing. The  wound  thus  Inflieted  may  l""  ilangeroiis.  This  unfor- 
tunate result  may  be  avoided  In-  the  use  of  a  graduated  series  of 
instrunu'iitH, 

The  teehiiique  of  dilatation  is  simple  :  1.  Disinfect  the  vagina  and 
vulva.  2.  ExjKw*!^  the  cervix  hy  a  Sims'  or  Simon's  8|>eculuni.  3. 
Gntsp  the  eervix  firmly  in  the  twth  of  a  vulsellum  foreeps.  Figure 
(J6.  4.  IntnMlucc  the  siiecossive  dilators  ami  slowly  serew  tlie  blades 
HfKirt.  5.  Wash  out  the  uterine  ctivity  with  sterilize^l  water  from  a 
fountain -syringe  tlm)ugli  a  rubber  tube  and  eajjula.  The  onlinarv 
glasH  female  ejitheter  is  a  g*i«Ml  e^iuula.  Tin-  dilatation  should  be  suf- 
ficient to  give  a  free  returu-tlow  through  a  single  eauyla  :  if  tlie  dila- 
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tation  18  not  sufficient,  irrigation  i«  usually  tontrnindicattHl ;   lienoo 
the  doublo-current  canula  is  scKUini  requlrtHl. 

Saljiingitis,  siicti>rtalj>iiix,  and  otJur  iunns  of  circumuterino  iuHaiu- 
matiuu  inay  contrniudicate  dilatation. 

Ciirettagre. 

The  diagnostic  t^ii;nifi wince  of  the  curette  has  been  given  in  Chapter 
III.  The  therapeutic  purfjose  is  the  removal  of  cliseiised  tissue  or 
foreign  bodies  ironi  the  interior  of  the  uterus.  The  symptomatie 
in<]ieMtion-i  are  usually  iieniorrhage,  ntfrine  discharges,  or  infeetioti 
<lnr  fo  some  iutni-utt-riiie  cause.  The  in,>tniruent  vva>  us*'d  Hr.-'t  itr 
1j<4o  i)V  Rtk;aniier  ;  it  has  passe<l  throti^rh  luimeroiis  nioditieatitui>, 
and  <ui  account  of  the  disa'^trous  result,'^  that  have  flillowed  tlie  use  \^ti' 
it — ])«rforation  of  the  uterus,  metritis,  salpingitis,  cellulitis,  perittjui- 

FlclI-RK    SJ. 
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ThomM'iJ  duU  wire  caratte.    Upper  flijtire,  full  slie. 

tis — it  has  received  at  times  the  severest   censure,  not  whuUy  un- 
deserved. 

The  dull  curelte,  shown  in  Figure  82,  is  made  of  flexible  copjier 
wiro.  The  loop  has  sliglitly  flattened  but  not  cutting  e<lgcs  ;  ilu- 
mall(>ab]e  shank  may  be  bent  like  a  prol>e  to  cimforni  to  the  direction 
"f  the  uterine  cjinal.  Whatever  the  force  ap[)lied,  it  is  not  likelv  to 
injiirp  the  sound  tissue,  although  it  will  remove  loose  foreign  bo<iies, 
'"icli  a*  the  fiecundines  of  an  abortion. 


PI0T7BB  as. 
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Sima'  BhArp,  fencetnitcd  atecl  (-urette.    A.  Kcduced  sise.    B.  Bectloii  of  fuU  bIw. 

he  sharp  curette,  shown  in  Figure  83,  is  designed  to  remrtve  such 
Bed  tissues  as  are  conneettNl  more  intimately  with  the  uterus;  for 

wainple,  an  infected  endtmietrium  or  malignant  growths.  The  liwp 
,  i«  of  steel,  and  has  a  sharp  eutting-edge.     The  shank  is  of  Hcxible 

<^pper,  and  may  be  bent  to  conform  to  the  direction  of  the  uterine 

luml. 
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The  fulluwing  i.s  a  nummary  of  thti  iinlicaCions  for  the  use  of  tlu' 
curette  : 

I.  For  *liagno8ifi  ot* — 

a.  Nfw  gnnvtlis  nf  the   uterus — fibroids,  carcinoma,  saivoniti, 

(Iwidiiuriiji  uialigmmi. 
h,   I iirtiuiiinalurv  pnxliicts — L'lrckiiiietntl:*, 
c,   RetuiinMl    pDMhuis   of  etuicepliiHi — placcnita,  fietus,  hydatid 

iinile,  rtt'sliy  mole. 

II.  For  tlienqu'iitic  j^jurposes  iti  case^  of — 
ti.   Eudninetritis, 
6,   Miif<His  |K>ly[ii, 
t\   Iuo[K-i*al)le  iiialignaiit  growths, 
(f.   lletnorrliage  Iti  ino|M:'nil)lL'  fihroitli*. 
r.    Foreign  binlies,  giich  as  .sec iiud lues  of  ahnrtion. 

The  danger.s  of  tlie  eiirettc  are  in  causing: 

1.  .Septic  infection. 

2.  Pi-rfoitition  of  the  uterus. 
;i.  Hemorrhage  in  ca.scs  of  malignancy  and  pregnancy. 

4,   Pennanent  destrneti<in  of  the  endonietrintn  by  Hcrapii>g  too 
nmeh. 
Technique  of  Gurettag'e.     Tlie  .steps  <jf  curettage  are  these.     See 
Figure  o4. 

1.  Dilate  through  a  speculum  sutticieutly  for  the  easy  adniissiion  of 
the  curette. 

2.  Steady  the  cervix  with  the  vulsellum  forceps  and  introchirc  the 
curette. 

;J.  Shouhl  the  object  be  to  remove  some  foreign  IkmJv,  the  dull 
eun-tte  will  rea<Iily  accomplish  this  if  used  like  a  rake.  Little  tiirce 
is  re<piin-4l.  The  sensation  impartcil  to  the  fingers  will  sliow  whether 
all  the  foreign  substance  has  been  ivruoved — L  f.,  whether  the  b>itp 
glides  over  a  snumth  surface. 

4.  If  the  object  h  to  remove  di!Jiea.se<l  tissue,  the  sharp  cuivtte 
phntild  be  u.setl  with  a  baek-and-forth  scraping  motion  ronml  and 
Toinid  the  endonietriuin.  The  ojjerator  will  kn<iw  when  llie  tissue 
has  been  sufficiently  removed  :  first,  hy  tlie  fact  that  uo  more  ctmies 
away ;  second,  by  the  sensalinu  which  the  curette  imparts  to  the 
fingers,  of  a  hard,  resieting,  more  or  less  healthy,  intra-uterinc  sur- 
face. 

5.  The  dlseasi-Hl  tissue  having  l>een  ^oiiiped  away,  the  endometrium 
shouhl  be  washe*l  out  with  steriliireil  water,  as  described  on  page  103. 

6.  If  it  is  desirable  to  ajjply  a  miHlicinal  substance,  such,  for 
example,  as  a  saturiitcd  solution  of"  iodine  crystals  in  pure  carbolic 
aciil,  'bis  may  be  {lt»ne  by  means  of  an  applicator  or  a  tine  tlressing- 
fonreps  wouuil  with  absorbent  cotton.  Btdbi-e  making  the  apjilica- 
tion,  pack  absorlrt^nt  cotton  under  the  cervix,  to  absorb  any  fluid 
wliicli  otherwise*  might  run  out  and  irritate  the  vagina. 

7.  The  af\er-trcatinent  is  rest  in  bed  for  a  week,  with  vaginal 
douches  twice  daily  of  ooe-lialf  of  1  per  cent,  solution  of  lysol  in 
sterilized  water. 


CHAPTER  VI, 

MAJOR  OPERATIONS. 

This  chapter  is  a  ^(^tieral  corisick'ratiiHi  of  those  prrvoedurcs  which 
ape  coniriion  to  the  ojiening-  of  the  peritoneal  cavity.  Peritoneal  scc- 
ti<in  raay  be  nuulc  throug^lt  the  ahilominal  walls  or  through  the 
vagina  ;  hence  the  suLjcet  is  dividcil  into 

1.  AlKlominal  j^ection. 

2.  Viiginal  section. 

1.  Abdominal  Section. 

Operating-tables.  The  table  already  described  for  examination 
and  for  vaginal  o|>erations  wilt  suffice  for  abdominal  j^eetion,  if  length- 
ened so  that  the  patient  may  lie  upon  it  at  full  length.     For  this  pur- 

FlOHBX  M. 


■  a  short  table  may  be  supple  men  ted  by  a  stand  or  by  another 
*horter  table. 
The  Trendelenburg  Position.     A  favorite  tabic  for  liospital  use, 
[  «ncl  especially  for  abdominal  section,  is  that  of  Trendelenburg  or  some 
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mcMlificalion  thereof.  T\w  top  of  tlm  table  nisiy,  at  any  time  during 
an  opt^rution,  lie  adjusted  readily  to  iiny  tiesiivd  anple,  jtiid  by 
this  means  the  hips  may  he  mt  elevated  as  t*i  eanse  the  intestine!^  to 
gravitate  away  tVorn  tlie  pelvis  ttjward  the  diajihnt^in.  The  surgeon 
may  tlien  gain,  in  (avond)le  eases,  an  ahnipst  uiiob.>trueted  view  nj'the 
pel  vie  basin  and  may  work  deep  in  the  pelvic  cavity  unimpeiU-iJ  tiy 
the  distendi^  intestines.  It  is  even  niaiiitatnwl  In*  advfK-atcs  of  this 
posititm  that  in  these  favorable  eases  tlu'  operation  may  be  proeee<led 
with  as  readily  as  if  it  were  on  the  external  snrfaee.  Extnivagaut 
claims  are  nia<le  that  this  jHisitioii  makes  pelvic  surgery  easv,  so  that 
an  indifferent  ojM^rator  may  sjifely  undertake  it.  The  table  is  useful 
during  ana'sthe.sia,  when  the  pulse  an<l  respiration  fail  and  it  becomes 
desiralile  to  elevate  th<'  lower  extremities  and  lower  the  liea<1.  The 
f4irvvard  flexure  of  the  head  up)n  tlu'  body  as  here  shown  may  imjK>de 
ivspirjition,  and  is  therefore  objecti<aiable.  This  fact  would'  suggest 
tile  use  <d'  a  nnifornily  inelinetl  phuie  ujxm  whieh  the  liead  as  well  as 
the  b(Hly  may  rest. 

The  advautjiges  of  this  positinn,  altiutugh  admitted,  should  not  be 
over-estimated.  Besides  the  fact  that  in  many  eases  the  fieltl  of  oper- 
ation is  not  rendered  more  aeeessible,  the  position  has  several  *lis- 
udvantages:  first,  irdeetiotis  Hni«Is  whieii  escape  <luring  the  opi-nilitoi 
are  certain  to  gravitiit<'  toward  the  iliaphragm,  and  may  ioJeet  tin- 
general  peritoneum;  seeiind,  the  abdominal  mnseles  are  often  made 
more  rigid.  Tlie  Trendelenburg  position  4h>es  not  overcome,  l)Ut 
rather  lessens,  a  few — only  a  few — of  the  dittieulties  and  clangers  «if 
abdominal  surgery.  With  the  ])atient  on  an  ordinary  tabkv  large 
gini/e  pads  may  ho  used  in  sueli  a  way  as  to  keep  the  intestines 
out  t»f  the  way,  and  thereby  to  expose  the  deeper  jiarts  of  the 
pelvis. 

Substitute  for  the  Trendelenburg  Table.  The  end  of  a  com- 
mon table  may  be  raised  on  a  blt»ek  ur  chair  so  as  to  give  it  the  re- 
quired shmt.  The  patient  then,  with  the  h'gs  hanging  over  the  f<.K.»t 
of  the  tabi*',  niav  rea*lilv  be  adjusted  to  tlie  desiittl  angle  without 
rcctturse  Xn  the  more  or  le«s  ciim|>l!ea1ed  Trendelenburg  table. 

The  Preparatory  Treatment.  The  necc^-sary  antise}>tic  pmcedures 
to  an  aseptic  result  have  been  set  forth  in  Chapter  11.  After  the 
patient  is  on  the  table  and  under  ana^thcsia  it  is  well  to  Hcrnb  the 
abdomen  again  with  the  sterilized  soajt  and  water,  then  wash  with 
eh'an  water,  then  with  alcohol,  anil  finally  with  a  1  :  HHK)  .siilntlon 
c»f  bichloride  of  mercury.  Tlu>  is  es[>eeiaHy  iiitip<»rtant  in  easo  of 
acute  pelvic  suppunition,  in  which  thorough  scrubbing  before  ana's- 
thesia  is  n<it  tolerated.  The  patient's  clothing  sihould  be  of  light 
flannel — nndervest,  <lniwers,  woollen  stockings,  and  night-gown. 

It  is  furthermore  important,  before  beginning  a  ^rA\^  operation, 
that  die  various  org-ans  of  elimination  be  sni!i<'iently  active,  so  that 
the  danger  of  antointoxicatioii  fVfiin  the  retention  of  \v'aste-pro4luet8 
may  l»e  rednet-d  to  the  minimum.  The'  dmiand  made  njHin  the  pa- 
tient by  the  oper.ition  itself  rednces  the  eliminating  eajnieity  of  these 
oi^ns,  fiometimes  Xo  the  point  of  danger  :  Itenee  tlic  imperative  n4Tes- 
sity  of  lighteidng  their  burden.     Careful  examination  of  the  kidneys 
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aii<l    heart    may    loatl    to    essential    prepiirrttoiy    treatment    ai'   these 

The  Incision.  To  o[)en  the  alitlimien  only  a  tew  iustninientH  are 
reqiiire<l ;  in  fact,  it  may  be  laid  tlown  at*  a  general  |)rt>[><jsi{ion  that 
the  most  skilinl  sui^eons  operate  with  the  iewe.st  instruments.  A 
i*c3il|iel,  a  few  stronj;  luemostatic  forcvps,  1<jii^  anil  silutrt,  and  a  pair 
iif  .itrrmo:  ^traipht-lthuled  scissors  are  quite  siittieient.  Twelve  short 
and  six  long  hjcniostatie  forcejts  will  snttice  for  any  ojKTation.  Sir 
iSpMicer  Wells  and  others  have  reported  eases  in  which,  after  the 
c)|)eratiou,  htemostatie  forceps  were  found  post  mortem  in  the  pi-ri- 
toneal  cavity.  In  order  to  avoid  this,  one  shonhl  always  operate  with 
the  same  nnndwr  of  foret'ps,  or  at  least  earefiiily  oount  and  reeord 
the  niind)er  before  the  ojn^nition  is  bt>^un,  and  before  elosure  of  t!ie 
womul.  UnJess  the  operator  is  certain  of  his  assistant,  he  will  do 
well  to  ponnt  them  himself.  The  incision  for  g;yiieeolo^ieal  explora- 
tion or  operation  is  usually  in  the  median  line  near  the  pnbe.s. 

FlUVRR  86. 


Short  hwmi>sl«tir  foFccpei.    A.  tlecluced  bIzi'.     R.  Si*etltni  of  full  si»e. 


Exploration.  Every  abdominal  section  should  commence  as  an 
^^xplnnttory  ineision,  and  shoidd  tlierefore  at  first  be  only  long  enough 
t*'arhiiit  the  index  finger  for  examination.  If  it  is  necessary  to  intro- 
'lurt- ilu.  hand,  the  iiu-ision  may  be  extended  in  either  diree'tion.  The 
"|i«'mtor  now  decides  wln^thcr  he  will  elose  the  wound  afu-r  tlie  simple 
'''•ij:no>tie  exploration,  or  proceed  to  a  t'omjih'te  openitinu.  Mr,  Tait, 
'"  urgijjg  the  exploratory  incision  as  the  first  step  of  an  abdominal 
yimtion,  once  w^isely  said  :  *'  It  is  always  easy  to  turn  an  explonrtory 
'"fiMnn  into  an  operation,  but  often  quite  inijKxssible  to  turn  an  incom- 
plft*  operation  into  an  exploratory  incisiort. 

The  median  incision  through  the  bnea  alba  does  not  expose  r>r 
^f^iinfl  the  recti  ninstdes.  If,  however,  the  linea  alba  Jias  been  dis- 
placul  by  a  lumor  or  by  other  causes  and  is  not  readily  found,  one 
may  properly  ignore  it,  cut  directly  through  the  u)i}>er  fiiscial  sheath 
<►!' tl»e  mnseie,  sejwrate  its  fibres  longitudinally,  and  then  divide  the 
»tr«ctures  beneath  initil  the  cavity  is  reached.     Many  operators  have 
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adopted  this  mctlnnl  in  preference  to  the  ysnal  incision  through  the 
Hnea  alba.  The  purpose  is  to  secure  union  of  the  ninsouhir  strueturea 
themselves,  iin*l  thereby  get  a  tliieker,  strougcr  eieatrix.     Wlien  cut- 


Fiat' be  S6. 


Lonif  liamustulii:  forceps.    A.  Keducvd  «izL*.     U.  Sfclimi  nT  full  hitc.    Tlicse  r.i, 
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tinpf  down  U|Mjn  a  tumttr,  one  tiften  reaches  tlse  linea  aU>;i  with  thc^ 
firi^t  stroke  ni'  the  .sealjH'l,  and  the  .^uhjK'ritoneal  fat  with  the  seroiid. 
The  fat  Is  tlu'n  8ej>ar:ite(l  hy  tlie  tinker  and  handle  of  tlie  scal|>el,  and 
tlie  ])eritoueal  niernhniue  exposed,  Bk'edin^-points  are  nu\v  !*eeiired 
by  nressiire-foreepH  ;  lijr-itures  are  selditui  retjTiire*!.  The  |H'rft»tneum 
is  then  sujw'Hirially  e^mglit  In-  two  sniall  pressure-forcepw.  Tlu-  ojicr- 
ator's  left  hand  retains  one,  and  that  oi'  the  tissistant  the  otlier.  The 
jK'ritoneuni  in  usnally  so  tnuif^bieent  that  the  visecnt  just  beneath  ran 
1k'  seen  as  it  j^Hdes  over  theui  ;  it  is  ntiw  litVed  from  tlie  viscera  l>y 
the  iiressure-foreei>>,  and  by  a  sin^;le  stroke  of  the  sealmd  divided 
lM>t\veen  them.  The  gro(»ve<I  dire<'tor  formerly  in  use  is  ntther  a 
hiiidrunee  than  a  help.  In  ^raspinji::  the  |)entoneuni  in  the  two  for- 
ceps for  incision,  one  should  be  careful  not  to  iuelude  a  bit  of  intes- 
tinal wall.  Tiie  writiT  once  in  this  way  o|M^ned  the  intestine.  Jni- 
UHMliate  sutun:,  however,  resulted  in  [jronijit  uniim,  and  no  }KTrnarient 
linnn  was  done,  Scmietimes  the  intestine  is  adherent  tti  the  parietal 
jM>rit(UH'iim.  The  ineisiou  must  then  be  made  slowly  and  with  ^re;it 
wire.  One  may  sonu'tinies  avoid  cutting  tbrou^'h  the  bladder-wall  by 
recojrin/ii)jr  in  time  its  ^jreater  vascularity.  If  the  iiilestlnes  or  Idadder 
are  adherent  and  uun.>co(Tnizable,  this  fact  will  be  apparent  l»y  the 
failure  of  the  o|K'rattvr  to  see  tlie  viseeni  through  the  translucent 
{»enloueum,  or  Ivy  the  fact  that  the  |»eritoneum  dcies  not,  as  in  an 
ordinary  ease,  ^lule  over  them.  It  is  then  l>etter  to  prolong:  the  in- 
cision upward  or  downward  and  enter  the  abdtjmen  alM>V(»  or  Im*1ow. 
The  adherent  viscera  may  then  be  detached,  and  the  incision  com- 
pleted to  its  original  jroint.  Delibenition,  care,  and  judgment  will 
usually  enable  the  beginner  to  find  his  way  twifely  to  the  abdonunal 
cavitv. 
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Afxl'iniinal  inrl<iion.  nittitiL'  thn 
iti&l  vlwcm  by  i>ri's»uri;  fDrctji*.  F 
rlgbl  licld  by  leu  huud  of  op«ratur. 


mvntn.     1 


Fir.rRF,  SJi. 


by  left  1 


EnUrgiiiK  uttl<>uiiii«l  itnii»i<in.    Kont'ps  alii>w  ii  lu  |ni\  ii.u- ii>;iire- mic  lying  ittit' uii  citb<;r  side 
of  wound  wUh  uvi»ru:d  luarifiiiii  of  iiurUuiieuui  in  ihcir  graap. 
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The  cavity  heiiip;  ojwn,  the  incision  may  be  lonii^tliiTied  a»*  de^reil  by 
the  soiHsors  on  the  inserted  index-finder  as  a  giiide.  The  length  of  the 
inei.'^ion  will  vary  with  tlir  r('f|(iirements  of  the  ease  and  the  dexterity 
of  the  opemtor ;  tlie  shorter  the  ineisicni  the  less  the  dunjier.  Suf- 
ficient fiiom,  however,  .sliouhi  he  y;«veii  for  effective  work.  The 
added  risk  of  a  longer  ineisian  by  eonipiirison  with  tlie  adde^l  siifely 
c»f  an  uninijMi'dctl  opemtion  is  insi<,^iiififanf.  The  pressurt^-f«irei'j>.s 
may  now  be  retnove<l  fronii  the  l)leediii*^-]>oints ;  if  at  any  j>oint  the 
li[eediiig  continues!,  it  may  be  controlled  by  torsimi  or  by  fine  catgnt 
ligjitiire. 

Before  invadinj;  tin'  ablooiinal  eavity  for  purposes  of  examination 
or  o|X'i*ation,  one  should  sei/x'  the  ntarj^^ins  iif  tiie  }>entonenni  by  two<ir 
three  ibrwps  on  eillter  side,  and  tlmw  it  <iiit  tliron^h  the  winnid  towani 
it>i  eutaneons  edjj;es  stt  sis  to  make  it  eover  tin*  cut  surfaees.  Tlie  woujhI 
is  thereby  protectetl  and  the  peritoneum  is  not  stripi>ed  otf  from  its  ad- 
jaei'ut  tissues  as  it  might  otherwise  l>e  during  tlic  subf^equent  manipu- 
lations. 

Adhesions.  Tlie  eonditious  which  give  rise  to  adhesions  usually 
also  cause  more  or  less  thickening  of  the  peritoneum.  Sometimes  the 
parietal  p'ritoneum  is  so  thick  as  to  be  unrecognizable.  The  (jjK'nitor 
may  l>e  uncertain  whether  he  has  cut  through  the  peritoneum,  and  this 
uncertainty  may  be  increased  liy  tlie  presence  nf  a<lhercnt  intestine^. 
Large  areas  of  peritoneiun  have  been  detaehe<l  from  the  adjacent  al>- 
doniinal  wall  iuider  the  wrong  impression  that  the  peritoneum  had 
l>een  divided,  and  that  intraperitoneal  adhositms  were  being  «»panited. 
Experience  and  stnse  arc  the  only  guides.  There  are  no  sife  rules. 
Adiiesions  usually  are  se|»arated  by  means  of  tlie  finger,  the  lianil,  or 
the  sponge.  If  great  wire  is  not  used  in  sepaniting  intestinal  adhe- 
sion*, one  or  more  coats  of  the  bowel  wall  may  be  strijvprd  off  with 
the  adherent  tissues  ;  this  might  result  in  sloughing  and  a  conse- 
quent fecal  fistula.  Such  traumatism  should  be  repaired  promptly 
by  tlnnviug  together  the  peritoneal  margins  with  fine  catgut  or  silk 
siilures.  The  sponge,  as  used  by  the  late  Thomas  Keith,  is  a  most 
useful  means  of  separating  the  ailhesious  between  intestines  or  omen- 
tiun  and  a  tumor.  By  firm  and  gentle  j^pouge  pressui'e  against  the 
adherent  bowel  at  the  point  of  attachment,  cme  literally  may  s|K>nge 
it  away  from  the  tumor.  It  is  surprising  to  note  the  facility  with 
which  rather  firm  adhesions  may  thus  be  broken.  In  breaking  the 
ailhesions  in  this  way  the  surgeon  avoids  stri{>ping  off  one  or  more 
coats  of  the  bowel.  On  tlu'  contrary,  the  peritoneal  eovering  <»f  the 
tumor  is  apt  to  remain  oti  the  bowel.  The  spe*nge  nH'th<.Ml  is  more 
gentle,  more  effectiv*-,  and  less  {M-txIuctive  of  shock  than  the  usual 
metluHl  of  tearing  Avith  the  finger.  Adhesions  too  strong  for  the 
sponge  i)r  finger  have  to  be  cut. 

Intra-peritoneal  HaemoBtasis.  Hemorrhage  during  an  operation 
is  treated  on  generjl  surgical  j»rinciples  by  f(>rcipressiire,  ligature, 
s|>onge-pres*,ure,  or  styj)tic.*% 

As  the  op<ration  pnn-eeils,  fbrcipres**ure  forcep.*  placed  on  small 
bleeding  piints,  and  left  there  a  few  minutes,  will  usually  suffice.  If 
the  hemorrhage  continues,  each  point  may  be  secured  by  torsion  or  by  a 
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fine  cateut  ligature ;  or  several  points,  Uy  a  basting  process,  may  be 
includoa  in  a  iigiihire.  TrcmblesoiiK'  mmug,  ilet-p  in  the  pelvic  wall, 
often  subsides  <jn  loiig-i'oiiliniieil  spun<re-i>ri's>;ute.  'J'lie  Hpuii^e  sfunilfl 
be  wrung  out  in  very  hot  water,  and  very  tirnily  jiarked  agaiiiait  tlie 
bleeding  surface,  and  left  there  for  several  nuiuites.  Iron,  tannin, 
and  alum^  since  they  are  apt  to  leave  masses  of  coagulated  lildod  whieh 
miiy  decomp<}S(»  in  the  pelvis,  are  nhjeetionable.  A  sterilized  10  [ler 
cent,  solution  of  anlipyriu  is  a  sate  auil  often  etficient  styptic;  it  may 
be  applied  with  the  si>onge. 

Catgrut  versus  Silk  for  Lig-atures. 

Hsemostasia  is  secured  best  by  catgut — see  Sterilization  of  Catgut, 
Chapter  II.  Catgut  is  preferable  to  silk  because  in  ease  of  loealixed 
infection  around  the  ligatnre  the  non-absorbable  silk  remains  as  a 
foreign  body  and  is  apt  to  perjictuate  a  sujipurative  process.      This 

1)rocess,  if  the  i>atient  survives,  may  form  a  sinus  leading  from  tlie 
igature  to  the  external  surface,  usually  through  some  point  in  the  ab- 
d«>raina]  wound.  Such  a  sinus  rnay  cuntiuuc  to  suppurate  for  weeks, 
months,  or  years,,  until  the  ligature  is  cast  t»ut  nr  manually  renujveib 
Catgut  sutures  and  ligatures  disaftpear  by  absorption  in  a  few  days  or 
wpciv-,  and  give  m>  further  troiibh^ ;  if  of  gotjd  quality  and  properly 
disinfected,  they  are  perieetly  reliable  and  safe, 

CloBure  of  the  Wound.  Ttie  ordinary  meth(td  by  through-aud- 
through  interrupted  sutiu'es,  including  the  entire  thickness  of  the  ab- 
<ionunal  wall,  and  tying  up<in  the  skin,  shoulil  be  abandoned,  and  the 
method  of  barieil  chromic  catgut  suture  should  be  substituted. 

Tfie  Buried  Catf/ut  Sainre  Throuf/hoitf?  Fine  catgut  suHlcieutly 
diromicized  to  resist  absorption  for  six  weeks  should  be  used.  The 
tpchuiipic  is  as  follows:  In  order  to  give  broader  surfaces  for  cieatriza- 
•ion.  and  con-^quently  greater  strength,  the  incision  is  made  into  the 
sheath  of  the  rectus  muscle  on  that  side  on  which  the  muscle  was 
not  e.xj>osed  by  the  alKlominal  incision.  If,  perchance,  the  abdominal 
intiijiou  was  made  directly  through  the  linea  alba,  without  expof^ing^  a 
rwttis  muscle,  the  sheath  is  to  lie  deliberately  divided  on  either  side 
with  the  scissors,  as  shown  in  Figure  8J>.  This  gives  double  fascial 
c%is  and  broad  nmseular  surfocea  for  union.  The  purpoi5e  of  the 
Ijuried  suture  is  to  approximate  the  muscular  and  fascial  layers  of  the 
Wound,  so  as  to  insure  nppositifvn  of  homologous  parts,  and  to  retain 
th'Tn  in  approximation  1ihv«jj  <'nough  to  ^^ccure  tirm  union, 

riie  running  suture  is  preferalile  to  the  interrupted,  first,  because 
't  brings  correspond  lug  structures  more  accurately  and  more  quickly 
<ogi'ther;  second,  because  tlie  buried  kn<tts  are  decreased  in  number 
f*' ''iitirely  avoided.  The  secon<l  atlvantage  is  considerable,  for  the 
o'llky  catgut  knot  tends  to  ennse  snp[vuration  and  failure  of  union, 

f'losure  of  the  abdominal  wound  by  buried  catgut  sutures  is  made 
as  follows:^ 

The  needle  is  introduced  at  the  lower  extremity  of  the  wound  on 
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tiie  right  side,  aud  at  the  first  tlirust  is  carried  through  anterior  fuscia  I 
atxl  fuusck'  ami  |>eritt>neum.  As  the  ueedle  emerges  uii  thf  (»j>jK»site 
jkitleit  iiicJuik-:*  in'ritoneiun  antl  imisele  only  ;  the  fascia  i.s  mit  im-liidt-d. 
Tlw  *«uure  i<  then  tMUitiniied  as  a  nmning  siititre  the  h/iigth  of  the 
woiiiMi,  anU  in  turn  unites  the  perituiieum,  pistcrior  tasria,  and 
niit^'Jv.  It  is  *hen  crarried  baek  to  tlie  startiiig-jwjint,  whimtiiig  t<»- 
grthfr  ihe  anU'rior  fascial  edgcif,  Ironi  which  it  fintdly  emerges  on  the 
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MaUM  W     rttai'lHl  thfMlliK  <if  rectufl  miiBole  on  one  side,  belDK  8pUt  by  BClBSOn.    Blue  color 

'^1  I.  iM»  tlir  Ml   Imriiil  niiiiiitii;  rnteiit  sutiirv.     Tho  fiiilure  crnlinuH** 

,u,,  nf  III*' dlvliU'tl  fiisoltt.iiiKl  muacW.    UwJ  etilnr  rejirest-iUs  rtfll  mius- 

aT^j^  .  r  iif  rmiitilnj;  ottgiii  RiJturis. 

I'lyhl  altl***  ^w\  U  lied.  Fignre  01.  Tliis  is  tlie  only  htiried  knot. 
'ilM'  nulteUliUH'oiH  tat  i>i  no!  sutured  ;  it  fall^  intti  pluee  and  takes  care 
t»f  \\iii\i',  rhi>  t'hwniv  in  rtmijtlettHl  I<y  whijjping  together  the  margins 
\\\'  (h««  «UiM,  either  i^nU'iitainHmsly  or  Ijy  means  <if  the  over-aiid-over 
•Ml«'h,  ^vHh  Hmi'  t'lHgnt.  Tlir  suheutanenns  suture  ts  preferable,  Tlie 
\Mll«'t  lk>k«  ••■^''d  l»<'tlt  ntethtHis  re|>4Mite<lly  in  the  sam<'  wound  and  o\>- 
«t^'Vi*d  •u|»pMr«tit»n  in  tin-  |Mirl  closed  Ky  the  \vhi|>-slitch  only.  This 
ihuitlUv**  t^t»HM'«  \\\*\\\  the  ^liiphyUH'tH^'us  epiderniidis,  wliirh  the  sulv 
IHltMIHMHttt  vllhltV  diM^«  iHit  n'lider  active. 

lU  |«hl(H«  nf  iht*  ehriiiuii^ixed  e^itgnt,  the  fitrnialiU'liyde  eatgnt 
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be  used.  The  latter  resists  absorption  for  five  or  six  weeks.  Ttle 
closure  is  best  made  with  No.  1  or  0  size  ^iit.  TIip  method  of  the 
buried  suture  is  most  satisfuctorv,  especially  fur  luug  wound*;,  when 
the  ab<Iominal  wall  is  thin. 


the 


In  o|)erati«nis  for   ventral   hernia,  the  splitting  iif  the  Hhcath   of 
I  recti  muscles  aud  the  burieil  suture  will  be  found  most  eftective. 


Figure  91. 


FKJt'RE  D2. 
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j^;.; 


FmcuiI  marKina  of  wound  closed  by  second  tier 
™  "urii'd  ninninp  siiiture-  Snture»  uf  ihe  skin  ftnd 
••'  we  nol  fv presented ,  Thf  knot  Is  loosely  raadt-  to 
•jhistratf  prf>{>pr  manner  of  tvlns  buried  caljoit.  a 
•'njieiurn  in  tlic  first  Imlf  iinJ  a  rtouble  turn  in  Ihe 
•*^«i1  half  of  the  knut.  The  rt'Cll  muscles  are  now 
"««redinby  &scia. 


i!i 


\ 

Subfutaneoua  Bulure,  for  closure 
of  external  tiiari^lnsi  «f  wound,  bping 
iutrudu*:t;d.  Dtrfjktr  fusrial  »uturtM 
shown  below.  Doited  lines  indicate 
biirifjl  Butnri'  in  pluee.  The  nt-fdle 
used  for  the  iiitn>fluction  of  the  Bub- 
ruliinftui!*  suture  ^ImuM  he  wore 
Btrou^ly  curved, 


Stitch-abscesses  arc  very  liable  to  occur  unless  the  following  pre- 
caution!* are  ohserve<l : 

1.  The  abdomen  should  be  opened  with  a  sharp  scaljiel  which  will 
make  a  clean  cut,  not  a  ragged,  uneven  incision. 

2.  Great  care  should  be  used  during  the  operation  not  to  bruise  or 
tear  the  wounded  surfaces. 

3.  All  blading  should  be  arrested  before  closure  of  the  wound. 

4.  Absolute   asepsis   should    be   secured   in   hands,   instruments, 
sponges,  and  sutures. 

5.  The  sutures  should  uat  be  drjiwn  t<M>  tightly. 
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'  SImnild  suppuration  in  tho  wonnd  or  along  tho  fJiittires  ocfiir,  the 
sutures,  if  of  the  tiiroutrh-and-throutijli  vurit'ty  and  tied  on  tlu»  skin, 
should  be  at  once  romoved.  The  bitri('d  MUtnVe  must  l>e  left  in  pkice 
until  it  is  ahw>rht'd.  A  drcs<inp,  wet  with  a  saturated  solution  of 
boric  arid,  two  |>art!4,  and  aleoho],  one  part,  should  be  eontiiuionsly 
applied.  Free  drainiXjLre  by  inefsion  j^lioulrl,  if  nece.ssary,  be  estab- 
lished. Imniobili/atiitn  of  the  abdominal  walls  hy  a  rtVni  Itanda^ 
will  tend  to  prevent  separation  of  the  suppurating  wound. 


Si'ONGBS. 


In  nearly  every  extensive  alwlominal  seetion  nimieroits  spon^^s 
packed  into  the  abdominal  eavity,  nrtt  only  to  absorli  blood  and  other 
flui<I,  bnt  to  control  hemorrhage  by  }vressiire,  and  to  liold  tin-  intestine 
and  other  viseera  out  of  the  way  of  the  ojR-rator. 

Spottf/CH  Lost  in  the  Abdomen.  It  is  quite  imj>ossilde  dnrinp  the 
]>ro{rress  of  an  abdominal  section  for  the  operator  to  keep  tniek  of 
the  exaet  number  of  sjionges  which  may  be  inside  of  the  alxlomen  ; 
hence  numerons  humiliating:,  not  to  say  latal,  results  of  closure  of  the 
wound  anil  completion  of  the  operation  with  one  or  more  spmge.s 
remaining  in  the  peritoneal  cavity.  The  not  infrequent  occurrence 
of  tliis  deploralde  accident,  even  at  the  hands  of  careful  men,  is  the 
writer's  excuse  for  intro<lueing  two  personal  cxj>ericnecs  ;  verily,  how 
njueh  experience  one  may  get  fnnu  a  single  case  ! 

The  firitt  vane  was  one  of  extensive  suppuration  of  the  utcj'ine 
a])pendage.H  with  nearly  universal  old,  tinn  adhesions  tlirougjiout  the 
pelvis,  and  with  the  uterus  eidarged  by  infectious  endometritis  ami 
nietriti8  to  about  four  times  its  natural  size.  All  tlie  diseased  organs 
were  removed  by  abdominal  and  vaginal  section.  The  operation, 
es|>eeially  the  hysterectomy,  was  exceptionally  difticuU  and  tedious. 
The  broad  ligaments  were  so  .'^hort  and  thick  as  Xu  be  inaccessible  tVir 
tlie  ligature,  and  almost  for  the  clamps.  Each  ligmucnt  was  so  thick 
that  through  llic  vagina  it  had  to  be  clamped  in  three  parts.  The 
pitieut  Wii8  put  to  bed  apparently  nearer  dead  than  alive.  The 
writer's  usual  precautions  had  been  taken  to  prevent  closing  the 
wound  with  a  sptmge  inside.  The  sponges  had  been  brottght  to  the 
o|H?nition  in  sterili/.ed  packages  each  containing  eight,  so  that  the 
number  must  Itave  been  eight  or  some  niultipli'  of  eight.  Only  hirge, 
flat  gau7.e  spjuges  were  \\^{^*i.  The  operation  was  begun  with  the 
eight  sjHjnges  of  one  package^  which  were  etmntcd.  Two  udxhtional 
packages  of  eight  eaeli  were  required  in  the  course  of  the  ojK'nition, 
all  of  winch  were  supposed  to  have  been  accurately  counted  by  the 
nurse  in  charge  of  them.  Just  befoi*e  the  alMhtmiual  sutures  were 
intro^luced  tlie  nurse  was  direetetl  to  e<»unt  the  sjionges.  She  re|K>rted 
them  "all  out."  Al\er  the  intrtMluctit»n  ctf  the  sutures,  and  lief^ire 
they  were  tied,  she  was  told  to  count  thrm  again^  and  this  count  aliio 
made  the  number  twenty-four  and  '*  all  out."  With  the  evidence  of 
a  double  count,  that  there  could  be  no  sponge  in  the  abdomen,  the 
wound  was  clo.s4nl. 

Tlnve  hours  later  the  niirse  reportetl  that  one  of  the  gauze  sjionges 
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in  the  abdomon  o(nrl<l   not  he  fmiiirl.     After  consiiltiition   with 


two  colleajjiifii  it  was  deoiflecl  to  as 
lind  Int^n  lost  oiitsidf?  the  al 


\ 


lime  for  the  time  tlint  tlie  missing 
onic 


and  that 


itlv  thi 


8i)onge 

peritoneal  cavity  was  cle:tr. 

Convalescence   wjis   uninterrupted   till    the    tenth  day,  when   the 
stitches  were  removed.    At  this  time  there  was  ni>tic»ed  a  senii-reHonant 
cniuss  of  irrcsrular  ovnid  shape,  as  lai^e  as  a  medimn-sized  orang^e,  in 
the  region  oi  the  nii:ht  kidjiey  ;  it  irave  to  tlio  pnljiatiufr  hand  the  sen- 
ration  of  a   mass  of  gauze   mingled   witii  adtien-iif    intestinrs.     Two 
folleagues  agreed   that  it  would  he  wise   to   wait   for  tlevelnpments. 
Sixteen  houi>?  later,  at   11  p.m.,  the  nmss  had  inerease<l  in  size,  l>c- 
come  painful,  tlie  pulse  hud  risen  from  100  to  120,  and  the  tempera- 
ture from    99°    to   101'^.      There  was  slightly  increased  distention, 
accompanied    hy  a  tendency  to   pronoiiiieed    nausea.     A(\er  a   liasty 
consultation,   the  family  being  fully  informed  of  our  suspicious  and 
fears,  cljlorofitrm  was  hastily  given  and  the  ahdomeu  o|K'ned  directly 
over  the  mass.    The  incision  was  made  without  the  usual  assistants,  by 
artificial  light,  at  midniglit,  and  revealed,  not  a  sponge,  but  a  much 
('tiiarsred  kidney  surrounded  and  covered  by  Hrmly  adherent  intestines 
ltKi|ie(|  itnd  matt^'d  togctlier  in  an  irregular  mass.    In  working  through 
til*'   tliiekened,    unrecogni/ahle,    adfiercnt    parietal    peritoneuiu,    and 
Wtwcen   the   layers  of  visceral    [leritoneum  and   tlie  atlherent   int<'H- 
li  I  It's,  also  thickened   and   difficult  to  recognize,  t!ie   intestine  was  ac- 
ci*l('iitally  o|x-neiL     The  (tpening  was  inimetliately  re}>aired  witli  inter- 
rapttnl  Lenilx*rt  sutures,  and   the  abdominal  wound   elosed  without 
drdin. 

Three  days  later  the  contetits  of  the  small  intestine,  probably  the 
ti|>|i^'r  part  of  the  ileum,  aim<!  through  the  abdominal  wound,  and  an 
intestinal  Hstula  was  tlierrby  dennMistnited,  During  rhe  fnlhiwiag 
five  weeks  no  feces  pus^sed  by  theanu^:  all  bowel  evjuuMt ictus  cauie 
tlmiiigh  the  fistula.  Tlie  opening  was  so  high  in  the  b(>wel  that  nutri- 
tion was  seriously  impaired  and  emaciation  Ix-g-an.  The  fear  of  a  for- 
tntckhle  op-rat  ion  to  restore  the  integrity  of  the  bowel  increased  day 
^>yday,  Finally,  to  the  writer's  unsfM'nkable  ivlief,  in  the  sixth  week 
firal  inatlt'r  ap(>ean'd  at  the  anus.  The  fistula  began  to  contniet,  and 
in «  few  days  was  completely  closed.  The  kidney  enlargement  en- 
tjr«'Iy  sabsided,  and  repeated  urinalysis  showed  no  evidence  id'  fuue- 
tiniuil  Impairment. 

The  prolong<'d  anxiety  and  distress  of  such  a  case  are  beyond  de- 
^ription.  They  are,  both  for  the  surgeon  and  for  the  [)atient,  a  life- 
'li"rt<;niiiir  exy>erience.  The  Itunlen  of  this  case  was  lightened,  Hrst, 
'[/tlie  tdtiniate  recovery  nf  the  pafient;  second,  by  the  complete  re- 
'it'*  vvliich  sfie  has  since  exjjcrienced  from  a  distressing  intestinal 
'^tarrh  which  hat!  made  her  a  semi-invalid  for  fifteen  years.  This 
f^licf  is  attributed  to  the  continuous  rest  to  which  that  portion  of  the 
howel  below  the  injury  was  sidije«<t  while  tlie  fistula  was  open. 

The  Hirond  cam  was  one  of  intrn-ligamentous  ovarian  cvst  on  each 
One,  with  double  sactosid pin. \,  srrnsu,  and   iiniverstd  aiUiesions,     The 

rnges  were  carefully  coitnted  Ixdore  the  incision  was  made.      IJcfbre 
woiHui  was  closed  the  nurse  counted  them  {igaiu  and  rejiorted  one 
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Wkist^ntg,  After  a  search  of  fifteen  minutes  among  the  abdomlDal 
vbeeni,  the  nurse  in  the  meantime  loakiner  for  the  i^pon^'  <iiitsi<!e, 
it  could  not  Ih?  found.  In  ilw  hoyw  nf  findinp;'  the  sponge,  the  inri- 
jiititi,  pn'viously  short,  was  tlien  extended  to  the  navel,  prepamtory  to 
turnintj  out  tht^  intestiups,  when  the  nurse  found  itie  spunjjc  outside  ; 
it  had  Ix'en  eaivlossly  misphiced  in  a  jar  and  overk>oke<l.  The  patient 
ft)rttinatcly  recovered. 

These  two  eusen  ilhistrate  tiie  decree  to  wliieh  a  stirijeon,  with  all 
iht^  r«>s|M)]isil>ility,  may  be  powedess  to  pmt^'et  his  patient  a(::iinst  tho 
!ue(Urii"tiry  or  can-h'ssnrss  ni'  nn  assistant  whose  sJiorteoniin<;;s,  per- 
rhauee,  he  may  he  unahle  to  discover  until  it  is  ttto  late. 

The  preeautions  wliii'h  ujny  he  taken  in  ortlcr,  so  far  as  jx^ssible, 
to  jLPuanl  ajrainst  an-identally  leaving  a  sponjj^e  in  the  al)dominaI  cavity 
are  as  fallows : 

1.  All  sponp'S  should  be  »o  large  as  not  easily  to  be  overkMiked  by 
tlie  o|M'rator.  If  sea-spon«res  are  usfMl,  let  them  all  be  the  larjrest  flat 
spniitTcs,  and  nt'as  nearly  nnirorni  si/c  as  pnssibh',  Gau/e  sjMin^es  are, 
howi'ver,  preferable.  They  should  be  made  of  ^o<h1  absorbent  ^auze 
in  four  thieknesses,  and  should  be  of  unifurm  J5ize,  at  least  six  inches 
vride  by  twelve  to  sixteen  inches  long.  All  spinning  can  be  done 
with  large  as  w<"ll  as  with  small  sponges.  Ijet  tlie  smaller  ones,  tlien, 
Ih»  discarded.     They  serve  no  usrful  pur|>ose. 

2.  All  sponges  <lc'signf'd  tor  ahdoniinal  section  should  be  kept  in 
|«\ekag«.'s  of  eiglit  each.  Ttiis  number  will  suftice  for  tlic  onlinary 
oiKTation.  If  more  are  n<'e<led,  adthtional  jMickap's  may  Ik*  opened. 
As  s<K)n  as  a  package  is  o[H'ned,  the  spiuigcs  .sbonUl  be  a(*euniitely  re- 
ciMintcd  and  reconk'd.  TIjis  pitniiautitui  will  invariably  fix  tlie  nnnihcr 
foranv  openilion  at  eight  or  a  i)uilti]ilc  of  eight. 

l\.  Toward  the  close  of  the  n)M>r;itioii  (he  >pouges  should  be  again 
iXMinttnl.  lvx|K'ricncc  has  shown  that  nnd<  r  the  demoralizing  iuHuenee 
of  hurry  and  excitement  which  often  go  with  the  r-lose  of  a  desjK'rate 
OfW'Wtion,  tin'  nurse  in  charge  of  (he  sjMHiges  is  liable  to  bhnnler  in  the 
f^Miit.  It  is  well,  therefore,  that  tin-  count  l>e  repeated  two  or  three 
^jfnr-,  «nd.  if  possible,  by  different  individuals. 

practical  means  of  avoiding  the  htss  of  sj>ongcs  that   may 
Iji^,  j.Mckcd  into  die  abdomen  is  to  liavc  them  lastfncnl  together 

iHi  WfOHU**  "f  *^^'*^  '•/  "i'''!*'*^^'  strips  of  tape,  the  slrijis  being  almut 
|%V4Xv  uu'he«  long,  fhic  niigbl  readily  o\erhKtk  one  s^wuge  in  the 
gil\k\\,  l>Mt  he  eoulil  hardly  overlook  twct.  iloreover,  sponges  fast- 
^mpjl  I,  ^  III  this  way  are  easily  counted  when  removed.  The 
|j||u  ^».  .a  >ii»gle   tape  to  each   sponge  and   letting  the  end 

^^,  i;«    olyectionablc,    for  many  protruding  strips  ^d' ta|)e 

^^  way  of  the  op«rutor,  and,  what  is  wor-e,  one  or  more 

^t  uleiitnlly  slip  in  anil  be  lost. 

r,  wimse  every  energy   is  era|dtH'ed   in   tlie  effort   to 

^.  ,,»  of  ojKjration,  cannot  stop  ft»r  sp^mge-eoimting  ;  yet 

M  a]»preciatc  the  satisfaction  which  lies  in  the  abso- 

i(  ev«-rv  spotige  is  out.     The  writer,  therefore,  now 

.'vuv  hv  which  the  number  of  sponges  may  at  a  glance 

»rtv  one.     It  i^  this  :  .\t  the  time  of  closing  the  wound 
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the  sponges  are  arrangied  in  rows  of  ibiir  each  on  a  table  covered  with 
.sterilized  toweh     The  aubjeet  is  ^ui  urgent  tliat,  even  at  the  risk  of 
eming  triviality,  the  accompanying  illustration  is  introduced. 


FtnrnK  OT. 


Q- 


t 


Sponeet  •rranged  In  rows  of  Tciur  cuch. 

Tliere  are  manifest  advantairp^i  in  not  having  the  sponges  washed 
cinring:  the  operation.  A  siiffiriont  niimlxr  should  Sjc  providnl,  so 
that  they  may  always  be  nsed  dry,  iirid  diseardt-d  ani  soon  as  lliey  are 
«oik'tl.  In  this  way  the  opcratur  may  dispense  witli  one  assistant, 
flw*  *])onge~was!ier,  and  so  limit  the  ilanger  of  infection. 

Dreeaing  and  Bandages.  The  ordinary  <'onibination  aseptic  dress- 
iDijof  gauze  and  woo<l-wo(il  or  cotton,  secnred  hy  strips  of  adlu'sive 
•latter  und  a  firm  abdominal  bandage,  will  sulhce.  Tlic  nurse  should 
K*  cautictneil  to  use  care  lest  the  dressing  ami  bandage  slip  up  iind 
«X[Hisf'  the  Itnver  euil  of  thf  wound.  It" a  vulva  dressing  is  also  used, 
it  shouhl  he  kept  s(»|)arat('  from  the  alulominid  <lressing,  for  otherwise 
fluids  may  passhy  ea[)i]laey  attraetiiui  from  one  to  the  other ;  ttjis  may 
Explain  the  fact  that  stiteli-absecsscs  usually  bi-gin  at  the  lower  end 
of  the  wound.  \i  is  well  to  use  two  abdominal  bandages,  fuie  to  reaeh 
frtun  the  hips  to  ihc  umbilicus  or,  if  necessary,  higher,  and  the  other 
to  hip  over  the  lower  part  of  this  and  reaeh  to  tlje  mithlle  of  the 
tl«ijy;hs.  The  lower  hmidage  keejis  tlie  dressing  frmn  slipjiing  upward. 
It  niay  be  looseueil  for  movement  of  bowels  ur  urination. 

In  non-siippumtive  eases  in  which  there  is  little  proliaijility  that  the 
•Vduiid  will  have  to  he  tlrcssed  or  otherwise  disturbed,  it  is  better  to 
•pply  the  drosings  and  secure  them  liy  perforated  adhesive  [tlaster, 
a>!.li()«n  in  Fi«riire6  1*4,  95,  and  IMj.  Tlie  woinid  having  been  dusted 
trci'ly  with  uo^ophea  is  eovered  Hrst  In*  a  single  layer  ol'gan/e.  This 
L''«ii/.c  is  ma^Ie  fast  by  means  of  collodion,  as  shown  in  Figure  94,  A, 
hi  onler  not  U*  eoutine  any  possible  secretion  which  should  escape 
'roiu  the  wnund,^  the  collodion  should  surround,  but  shouhl  not  cover, 
tli<'  line  of  uni<tn.  On  this  layer  of  gauze  is  pla<'e<l  a  layer  <if  absorbent 
'ttoij.  Figure  Jt4,  li;  and  over  the  cotltiu  a  sec<md  layer  of  jiranze, 
igure  94,  C  which  also  is  made  fast  In-  collodion.  A  few  aihlilioual 
iyer»  of  gauze  are  now  loosely  placed  over  that  part  of  the  dressings 
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plaster  instead  of  the  usual  abdominal  binder,  are  as  follows :  1,  the 
wound  is  protected  absolutely  against  exposure  by  the  carelessness  of 
nurses,  who  are  prone  to  permit  the  alKlominal  binder  to  be  displac(Kl 
upward,  and  thereby  to  leave  the  wound  exposed ;  2,  the  dressings  of 
the  gauze  and  cotton,  secured  by  collodion  and  covered  by  perforated 
plaster,  give  the  patient  much  less  discomfort  than  the  ordinary 
cumbersome  dressings  of  large  quantities  of  gauze,  cotton,  and  other 
absorbent  materials,  which  are  held  in  place  by  the  conventional 
abdominal  binder. 

2.  Vaerinal  Section. 

The  \'aginal  route  for  opening  into  tlie  {leritoneal  cavity  is  often 
wreferable.  The  incision  may  be  made  either  anterior  or  posterior 
TO  the  utenis — i.  <".,  between  the  uterus  and  rectum  or  between  the 
meras  and  bladder.  The  technique  of  the  procedure  varies  within 
wide  limits,  and  will  therefore  be  aescril)ed  in  the  discussion  of  s{XK;ial 
jmewrions.  See  Vsiginal  Section  in  the  chapter  on  the  Treatment  of 
Pelvic  Inflammation. 

3.  Saxsral  Besection. 

Hvswwol^Hiiy  and  other  intra-pel vie  operations  have  been  performed 
th»wik  an  owning  made  by  resection  of  the  sacrum  after  the  method 
t%'  VT«f^<^  *****  \-alue  of  the  method  has  not  been  established.  The 
i«rtr»r  "i*  t^W^nxnl  for  further  information  to  the  literature  of  the  sub- 
^is^i  hK  K««sk»*  and  others.* 

^..•rttrfv-a  .>f  ih*  Kn»kp  mt'thocl  may  be  found  In  a  paper  by  E.  E.  Montgomery,  Traoi< 
.« J^  riw  v«<«»-*n  A»*»clatlon  of  ObBtetrlclana  and  Oynecologfate.  1891. 
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DRAINAGE  IN   MAJOR  OPEBATIONS.* 

Two  classes  of  dniinngt'  cases  present  thenif^elves :  first,  cases 
whicli,  up  to  the  time  of  o|H^rati<iu,  are  free  frani  infeeticm  ;  secomi, 
cases  iu  which  infeetion  has  oceiirred  previous  to  the  of>eratioti.  To 
the  first  clasps  belong  solid  and  ey^tic  tnniurs  and  tubal  prej^naneies 
which  have  not  i)econie  infected  ;  to  the  second  clajis  belongs!  pelvic 
inflammation  in  its  various  forms  and  stages,  such  as  inflaniination  of 
the  Fali«rpian  tnbe  and  ovary,  including  jK'lvic  abscess,  pyosalpJnx, 
and  infeeteil  tumors. 

Drainagre  in  Non-infectious  Cases.     In  these  cases  the  alleged 
indication  t«ir  drainage  i.s  the  removal  of  blood,  serum,  or  other  non- 
infectious fluids  sucli  as  niigliit  otherwise  acetimulate  in  the  peritoneum, 
and,  if  left  there,  become  infectious.     Both  experiment  and  experience 
have  shown  clearly    tlnit  the   non-infected  Kl<Mid  and   serum   which 
may  a<*cumulate  in  the  peritoneum  after  a  cleari,  adetjiiate  o]>eration 
have  little  or  no  ])ower  for  harm.     Serum  and   liquid  blood  are  nip- 
ully  absorbed.     (Joagulated  blood  may  be  absorbetl,  or  it  may  become 
t'limijisulated  and  gradually  removed  by  the  action  of  leucocytes;  or 
it  may  become  organized  and  remain  harmless  for  an  indefinite  period. 
Both  blood  and  scnmi  arc  excellent  culture-media  for  microbes  ;  hence 
the  necessity  to  keej»  them   non-infectious  by  aseptic  surgery.     The 
peritoneum  has  great  prrwer  to  resist   infection,  and  is  known  to  take 
lip  and  dispose  of  large  quantities  of  infectious  material,  even  with- 
out (jminnge.     Recent  studies  and  experience  prove  tliat  the  drain  is 
oftfn  more  potent  as  a  medium  for  the  intrmluclion  of  sepsis  than 
for  the  removal  of  it.    Drainage,  tlierefore,  after  a  clean  op<'ration  in  a 
case  not  hitherto  infected,  is  contraitKlicated. 

Drainage  in  Infectious  Cases.  Bacteriological  exanu nations  of 
rppro(i  tic  five  organs  removed  tor  chronic  inflammatory  disease  fre- 
'pmitly  show  that  the  pus  is  sterile,  or,  if  organisms  are  present,  they 
i^:iy  be  inactive  at  the  time  of  the  oju-ratiou,-  *'  In  forty-four  speci- 
iJens  of  ovaries  and  tulles,  organisms  resembling  gonococci  were 
found  in  six  cover-glass  prepanitions,  but  did  not  grow  in  cultures. 
Tile  staphylococcus  albtis  and  aureus  and  streptoccwcus  were  found 
<>Ji€e  in  culture.  With  these  exceptions,  the  forty -four  cases  were 
negative.  Fifty-six  ut<'ri  were  examined,  in  none  of  which  were 
orgjinisms  found  iu  culture, 

"These   results   in  general   coincide  with   the   reports  of  Menge, 

'Ontof  the  most  vnluoble  crmtrUititioii*  yet  made  to  the  subject  fif  peritonp&l  rlmicmfce  U 
pfW  thf  pen  of  Dr.  J.  O.  Clark,  KcsiJi-nl  iSynec-olij^jel  in  JohiiR  Hopkltii  HotpJtal.  The  imthor 
nil  Ki*<li<  numpr*>u»  uflaptntlons  from  lliis  paptr,    Si-c  A  merican  Jouraal  uf  Obstetrics,  May,  1897. 

•  riarli.    AmtTican  Juurtial  af  Obaletricv,  Juiiti.  1897. 
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Schauta,  Reyraond,  and  MagiH.'  In  the  examination  of  one  hundred 
and  forty-four  cases  by  Scliaulu,  i*trc[>toco(Tci  arjd  sta[*liylucoi'fi  were 
found  four  tinifii.  Mr!irr(.  Ims  observed  (ho  slaphyliimei-us  miee  in 
twenty-six  ca.-es,  and  Morax  onee  in  thirty-three  eases.  Cases  of  [nieu- 
mitooecus  infeetionliave  l>een  reported  hy  Zweifel,  Fnurmiel,  and  Wert- 
heim.  A  fatal  jvueuniococcus  j>entonitis  followed  tlie  iiiftM-tion  in 
certain  eases  oi'  Froniincl  and  Witte.  Reyniond  and  iMagill  helievo 
that  a  sal[>ii>gitis  may  be  prodneed  by  the  colon  baeillus,  and  think 
that  it  tjatns  entmnee  throiisj-h  adhesiotis  or  tliromg'h  close  propiiU(uitv 
to  the  intestine."  Fvtnn  g;eneral  review  ol'  the  IjaeterioloLaea!  <'on- 
ditiojis  ill  these  eases,  we  eojielude  that  at  the  titne  *^f  »»]ieration  the 
initial  infeetini::  organism  has  largely  tlisaiipeared  and  that  infection  of  j 
tlie  peritoneum  from  the  diseased  area  is  therefore  not  likely  to  occur,  fl 

Formerly  the  escape  t»f  the  smallest  qnantity  of  pus  into  the  jM^ri-  ^ 
toiieinn  dnrinjr  an  opemtion  was  considered  an  ini|»enitive  indieutiitn 
for  cirainac^e.      Now,  it  follows   from   the  foreyroin^^  ]Kira<:;rdj»hs    that 
even  lur«!:e  tjuantities  may  escape  and^  heinir  p<Tf<'etly  free  from  viru- 
lent or  active  niierobis,  not  rail  t\tv  draina*^e. 

Comparison  of  Results.     Large   nunihers   of  drained  pus-cases       ' 
and  equal  ninnbers  of  like  eases  not  dmined  uniformly  show  u  strong  fl 
prepf»nderance  of   reeoveries  in   the  non-tlniinage  series.     This  pre-       , 
ponileranee  is  eonvineintj  proof  that  the  drainage  w;is  at  least  useless. 
The  lai'iier  mortality  in   the  drained  eases  is  attributable  to  infection 
introduced  ihrongh   the  drain. 

Evil  Results  of  Drainage.  In  addition  to  t!ie  greatly  increased 
danger  id  ready  mentioned  from  the  direct  introdnction  of  infection 
through  the  medium  of  the  drain,  the  following  evil  results  are  not 
infrequent  : 

1.  Obstruction  of  the  bowel. 

2.  Feeal  fistula. 

3.  Vesical  com jilieat ions. 

4.  Hernia. 

1.  OhxtrudioH  may  wcur  from  adhesions  set  Uji  by  the  irritating 
presence  of  the  drain.  An  ailherent  intestine  shai^pfy  kiidied  may 
suddenly  bectune  Inijienueable,  or  gradirally  contraetiMg  bands  may 
slowly  shut  otfifs  Inruen.  Most  Irequenlly  the  ob^*truetion  is  partial, 
and  gives  rise  to  const ipatinu  and  grijttng  pains  for  t]ay?.  irr  weeks  after 
the  ojjeration.  In  such  eases,  when  fata!,  tlie  aiit<ipsy  has  usnally 
shown  the  intestines  matted  together  around  the  drainage  cavity  in  an 
unrecognizable  mass. 

2.  Fectti  Flxtiihi  is  the  fieensional  resnlt  ot'  neerosis  from  direct 
piTSBure  of  the  drain.  The  irritatiny:  jiresenee  of  a  ganw  drain  may 
contribute  to  an  intlaniniatidu  so  destructive  as  to  pro<lnee  necrosis 
and  e«»nseqiieiit  (istula.  If  the  b«iwel  has  been  opened  during  an 
operation*  and  has  been  well  repaired,  the  dj*aiii  is  unfavorable  to 
union  and  is  contni-indicjited.  If,  however,  the  intestinal  opening 
has  been  made  deep  in  the  pelvis,  or  is  otherwis<^  s(>  iiiaecessilde  as  to 
prevent  thorough  suturing;  if,  in  a  word,  union  is  improbable,  the 
drain  is  indieatei!  as  a  means  ol'  exit  ior  fecal  matter. 

1  AnnftlB  of  Surgery,  1846. 
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;].  ['rsif'o/  f 'itmjifirafhnK  Tin-  territivrv  to  lie  (IniiiiiMl  is  usimlly 
in  nl4>se  rehitioii  wflli  tlir  hhuMd*.  liiHainiiKition  ;iroiniil  IJie  dniin, 
therefore,  nitiy  give  ri?;p  to!ullie;sionf;  l>et\vo<.'ti  the  liladdor  and  adjiuriit 
orgatis,  «ir  may  invade  tho  hladdt'r;  iu  cilher  cii.'^e  vesical  diijtiirb- 
ance  more  or  Ie*is  severe  may  arise. 

4.  Hernia  in  drjiiiecl  eases  is  iiiiieli  more  eorniiH)i)  tlian  is  nsualtv 
siijtposed.  This  is  befutise  the  dr.uri  separates  tlie  fhs<'ial  sheaths  nf 
tilt"  reeti  muscles  ami  uthrr  siirtaces  ^vhieh  otherwise  woidd  inmndi- 
aU'ly  unite ;  the  small  hreaeli  tliiis  riiiidi-  in  the  wall  increases,  ami 
more  i>r  less  hernia  is  tiie  v<'sult.  Hernia  less  often  results  ihnn 
Vrtginai  than  iVoin  alxlominid  drainage 

To  Prevent  Infection,  and  thereby  to  avoid  the  necessity  for  drain- 
age, is  an  essential  purpose  of  every  alidomiital  section.  The  siihjeet 
maybe  summed  up  in  the  propiisttion  that  the  opeintion  shonUl  Im? 
[NTloraieil  in  such  a  way  us  not  to  require  drainage.  This  involves 
the  Ibllowing  precautions : 

1.  Insure  thorough  asepsis  of  hands,  instruments,  and  other  apjili- 
JWces.     8ee  ChajitiT  11.^  on  Antisc*plics  and  Asepsis. 

2.  Wherever  the  peritoneum  is  injured  or  sacrttici*dj  let  the  injured 
|Tari,  if  ]M»ssible,  be  covered  hy  adjar'cnt  jH'ritoueum,  This  may  rc- 
(jtlire  nnmeroU".  sutures  and  eandVil  jdastic  work. 

3.  Control  hemorrhage,  if  jvractieable,  even  to  small  m>zing  |>tunts. 
This,  for  want  oi*  time  or  for  other  reasons,  may  be  impracticable.  It 
luav  then  Ikc  safe  to  leave  small  accumulations  to  be  taken  uji  by  tlie 
peritoneum  rather  than  by  a  drain. 

4.  Avoid  all  nnneeessary  injury  to  the  tissues.  All  traumatisms 
favor  sepsis.  Iki  the  operation  adcijnately,  but  with  the  least  possible 
amnunt  of  operating. 

•>.  As  a  most  important  jirecantiuu,  let  the  bowels  he  evacuated 
tlu>n>ug|dy  liefore  beginning  the  openition.  Even  u  quantity  of  gas  in 
tlie  bowel  is  a  source  of  danger. 

ir,  during  the  oj>eratiou  pns  ruptures  into  the  peritoneal  cavity, 
>t  shod  hi  be  removed  as  soon  as  possible  hy  careful  sp(uiging. 
If  the  pus  is  sterile,  the  sponging  is  sntticient.  li'  there  is  reason 
to  fcjii-  that  it  is  septic^  the  ]>entoneid  cavity  shonkl  be  freelv 
irTipatetl  with  a  nornud  salt  solution,  six-tenths  iif  one  j>er  cent, 
f "Wk '  mlvtwates  thcknuigh  pi^ritoneal  irrigation  whenever  any  pus 
eoiiifs  in  contact  with  the  |MTitoneum.  lie  says:  "  For  tin-  last  three 
ypars  it  has  been  onrcustojii  not  oidy  to  irrigate  the  abdonn'nal  cavity 
thorrmtrljly  after  all  operations  where  pns  or  itth<'r  fluids  have  cseapi'ii, 
hiit  fn^tpioiitly  alsr>  to  leave  as  mticli  as  one  litre  of  salt  solution  in 
tlic  ]x*ritoucal  cavity  before  closing  tlu'  abdftminal  wotnid,"  The 
writer  cannrtt  loo  stningly  uige  the  retention  of  cousiderablc  salt 
solution  in  the  abdouu'n  after  irrigatiiui.  It  is  mpidly  absorbed,  and 
tnojt'by  not  ojdy  carries  out  sr^ptie  matt<"r,  but  increases  the  arterial 
pre^stire.  Moreover,  the  fdliug  of  the  alidimieu  with  fluid  displaces 
thi'air  thai  would  otherwise  be  rt^tained  in  the  jfcrittuieal  cavity  after 
cKisiire  of  the  wound. 

The  usual  method  of  flushing  out  the  abdominal  cavity  by  means 

'  Aincricttu  Juurnul  of  Obsletrtca,  May,  18'J7. 
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vf  rtormal  salt  solution  p<»ure<l  tliroiigh  the  wound  into  the  cavity 
from  it  pitcher  or  fltisk  is  in  nuuiy  cases  <jiiilc  InatK-qiiatc,  because  the 
cavity  may  he  sn  iillcd  with  vise-era  that  the  sohitimi  thus  iiitrmJiicccl 
cannot  reach  tlie  (lcc|iGr  portions  of  the  ahdomcn  nr  pelvis.  This  is 
esjtcciullly  true  in  cases  of  short  incision.    In  order  to  make  the  flush- 
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Apparntus  fur  flunhiiiK  out  iibdomina)  cavity,  crnisistiiiB  of  n  metallic  runnel-likf  rosyrvolr 
with  two  hundlL'S  t>i  In.-  hfld  ttlnivi"  the  li*vcl  «..f  thv  jxiticut-  A  ruliJwr  tuln-  Ihrce-fnurtlifs  of  an 
itjcli  in  diami'UT  IvmU  from  tlx*  rewrvoir.  At  lliu  »'1hI  ot  the  Uihe  may  t>e  atUtLihvfl  a  canuU. 
or  B»  shown  in  the  ri>.'iirL-  a  ftir(;ef)ei,  fur  the  purpttsc  of  Lurrying  the  solulioti  to  llu-  tii't-per  parts 
of  lh«3  pc"rlltnu-al  eiivitj-. 

ing  effective,  the  sfitution  may  he  intr«Kli(ce(l  tlironph  a  cannla  attached 
tn  a  ri)l>bcr  tuhe,  the  tiihe  hwling  frf»m  a  reservoir  alHive.  The  end 
of  this  c!tntih>  e;m  he  passed  throiijjh  the  wuimd  ntid  iiia<le  to  transmit 
tlie  sohitlon  thorotiirhly  to  all  jiarts  of  the  pei*iifvnea!  cavity.  A  very 
practical  snhstitnte  fur  thr*  (»:inida  is  shown  in  Ftgnrc  97.  The  suit 
solution  is  hch]  in  a  Cittincl-liUc  metallic  reservoir,  to  which  is  attached 
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a  nibber  tube  at  least  three-fourths  of  an  inch  in  diameter.  At  the 
end  of  this  tiilx^  is  fastened  a  Icmtj  strai^lit  ])ressnrf'-foree]is,  a.'^  shown 
in  Figure  97.  By  means  of  this  forceps  the  end  of  thv  rubber  tiilje 
may  be  carried  into  any  part  of  the  jX'Htoneal  cavity,  and  the  soUition 
rapidly  and  thoroti^dily  introduced  in  very  lai^sje  qnantities.  Duriu|r 
the  pHX-es-s  of  flushing' additional  quantities  of  sohition  may  1m?  poureij 
tn»m  pitchers  Into  the  n]etalli<'  reservoir.  By  this  means  many  tral- 
lons  of  solution  may  he  readily  and  rapidly  broutrht  in  eoutar-t  with 
every  part  of  the  pi-ritoneal  cavity. 

It  is  a  weli-known  principle  in  phyt<ics  that  a  stibsfancc  will  un- 
dergo combustion  or  sohition  much  more  rapidly  in  a  finely  divided 
state  than  whon  it  is  massed  together.  The  same  principle  may  he 
applied  to  the  disp4>sal  of  foreign  niutttT  in  the  jH-ritoneal  cavity.  In 
MMscateli«»'j*  experiments  the  leui'fuytes  could  easily  surroimd  the 
^nialler  foreign  biMlies  and  i-arry  tin^ni  into  the  general  circulation 
tijroijgh  the  spaces  in  the  diaphragm  ;  where  the  liodies  were  larger, 
aiaiiy  leuci^ytes  were  required  tor  this  tiisU,  and  the  removal  <^»f  atill 
larger  particles  could  ordy  In-  accomplished  after  their  encapsulation 
and  subsequent  slow  disiutcgmtioii  by  the  lencoeytes.  His  exix^ri- 
ments  also  demonstraled  that  there  exi.sted  an  intni-[»eritoneal  current 
csipable  of  trans|>ortiiig  carmine  bodies,  even  against  the  force  of 
gnivity,  from  the  pelvis  to  the  diaphragtn,  Wlien  to  these  conditions 
we  add  the  pruvetl  fact  that  the  normal  peritonenm  can  take  care  of 
a  large  amount  of  infectious  matter  without  danger  to  the  animal, 
it  appears  that  then'  can  be  no  question  that  it  is  better  to  disinte- 
grate anil  distribute  infectious  matter  rather  than  allow  it  to  remain 
in  a  localized  area/' ' 

The  general  indications  and  contraindicaitions  fur  drainage  will  ap- 
pear from  the  foregoiiig  paragniphs  to  be  as  follows:  In  n  clean  opera- 
lion,  one  in  which  not  only  the  pus,  but  also  the  sac  containing  it  is 
rcruoveil,  and  in  which  tlieretbre  no  disieased  surfaces  are  left  open  to 
wrete  septic  matter  and  keep  u()  the  supjily,  dnunage  is  contrain<li- 
ate<l.  The  n(»n-septje  fluids  and,  to  a  lituitcd  extent,  the  septic  fluids, 
will  be  taken  up  an<i  disptjsed  of  by  tlic  [writoneum  more  safely  than 
k  the  drain.  On  the  <ither  lianil,  when  pus-])roducing  surfiiees  are 
li'H  without  <lrainage,  they  nuiy  continue  to  Ije  a  persistent  source  of 
itif'-ction,  and  the  supply  of  septic  matter  may  be  gn-ater  than  the 
iJt'rifoneum  can  take  up.  Then  one  of  two  resrdts  must  follow  :  either 
"Kilioive  |X'ritonitis  is  set  U|t  around  the  diseaseil  parts,  and  the  infcctetl 
l''rritor\'  is  W{<lled  nlf  by  plastitr  cHusion  ;  or  the  nuicro-organisms  and 
ihcir  |K>isonous  jmMliiefs  arc  spread  tlu'oughout  the  |>eritoneum,  and 
tluiioe  p<:>ured  in  fatal  quantities  into  the  genend  cireidation.  Under 
iJk':h?  cronditions  <lrainage  is  indicated  at  the  time  of  ojje ration.  If, 
after  operation,  purulent  fluid  !)ecomes  wallcfl  off,  no  time  should  be  lost 
Jn opening  and  draining  the  abscess    The  intlications  for  drainage  arc :* 

1.  General  septic  peritonitis. 

2,  The  presence  of  a  ni<l ns  of  infection  whence  septic  matter  must 
fontiniic  to  Ix'  proj)agated.    This  nuiy  l»<!  an  open  intestine,  an  abscess, 

» ci«fk. 
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a  cyst,  an  infected  Jitnii]at«x*ek',  or  a  large  aiiiMiiiit  of  necrotic  tisi»iie 
vvhioh  eaiinot  W  sall'ly  retntiveil.  The  iiuliealion  nuiy  he  clear  wlien 
oKi  aucl  extensive  atUiesitiiis  are  j>reMvnt,  vvlieii  an  al)K-ess  nr  an  inreetetl 
hteiiiataeele  occurs  in  tlie  ]wplvic  cellular  tisf^ne,  or  wtien  a  cyst  is  so 
firmly  mlhcrent  and  necrotic  that  it  cannot  willi  t^afety  be  entirely 
removed.  In  these  conditions  the  drain  gives  an  outlet  for  the  septic 
Huid  and  tlie  broken-down  nc^erosed  tissue. 

3.  Heniorrliage  wljicli  cannot  be  controlled  by   suture,  ligature, 
teni|Kjrary  pressure,  ur  liol  sponges. 

Different  Forms  of  Drainagre. 

Tubular  Drainagre  is  usually  through  soft  rubber  or  f?mall  glass 
tubes.    For  drainage  tli rough  the  vagina  rubber  is  preferable  to  glass, 

Kifil-RK  98. 


Vac^nal  gause  drain  ezUiDdins  from  Dougliu'ii  pouch  to  Ute  rulva  for  capninry  drainage. 

The  tulie  is  e.s|KH"ially  u.seful  as  a  medium  for  drainage  and  for  wash- 
ing out  septic  cavities,  such  as  abscesses  which  have  been  walled  otF 
fn«3i  the  general  |K.'ritoneuni.  The  jire.sence,  hmvevcr,  of  a  tube  in 
the  jxritoneal  cavity  usually  {^au.^es  in  a  few  hours  the  surrounding 
organs  to  be  fused  togethi-r.  The  s|mee  whicli  TJie  tube  ocenpicd  is 
then  iHtialed  from  tin*  retnaiiid*'r  of  tiie  peritoncuni,  an<l  is  the  only 
»pace  whi<"h  it  can  ]K»ssihly  drain.  For  this  reason  tul)nlar  drainage 
in  the  alwJonieii  has  been  largely  <liscarded. 

Capillary  Drainage.      Tlie  fotjiinuous  strip   of  g:tuzc  has  Ir^'H 
extensively  used  for  capiUary  p4-ritoneal  dndnage  through  both  the 
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vaginal  and  the  alxlominal  vvfiund.  As  stated  in  the  foreEjoing  para- 
^iphs,  it  is  applicable  to  tiie  st^coiul  and  third  iiidtcationH  for  rlrainnge. 
The ro  are  two  priiifi[>al  hidJcatioiis  tor  tSio  iisti  ofiraiiz^'  [xiuking  in 
alMlominal  and  pelvic  nperations  :  1,  H<'niiirrha<:^(' wliieh  cannot  be 
praotically  contr<»l!fd  in  any  otlit-r  way  without  inuhily  prohtnging  the 
operation  ;  the  packing  then  nsed  in  inunediately  a  compress,  but  if 
left  longer  than  is  iiceessarv  for  hciiio.static  pur|>oses  it  lieconicsa  capil- 
lary drain.  2.  Tlie  dc^^irability  of  fpiarnntiniug  the  field  of  operation 
from  the  general  pent(tncal  cavity.  The  rapitlity  with  wiiieli  adlie- 
sions  form  aroinid  the  piu-king  is  well  kn^wn.  In  a  few  hours  the 
septic  area  is  shut  ot^'  from  the  general  peritoneum  by  adhesions,  and 
in  thi*  way  septic  fluid  is  walled  otf  and  mostly  confined  within 
narrow  limits. 

The  above  use  of  the  gaii/c  should  not  lie  confounded  witli  its  use 
a^  a  drain.     The  value  of  gauze  for  drainage  as  usually  uiKh-rstood — • 
that  is,  for  the  removal  of  any  Huid  which  may  lorni  in  the  peritoneal 
cavity —is  probably  overcstimatetl.    The  ]ieritoneum  has  oflcn  denion- 
sttatetl  its  ability  to  take  care  of  large  tpiautities  of  secretioti.     if,  as 
raany  assert,  it  be  true  that  the  presence  of  a  drain  excites  the  secre- 
tion of  large  quantities  oC  Hui<l  which  would  not  otherwise  be  seci-eted 
at  all,  it  follows  that  the  drain   is  often   not  so   necessary  as  t!ie  large 
miajuities  ol"  fluid  which  it  earries  «ilf  seem   to   indicate.     Clearly  it 
would  l>c  absurd  to  use  a  drain  tor  the  [turpose  of  ciirrving  off  seere- 
\\mf>  wliieh   it   had   itself  proihieed.     Moreover,    the  gauze   packing 
"flen  acts  as  an  obstruction  to  the  removal  of  fluids,  and  may  tltere- 
fore.  if  required  as  a  drain,  have  to  be  n^^vA  iu  conjunction  with  tuiiu- 
lar  drainage. 

AMommal  Drainage,  if  eniphmnl,  niay  tie  either  by  the  tubular 
or  by  the  capillary  method.  The  route  from  the  pelvis  to  the  abd(>m- 
iiml  wound  is  hmg  and  iu  close  relations  with  the  bladder,  intestines, 
and  omentum,  which  organs  shrjuld  have  no  neeessary  relatiim  with  the 
fif^ld  of  operation,  but  wliieh,  tVoni  i-imtact  with  the  lirain,  are  imfortu- 
nutt'ly  liable  to  infection,  adhesions,  ]>erforati«wi,  and  hernia.  More- 
"ver,  the  long  sinus  left  nftcr  the  removal  of  the  <lrain  is  often  slow 
to  Iu*:!!,  and  its  outtM*  end  is  prone  to  contract  rajtidlv  and  leave  in  the 
{•t'lvis  a  troublestime,  undrained  or  imperfectly  lirained  jKH^ket.  Fur 
lliCjiit!  reasons  the  abdominal   route  is  olijeetitmalile. 

Should  it  be  necessary  to  drain  tbrotigh  the  abdomen,  a  small  glass 
till)e  or  g:iuze  may  l)e  nseil.  The  f  inner  should  be  long  enough  to 
r«ioh  to  the  bottom  of  the  jxdvis,  and  is  kept  iVom  slijiping  irito 
"10  alxhinien  by  a  flange  at  the  lUJter  vw\.  This  form  of  dniinage 
nm- be  useful  in  o|K>ititions  fiu-  peritonitis  and  f<ir  the  renn>val  of 
!*«.'n)Uf«  effusions.  The  wound  is  dresscil  by  packing  gtuize  over  it  and 
amond  the  protruding  f>ortion  of  the  tul>e.  A  |>erforated  thin  sheet 
f»f  rubber  tlain  is  suiippcd  over  the  flange  aiul  a  mass  ol'  ab.-^nrbeut 
teuton  i.s  placed  over  the  end  of  the  tube  and  envehtped  in  the  rubber 
*JfliM.  The  ci>tton  aiisorbs  all  the  draimige-iluid.  It  should  Ijc  re- 
iM.'Wi'd  often  enough  to  keep  it  clry.  The  rubber  dam  conHne."^  the 
*lr3inagt*-fluid  to  the  cottt^i  and  thereby  protects  the  dressings  proper 
from  moisture.     The   fit  time   fu"  the   removal   of  a  drain  is  when  it 
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ceasos  to  drain  or  when  little  fluid  eonics  througli  it.  In  draining 
for  nrtn-f^nppnmtive  ciincs  the  iir^^t  flnid  is  tK^tialiy  a  dark  b]oo(1y 
sornm.  When  this  diminishes  in  quantity  and  Ix't'onics  light  odlort**! 
or  colorktss  tite  drain  should  l>e  removed.  A  glai*s  dnnn  ^*h*Hlld  be 
turned  around  tvviee  daily.  This  is  to  prt'vcnt  jxirt?;  of  the  onu-ntum 
i'viYXw  working  thoir  way  into  the  s-mall  holes  at  the  inner  end  of  (he 
tulx".  Sucli  an  Jieeident  may  givr  j^reat  tntulile  in  the  final  removal 
of  the  tube.  On  this  acemint  it  is  lu-tter  to  itse  tubes  with  only 
the  large  o|>ening8  at  tlie  two  ends,  and  without  the  *>nmll  periVira- 
tions. 

FlUCRE  90. 
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KeltliM  sraail  gluss  draitiftB*-'-Ujl>e. 

Vaginal  Drainage.  The  route  from  the  |K'Ivie  cavity  to  the  vagina 
is  short  and  direet;  heiree  the  vaginal  drain  is  generally  preferalde. 
If  in  the  operation  an  opening  between  the  jielvie  eavi(y  and  tlie 
vagina  has  not  hci'ti  tiuul*-,  aJiti  dminage  is  neei-ssury,  it  is  often  betlt-r 
to  make  the  opening  for  tJiat  purpose.  The  great  advantages  of  the 
vaginal  route  are:  1,  niinininni  risk  of  hernia;  2,  natural  and  de- 
pel iih'iit  drainage ;  3,  more  !ralisfaet<.iry  convalescence.  The  safety 
i>f  this  route,  ns  shown  by  exjH'rienee,  de{>eiids  lai'gely  upon  the  pre- 
vious thorougli  disinfeeti((n  oi*  the  vagina. 

The  manner  of  intr^wlueing  a  )r\\n/p  (hain,  wli*^t!i(T  abdominal  of 
vaginal,  is  as  folhnvs:  The  <'nd  of  a  continuous  strip  of  diiulde  gauze, 
witli  the  edges  turne<l  in  and  slitehed  together  U^  prevent  fnyijig,  is 
doubh'd  backward  am!  iorward  uj>on  itself,  like  the  folds  oi*  a  fan, 
from  the  part  to  be  dnnn<'d  to  the  .'surface.  Over  this  an  external 
dressing  is  jilaeed  antl  (diangiHl  as  often  as  it  iKJCornes  .saturated.  Fig- 
ure 9H  shows  a  vaginal  drain  in  place. 

Tlic  time  for  removal  ctf  gau/.e  varies  with  the  pur|Kisc  for  which 
it  was  used  r  il"  to  efintrot  heniiu-rliage,  it  may  be  removeil  in  twenlv- 
four  hours  ;  if  for  dniinag<',  it  may  be  h-ft  five  days,  unless,  as  oceaS'itm- 
ally  happens,  it  acts  as  an  impediment  to  drainage.  The  writer  repeat- 
etMy  has  observed  jKilients  to  shc>w  signri  of  septic  absorption  ou  tlie 
hceond  or  third  day  after  au  abdominal  operation,  when  removal  of  the 
gatixe  was  follovve<l  by  a  gush  of  pent-u]>  ilnid  an«l  (>rf>mpt  relief  of 
all  urgent  sympt<uns.  It  i.s  not  usually  uet^i'ssary,  after  ri'iuoval  of 
the  original  clrnin,  to  introibiee  fresh  gauze.  If  at  any  time  the  o|H^n- 
ing  terjds  to  contract  too  rapidly,  or  drainage  becomes  imperfect,  the 
gauze  may  be  renewrwj  or  a  tube  may  I>e  inserted. 

The  rtamiral  dicfHm  tV,  or  han  been,  *'  Whai  in  doubi^  di^in."  If, 
howrrer,  ffw  irritntinfj  injfnntcc  of  t/tv  drain  ig  to  cr/jtw  the  ttccriiion  of  ^ 
flitid,  irJtieh  nthvrwim'  would  not  hf  Hccreted  ;  if  tlw  pcriiimrtim,  Itfi  to^^ 
UtteJf  i»  cnpfd*/t'  *f  Inkinfj  up  and  dijtpmint/  of  hin/r  fpuintilir.s  of  jiuid^ 
eifen^  (o  nonu'  rjrtcnty  of  scjitif  Jfnid  ;  if  the  drain  ift  morv  pront  to  intro- 
duct  than  tn  carry  ont  Hrpitia — fhtn  the  dictum  may  have  to  be  reverert^ 
"  When  in  doubt,  don't  drain:' 


CHAPTER   VIII. 


AFTER-TEATMENT  IX  :MAJ0R  OPERATIONS. 


^ 


After-treatment  in  Simple  Gases. 

The  jjreat  majority  of  aMorainal  sectionn,  if  pmi^rly  performed, 
re  followed  by  normal  convalesicenco,  and  therefore  require  little 
letive  treat  men  t. 

Rest,  bodily  and  mental,  is  the  first  consideration.  The  patient  is 
tol^e  place*!  in  a  ]>ed  previonsly  warmed  by  mean*  of  hot-water  bottles 
or  baj^.  If  there  is  a  tendrney  to  sbwk,  the  warm  applications 
should  be  left  around  her.  The  careless  use  of  hot-water  bottles  or 
ril)l»er  bags  lu'fore  recovery  from  the  amesthesia  has  ocensinnally 
rv-^ulted  in  seriotis  burns.  In  one  ease  the  writer  observed  an  enor- 
mous blister  on  the  outer  surface  of  each  thigh  ;  in  another,  on  tjie 
8ole  of  the  foot.  Both  patients  sustained  deep  sloughing*  uf  the 
cutaneous  and  subeutanerius  struetures,  which  finidly  refpiired  exteu- 
fivc  skin-grafting.  As  tlie  freezing  of  wat(^r  in  a  pi|H'  nit>re  readily 
takes  place  wlien  there  is  no  circnlaticui,  so  in  ciiuditions  of  shock, 
whon  the  eirenUition  is  feeble,  burns  are  more  liable  to  occur. 

The  patient  is  usually  kept  on  the  ba<-k  for  two  or  tliree  duys.  She 
is  apt  to  attribute  to  this  positiotr  the  inevitalile  j>:iin  and  discomfort 
from  the  aniesthesia  and  the  operation.  It  may  then  he  wise,  if  she 
insists,  to  turn  her  on  her  sido.  If  she  *loes  not  have  the  exf>i*cted 
Hiff,  she  will  tlu-n  more  ri'adily  assume  tlie  dors;d  position  and  more 
Isitiontly  wait  for  the  natural  subsidence  of  pain  and  diseonifort, 
which,  if  all  goes  well,  a  little  time  is  sure  to  bring. 

Rest  for  the  stomach  is  desiraltle.  A  variable  degree  of  irrita- 
hility  of  the  wholt-  digestive  tract  is  the  common  result  of  anicsthesia, 
♦'■*p(!cially  in  e^ses  of  ab<londnal  section.  The  vouiiting  and  nausea 
••r  this  .state  are  nither  inrreased  than  diminishetl  by  ilriigs,  IocmI,  anil 
•Irink.  Thi-  only  treatnu-nt  is  to  withhold  them  until  the  toxseuiia 
ol"  llic  aruesthe.-^ia  has  piissed  off.  Jo  some  «ise.s  the  exception  niny 
Iw  niaile  «d"  giving  slowly  a  teacnpful  iff  hot  water.  This  nusy  lie 
promptly  thrown  up,  but  it  will  wash  out  tlie  stomach  and,  jx^rehance, 
K'vea  little  relief.  The  knees  may  lie  dniwn  up  into  the  most  cfim- 
fortahle  jwtsition  and  supported  on  u  pillow  or  roll.  The  judgment 
aii'l  discretion  of  a  wise  nurse  will  furnish  a  guide  more  useful  than 
liic  most  elaborate  rules.  The  best  nurse  will  move,  wh<'n  possible, 
3l*>ii{;  the  lines  of  least  resistance,  or,  when  necessary,  will  use  a 
fi^'ntle  firmness  that  inspires  eonfideoce.  She  will  carry  her  [jatient 
pwt  the  critical  period  with  the  miuiuium  of  friction  and  discomfort. 
Thf  exelnsion  of  relatives  and  friends  from  the  be»lside  is  usually 
iraperalive,  and   will  not  be  difficult  if   properly  managed.      They 
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have,  pHThaps,  tmvcHetl  long  distances,  ami  sorioiisly  lu'lieve  that  the 
comfort  ami  ooiisi>!atiijn  whtcli  they  ahtne  <nm  ^]vv  are  hitrlily  rs.scntial  ^J 
to  the  patient's  reeoverv.     They  must  he  tuhl   in  kin<lly  htit  [Jo-iitivL*  ^M 
wonls  tliat  the  results  *tf  ex|)erienee  iti  thunsauds  (if  eases  (h-motistrate       * 
the  necessity  of  ahsttlnte  *juiet;  that  tlie  presenee  ui'  the  Inishuml,  the 
mother,  or  other  near  relatives  exeites  emotion  :  that  ennttion  eon- 
sianes  energy,  of  whieh  the  patient  has  none  t<t  sjMire.     Siieh  a  state-  ^A 
raent  is  usually  sufficient ;  if  not,  the  surgeon  must  enfor<'e  whatever  ^M 
regulations  the  welfare  of  the  patient  may  tletnand.      If  she  beeonies 
restless  an<l  anximts  heeause  tlie  relatives  art^  kept  out,  it  may  he  well 
txj  admit  them.      Most  patients,  luHvever,  during  the  lirst  two  or  three 
days  do  not  :tsk  for  them,  and   many  [)rei"er  mit  to  see  tht'Oi,      Fre- 
quent spnnge-Liathing,  eare  to  keep  the  hed-elothing  under  the  patient 
smooth^  and  sneh   otlier  mintir  attenti<ms  as  only  a  go(Hl   niirse  can 
suggest,  all  e^mtrihute  ttt  the  desired  end — rest. 

The  Bowels.  If  the  tem{)erature,  pulse,  au<l  ivspirations  are 
normal,  or  nearly  so,  and  there  is  no  ahdiimiual  distenfion  nor  nther 
unfavorahle  sign,  rmtvenu-nt  of  the  bowels  njay  he  deferrr<l  until  the 
s<ieond  day  ;  then  they  should  Iw  mctveil  by  an  enema  or  a  mild  eathartie. 
Some  surgeons  eommenee  inimcdiati'ty  after  the  ojK'nition  with  half- 
grain  doses  of  calomel  givf-n  every  half-hour  until  eight  or  ten  doses 
have  bi-en  given  or  the  l)owels  aet.  If  there  i.s  no  aetion,  the  ejdome! 
is  immediately  f«»llowed  by  a  .saline  purge,  or  an  enema,  or  both. 

Early  eatharsis  is  a  goiMl  prewmtiini  against  srpsis  and  p<'ritnnitis, 
and  may  be  usi-d  in  all  t'asc^s  in  which  these  eomjil illations  are  espe- 
cially feared.  In  (lerfeetly  normal  eases  It  is  nnneeessary.  Early 
movement  of  the  bowels,  hiiwever,  is  desirable  in  all  cases.  After 
the  initial  nnwenient  they  should  Iw  kejjt  regular  by  eatharlies  or 
enemas,  or  l>oth. 

The  Bladder.  (Jlreat  eiintion  is  neeessary  to  protect  the  ]iatient 
against  the  dr|flaral»l»'  aecidt'nl  itf  overthnv  of  the  blaihlcr.  Fretpieiit 
urination  simuld  always  excite  suspicion,  and  ghonld  \w  regarded  as 
an  urgent  indication  to  pass  the  catheter. 

Pain  of  variable  degree  is  usually  pii'sent  during  the  first  day  or 
two.  Opitun  antl  ils  prepinitions  lock  up  the  .seeretittns,  induce 
nausea,  arrest  peristalsis,  canst'  distention^  and  mask  any  symptoms 
whieh  otherwise  might  give  warning  of  a[>proae!iing  danger;  they, 
moreover,  eounteniet  the  intluenee  of  cathartics,  and  wonhl  therefore 

Srove  a  si?rious  obstacle  if  it  Ix-eame  necessary  to  move  the  bowels. 
.  ueh  drugs,  if  given  at  all,  should  be  given  witli  great  eireums|KHni<»n. 
Phosphate  of  eodeia  creates  less  nausea,  const! pati(U),  and  other  di}»- 
turl>au('cs,  than  opium  or  morphine;  the  liy(»«Hlerfnie  use  «»f  it  in  half- 
grain  doses  is  sometimes  p(^rriiissihlc,  during  tlie  fiivt  twenty-lour 
houfrf,  to  alhiv  n«>rvous  irritation  and  [Kiin  and  to  insure  tiet-ded 
n'}*t.  There  arc  conditions  of  great  nerv<»us  irritation  in  winch  mor- 
phine in  full  doses  is  strongly  indicated.  ISee  Hyftterical  Vtmiiting, 
Chapter  VIJI. 

Thirst.  "Oh,  for  a  Rood  drink  !"  is  .me  of  the  first  calls.  The 
eotnmou  practice  of  witldiulding  water  jis  a  roiifinr  is  mil  to  Ik?  eom- 
mendnl.     In  the  abfa-'iiee  of  naus>ea  it  tiuiy  be  given  eohl  or  hot  in 
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,te,  even  in  satisfying,  quantities.     The  anitmnt  may  be  left  to 

tlie  dijscretion  of  an  intt-llippiU  iiurjie.  Charged  wittei*s,  ginger  ale, 
clmm^iagne,  and  other  such  drinks,  whito  |X'nni.s!=^ible,  are  not  usually 
nipilred,  and  may  dn  harm. 

Food.  Except  in  *-asi'S  of  exhaustion,  finxl  is  to  be  withheld  for 
one  or  two  dayt*.  It  i-«  usual  to  commt-noe  feeding  after  the  U^wtls 
aet  or  flatus  passes.  Eructations  of  g:is  from  the  stomach  are  an 
indication  for  withholding  food.  The  downwanl  juasf^age  of  flatus  is 
a  gootl  prognostic  sign.  "  Qui  n'rpiftif  ritaf.^'  Tiie  diet  f(jr  ihe  fii"st 
f(fjw  days  h  preferably  milk,  with  or  without  limo-watcr,  beginning  in 
»mall  doses  ami,  aeronliug  to  the  toU'ranrc  ttf  tin'  stoniueh.  gnidually 
increased.  A  teii.spoonful  at  a  time  may  Im*  givi'U  at  tirst,  and  re- 
pcnteil  in  thirty  minutes.  If  this  is  tolcnitc<J,  the  doses  may  after  a 
frvr  hours  l>e  doubled,  and  so  on  till  several  ounces  at  a  time  are  given, 
Finidly,  after  two  or  three  days,  if  all  gO(*s  well,  the  amount  may  be 
rgely  increa^ted  until  full  quantities  arc  taken. 

GettinfiT  Up.  The  j>atient  may  sit  up  about  the  end  of  the  third 
WHik ;  if  the  ineisiou  was  long  and  the  union  is  not  quite  firm,  she 
'ishouid  be  kept  in  bed  hmger. 

After  the  sutures  have  been  removeil  the  wound  is  to  be  dressed 
M  l)efoPe,  except  with  prr^ressively  lighter  dressings,  for  a  jK*riod 
of  two  weeks.  The  new  cicatrix  should  be  supjMjrte<l  first  by  straps 
of  adhei>ive  plaster,  and  later,  when  the  jiatient  begins  tit  walk,  by 
a  properly  adjusted  clastic  bundage.  A  variety  tif  suitable  bandages 
may  be  found  at  the  instrument  or  drygoixls  shops.  Tiie  bandage 
should  l>e  worn  continuously  in  daytime  for  six  months.  A  lighter 
flannel  bandage  may  be  used  at  inght. 

After-treatment  in  Complicated  Gases. 

Shock  associated  with  abdominal  section  is  the  same  as  after  other 
operations  and  injuries.  If  it  occurs  during  the  (tixratinn,  use  at 
once  the  extreme  Trendelenburg  position,  and  flcxHi  tlie  [jeritoneal 
cavity  with  a  quart  or  more  of  normal  sidt  solution,  six-tenths  of  1 
percent.,  at  a  tenijieniture  of  105°  F.,  and  complete  the  operation  as 
soon  as  possible.  After  the  o|xjratiou  elevate  the  foot  of  the  bed. 
Among  other  measures  for  the  treatment  of  .^luM'k  are  the  application 
of  dry  heat  to  the  surface  ;  the  hypi:Klerniic  administnition  of  strych- 
nine sulphate  ever>'  four  hours  in  doses  of  one-thirtieth  nf  a  grain 
each;  the  free  hvpcidermic  use  of  whiskey,  at  least  four  dmchms  evt^ry 
hour;  the  hy|Mxlermic  injci^titm  of  two  grains  of  camphor  dissolved  in 
ten  minims  of  sterilized  olive  oil,  to  be  given  every  hour;  and  copious 
liigli  reetal  euemata  of  warm  normal  salt  Si)lutiou,  to  be  retained  if 
>Hsible.  Shock  is  most  a[»t  to  oct'ur  wheti  considerable  bloixl  has 
m)  lf»st  during  the  npi  nitii>n  ;  whether  from  this  cause  or  not,  the 
iirjrcnt  indication  is  to  fill  the  bltMMlvessels,  imd  thereby  increase  arte- 
rial pressure.  The  most  efiective  means  t(t  this  end  is  hy)wKlernu>- 
clyniH;  this  is  the  infusion  through  an  aspim tor-needle  of  large  <iuan- 
fiti»*  of  normal  salt  solution  directly  into  the  tissues.  It  is  usual  to 
JHtrtKluce  deeply  under  eiich  breast  at  least  eight  ounces,  and,  if  indi- 
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cated,  to  repeat  in  the  outer  thigh  or  abdominal  wall.     See  Hypoder- 


moclvsis. 


di 


Secondary  Hemorrhage.  It  is  oft^^i  difficult  \ 
orrhagc  from  s^hwk.  The  fonner,  if  po-st-uperativey  is  usually  slow 
and  may  not  dt^lare  itself  until  several  Inmrs  after  the  nperatiim. 
The  latter  more  eoninionly  begins  some  time  during  the  operation. 

])kt<iHOH'tii.  The  symptoms  ftf  hemorrhage  are  well  knowu.  The 
patient  has,  JK^^haps,  rallied  well  from  the  operation,  with  j^o<xi  pulse 
and  teniperafui'e.  Presently,  or  within  a  few  hours,  there  are  symp- 
toms of  approaching  collapse — i.  r.,  rapi*l,  thready  pulse,  subnormal 
tem|>erature,  pallor,  sighing,  gaping,  and  eolfl  surface.  U  these  symp- 
toms appear,  the  presence  of  mueh  clotted  hloiHl  in  llie  dniinage-liibe 
may  clear  the  diagnosis.  The  gauze  ilraiii  wuiihl  show  a  stain  of 
deeper  red  tiiau  ordinary  blood  serum  should  make.  Both  of  these 
signs,  however^  may  fail. 

If  there  ts  no<lniin,  one  may  often  wofk  a  small  glass  female  cathe- 
ter through  the  wound  between  the  slitrfies.  Hemorrhage  would  then 
declare  itself  by  the  presence  of  clear  Idood  in  the  catheter.  In  eases 
where  hemorrhage  was  feared  the  writer  has  occasionally  tied  tlie 
sutu!"es  in  how-knc>ts.  This  facilitates  the  reopening  of  part  of  the 
abdominal  wound  for  fliagnostie  purposes  and  obviates  the  necessity 
of  reintroducing  the  sutures, 

Trmimmf.  To  n-open  the  wound,  find  the  source  of  hemorrhage, 
apply  a  lig:iture  or  a  pressure-forceps,  sponge  or  wasli  out  the  ctivity, 
and  close  tiie  wounil  with  the  |>atient  bordering  on  eollapset  is,  indeed, 
a  serious  undertaking.  If,  howe%'er,  there  is  hemorrhage,  any  other 
attempt  to  cheek  the  bleeding  is  not  only  uselcvss,  but  a  dangerous 
waste  of  time. 

HilpadennodifxiH.  Next  to  the  ligatui'e,  the  most  effective  means 
of  combating  the  results  of  hemorrhage  is  the  hypxlernitc  injection 
of  large  quantities  of  normal  sidt  solution.  The  strength,  according 
to  Bacon,  should  be  not,  as  generally  direct4*d,  six-tenths  of  one  per 
cent.,  but  ab4)Ut  eight-tenths — /.  c,  eight  parts  in  one  thousand.  An 
even  teaspoonful  of  table. salt  in  a  pint  of  water  is  a  .safe  and  reliable 
approximation  to  the  rerpiired  .strength. 

The  technique  of  this  simple  and  most  valuable  procKlure  is  as  fol- 
lows :  The  saline  solution  and  the  apparatus  for  its  iujoetion  are  steril- 
ized  by  boiling.  The  solutifin  having  been  boiled,  is  now  cooled  to 
the  projier  temiterature,  sjw  110''  F.  The  surface  through  which  the 
needles  are  to  l)e  intro<luc^Hl  is  steriliKcd,  and  the  nee<lles,  as  shown  in 
the  diagram,  are  thrust  ileeply  into  the  cellular  tissue  under  the  skin. 
The  solution  flows  from  the  bottle  or  funnel  by  its  own  weight.  An 
elevation  of  four  or  five  feet  is  necessary  to  make  the  ilui<l  How  freely. 
Constant  gentle  tna.sisage  over  the  injected  area  will  pnunote  the  dis- 
tribution and  absorption  of  the  fluid.  Ten  or  fifteen  minutes  will 
usually  suffice  for  the  introduction  of  a  pieit  of  solution.  If  the  aj>- 
paratus  shown  below  is  not  avatlabl<%  a  glass  funnel  attached  to  a  large 
hyiMKlermic  needle  by  means  of  a  long  rubber  tube  is  an  adequate 
substitute.  The  fluid  passes  rapidly  into  the  circulation,  immediately 
increasing  the  arterial  pressure;  the  prtx'edure  gives  rise  to  little  or  no 
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pain.     It  is  sometimes  necessary,  aftt-r  an  exhausting  hemorrhage,  to 
inject  at  intervals  as  raiieh  us  tliree  or  four  quarts  in  a  single  day. 

The  prime  inclJeattou  toiiiorease  arterial  pressure  is  ordinarily  more 
^^afelyand  quite  as  effectively  tultilled  by  this  method  as  by  the  direct 
*  injection  of  blood  or  salt  solution  into  the  vessels.  When  the  loss  ttf 
blood  has  amounted  to  between  one-fourth  ami  one-half  of  the  entire 
quantity,  some  prefer  to  throw  the  solution  dircetly  into  a  vein.  This 
demands  the  greatest  care  in  asepsis  and  extrt'tue  precaution  against 
the  intDKhietiou  of  air.  High  rectal  enemata  of  salt  solution  are 
uaeftil,  but  less  rapiiUy  effeetive  than  hyptxlermoclysis. 

The  hemorrhage  having  ceased,  the  subsequent  treiitment  is  the 

FiauRS  100. 
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Appantufl  finr  hypodermoplj-BiB.  Thu  fiinnel  contalnK  twenty  ounp*«.  A  rubber  tube,  with 
•hatooattachiMV  cri^nnt-ctHTIt  witli  n  V-Bhapect  glt^m  tub«.  Two  8in«U  rubVier  tubea  coanoct 
this  with  larvv  asj>lrat<>r-ii(-e<llfs  or  lurgc  hypcxlermic  pciints.  Tbe  injectioii  may  be  made  into 
th«  thishe,  alxloiuinal^wall,  or  under  the  breasts.  Theaubmammary  region  is  UHuallyaclect«d.''i 

same  as  that  for  shock.  If  food  is  not  tolerated  by  the  stomach, 
rrctal  alijnentation  should  be  used  every  four  hours.  A  good  com- 
bination for  tlii.s  purpose  consists  o(  the  white  of  an  egg^  three  ounces 
of  peptonized  milk,  and  one  ounce  of  whiskey. 

Sepeis.  The  phenomena  of  sepsi.^  are  often  considered  under  the 
name  peritonitis.  There  are  two  varieties  :  first,  plastic  or  adliesive  ; 
fieoond,  exudative.     In  the  plastic  variety  adhesions  may  form  around 

»  Dr.  C.  8.  Bacon.    International  Clinics,  vol.  i.,  Becoad  8erJe«. 
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the  diseawd  area  ;  in  this  wny  tlit*  infection  may  be  shut  off  from  the 
general  |x'rit(>neiim  and  coniintHl  williin  narrow  limits.  In  tlicoxudii- 
tive  variety  the  plastic  nr  th-fcnsivi-  ai'tion  '\>  aliseiitor  iiiadeijitate,  antl 
the  iiifeetioii  theret*u-e  sinvads  tliruughout  tlie  peritoneum  and  seti?  up 
a  rapid  and  fatal  bloml-poisoiiinnr.  It  i«  a  mistake  to  attribute  the 
evils  i»f  sepsis  to  the  asstM-iated  j»erit^>nitii<.  The  ititlainniatory  priK*e*KS 
if?  an  effort  of  nature  to  protect  the  genend  system  apiinst  infection  : 
if  plastic  anil  adhesive,  it  may  snec'eed  ;  if  exudative,  it  nsnally  fails. 
It  is  the  infeetiun  that  spe<'ially  endangers  life,  not  the  asfwieiated 
peritonitis,  wliieh  may  or  may  nut  save  it.  Sepsis,  then,  or,  to  use  a 
Detter  term,  infoetioii,  may  be  clinically  classified  as  follows: 

1.  LoKilized  infection. 

2.  General  infection. 

L  Lorafized  fnfecfwn.  This  usnally  finds  tt«  expression  in  tlie 
form  of  an  ahset'ss  at  the  seat  of  the  o|>eration.  It  may  be  around 
an  inf<'cted  (>edirlc,  suteire,  or  ligature.  The  nidus  may  be  a  surface 
laid  bare  in  the  opcRition  and  not  covered  by  peritoneum,  <ir  it  may 
be  pathological  tissue  whteli  could  be,  or  at  least  was  not,  rentoved- 

The  symptoms  are  those  of  septic  absorption  :  they  are  rapid  but 
usually  strong  pulse,  variable  elevation  in  tenijjcnitnre,  IrK'alixefl  pain, 
Bweats,  chilly  sensations,  with  little  or  no  tendency  to  collapse.  Kx- 
amination  will  usnally  show  a  progressively  enlarged  swelling  in  the 
pelvis.  This  is  usually  felt  by  conjoined  exaniination.  Stitch-abscess 
may  give  rise  to  the  same  symptoms,  but  usually  in  less  degree. 

Treatment  is  simple  and  Siitisfaotory.  Under  anaesthesia  the 
abscess  shou]<l  be  promptly  opened  and  drained.  The  dnunage- 
channel  is  usnally  tlirough  the  incision  by  which  the  [writoncum  was 
entered  in  the  original  operation — i.  c,  through  the  abdomen  or 
vagina.  If  a  dniinage-tube  is  already  in  the  wound^  there  may  be 
spontaneous  rupture  of  the  abscess  into  the  tube.  In  an  aggravated 
case  it  is  sometimes  best  to  make  tlimiigh-and-through  drainage  from 
the  abdominal  wound  to  the  vagina.  Rubber  tubes,  not  gauze,  are 
best  fiir  drainage. 

2.  General  Infection  of  the  Pcriioneum — k  c,,  exudative  peritonitis, 
so-called — is  fatal.  Every  abdominal  sui^eon  is  painfully  familiar  with 
the  charaeteristic  symptoms.  He  has  <leserie<i  them  from  afar  as 
one  may  discern  the  tlark  cIoihI  upon  the  horizr>n.  In  the  balance 
between  hoj>e  and  fear  lie  has  "watched  tlie  anxious  face,  the  drawn 
expression,  the  progressively  rising  temjM'rature,  the  nausea,  at  first 
attributed  to  amestliesia,  then  as  this  subsides  the  vomiting  of  sepsis 
whieli  takes  its  place,  the  frcqiit^nt  rcgnrgitatiou  of  lale  mixed  with 
bhHxl  ami  mucus  and  growing  darker  and  flarker.  He  has  recogni3W.Ml 
the  gradual  falbuvof  the  pulse,  iirst  weak,  then  riuming,  then  tliready 
to  the  vanishing  point,  the  j>aretic  an«l  distending  bijwels,  which  refuse 
to  act,  the  rapid  respirations,  the  cohi  extremities,  the  staring  eye«, 
the  wide  nostrils,  an<l,  finally,  the  inevitable  cMtllapse. 

Tretitnu'nt  is  utterly  us<deHS.  The  symptom-group  just  outlined 
may,  howevr-r,  l>e  present  in  less  grave  conditions,  among  them  the 
local,  circumscribed  infection  above  describe«l.  Htfwel  distention, 
vomiting,   fever,  and   rapid,  weak    pulse  nniy   l>c  also  <lue  to  causes 
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other  than  general  ]M?ntoTieal  infection.     In  view  of  this  possibility, 
therefore,  active  treatment  may  he  iiKlieated. 

The  first  effort  ^l»«ml<l  be  directed  Uy  the  moveraent  of  the  bowels. 
Tr>-  calomel,  one-half  grain,  every  half-hour  iiutil  the  bowels  have 
acted.  Let  this  be  followed,  if  neces.^ry,  by  the  solution  of  citrate 
of  magnesium,  a  wineglassful  every  fifteen  minitles,  or  more  if  the 
stomach  will  tolerate  it.  Copious  rectal  enemuta  may  stimulate  the 
bowels  to  act,  or  at  leaj?t  to  expel  the  flatui*.  The  enemata  may  be 
of  .stiff  Castile  ^oap.siid*;,  with  a  dnielnn  of  tiirpentitie  thoroughly 
mixed  in  each  pint.      It  may  be  a  mixture  of  glyeeriu»  Epsom  sjilt, 

^snd  water,  each  two  ounces,  or  a  quart  of  olive  oil  or  linseed  nil.  A 
urge  enema  should  be  given  slowly  tlirough  a  long  re/ctal  tube  intro- 
duced as  high  as  possible,  with  the  patient  on  the  left  side.  The 
muscular  walls  of  the  bowel  in  tfris  condition  are  generally  paretic; 
hence  the  great  ilitticulty  in  stimulatijig  them  to  contract  and  by  peri- 
stalsis to  expel  their  contents. 

Whiskey,    stryeliniue,    canqdior,     ammonia,    rectal    alimentation, 

land  other  supiwrting  measures,  as  described  for  ihe  treatment  of 
shock,  may  be  used  in  modemtion.  Under  such  management  pa- 
tients wMth  symptoms  like  those  of  general  peritoneal  infection  may 
recover. 

The  free  use  of  powerfid    toxic  drugs,  as  a  routine  practice,   is 

L deplorable  ;  desperate  conditions  dn  not  neressarily  oall  f(U*  desperate 
measures;  tliese  <lriigs,"  unless  useil  with  the  best  judgineut,  may  take 
away  the  only  reuiuiiiing  rlianee  for  life  from  a  patient  already  over- 
burden^Kl  witli  the  toxaemia  of  .sepsis. 

Hysterical  Vomiting.  In  about  1  per  cent,  of  abdominal  sections 
the  operation  is  followed  by  vomiting,  frequent,  violent,  prolonge<l, 
and  exhausting.  The  nervous  depression  is  profound  ;  tlie  pulse  may 
rise  to  170  or  180  to  the  minute.  The  condition  may  continue  for 
eeveral  days,  with  final  recovery,  or  may  pass  into  collapse.  The 
pathology  of  this  phenomenal  nerve-storm,  with  tlie  stomacli  for  the 
storm-centre,  is  unexplained.  It  may  be  due  to  toxa?niia,  or  to  local 
irritation  .similar  to  that  which  prtKlnces  the  vomiting  of  pregnancy. 
The  causes  are  widely  ditTerent  from  thf>se  of  the  sepsis  above 
described.  There  is  little  or  no  fever  ;  the  temperature  may  be  sub- 
normal, as  in  shfK'k ;  the  bowels  are  seldom  distended.  There  is 
simply  coloss<al,  almost  ineessiint,  vomiting.  Starvation  and  the 
violent  exertion  of  the  vomiting  soon  exhaust  tfie  [latient.  The  rela- 
tion of  the  stomach  disturbance  to  the  associated  nerve  depression 
may  be  causative,  concurrent,  or  resultant. 

Treatment,  The  vomiting  sometimes  suddenly  ceases  without  ap- 
parent cause.  The  remfival  of  the  sutures  or  of  a  drainage-tube  has 
been  followed  by  prompt  relief.  In  one  case  in  the  writer's  pnictioe 
the  vomiting  promptly  and  permanently  ceased  upon  simply  re-open- 
ing the  lower  end  of  the  abdominal  wound  ;  nothing  abnormal  was 
found,  and  the  wound  was  again  closed* 

The  diagnosis  once  made  to  the  exclusion  of  septic  jieritonitis,  the 
treatment  is  simple  and  effective.  It  is  the  free  hypodermic  use  of 
morphine  in  floses  sutheient  to  allay  all  nervous  irritation,  to  induce 
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sleep,  and,  above  all,  to  fjive  the  stomarli  ami  bowels  rest,     t'fnder  tlie] 

infliieure  of  miirjihine  fcKxl  i.s  retained,  and  in  two  <ir  tliroe  duvh  tlie 
patii-nt  recovers.  The  indication  also  is  for  liv]>(MkTmie  injectiuiis  ot* 
stryehniiie,  one-thirtieth  of  a  grain  every  fonr  hours,  and  for  rectal 
alimentation. 

Obstruction  of  the  Bowels  as  a  post-operati  \'e  accident  is  not 
uncotnnion. 

ihuMA,     In  addition  to  non-snrgical  causes  wliich  may  at  any  time 
be  present,  thert^  arf  those  cjiusos  that  result  direetly  from  tln>  ttp-ni- 
tion.     The  bowel  uiiiy  l)e  bent  sharply  npnn   itself — /.  f.,  knuckled  sn 
as  to  make  occlusion  at   t\w  point  of  flexure.     If  at  tlie  same  time  B 
adhesions  form  at  or  ne-ar  the  point  of  flexure,  immobilization  takes  V 

ftlace  ;  the  bowel  cannot  Htrfiit^hten  Itself,  an<l  the  obstruction  is  estab- 
ished.     Sometimes  a  jjart  only  of  the  circumference  of  the  l>owel  is 
constricted  either  in  a  hernial  o|»cniiig — Littr{'*.s  hernia — or  between 
bands  of  adhesion.     The  diverticulum   looks  like  a  nipple  as  it  pro^ 
trudes  from  tlie  convex  surface  of  the  inl<*stinal   loop.     On  relieving 
the  constriction  the  nipple  disappears,  leaving  a  deeply  indented,  dark 
blue  ring.     This  form  of  hernial  obstruction  is  nartial,  and  thiTcfore  ^ 
less  sevens  than  when  the  bowel  is  entirely  cjcclude<l.     Vomiting  is'^l 
less  free  and   less  apt  to  be  fecal.     Flatus  in   small  quantities  may  ^^ 
continue  to   pass.      The  dovvnwanl   passjigt-   of   feces    is   not  always 
wholly  interrupted.      In  cases  <tf  vaginal  section  when  tlic  wound   is*  S 
left  OJKM1  and  the  gauxe  drain   uslhI,  tlie  sp-ice  occupied  by  the  drain  B 
may  ujxhj  the  removal  of  the  dmin  receive  a  mass  of  intestine.     The 
result  may   l)e  adhesion   and    obstruction.      Occasionally   a   h»op  of  ^_ 
bowel  works  its  way  between  thr  margins  of  the  wound  and  bt'comed  H 
pincheil,   t>ccluded,   and   adherent.      Tliis   is    not   a    very   infrequent 
result   of  capillary  vaginal  drainage.     The    evils  of  drainage  have 
been  num'  fully  stiiknl  in  Chapter  VII. 

Clearly,  atlhesions  are   more   apt    to   occur  between    surfaces  not' 
covered    with   jH-riloncum  ;    hence    the    importance  of  ciiret'id  plastii 
Mork  during  tlie  ojM'ratioii,  to  cover,  so  far  as  possibh',  all  exposed 
surfaces. 

Afiitr  obstruction  frctjuently  lias  tolloweil  the  use  of  solid  fooil  too 
SIKH)  aflrr  an  alHlominal  operation. 

Diagnosis  and  Prognosis.  It  is  important  to  distinguish  mechan- 
ical obstruction,  due  to  kinking,  intussusception,  or  adhesion  %mv  the^ 
one  hand,  from  mere  failure  of  the  bowels  t<i  act  on  the  other.  The^l 
two  conditions  may  so  closely  rescnildc  one  anotlior  as  to  make  the 
distinction  im|M>^sibIe.  Reverse  peristalsis  and  consei|Uciit  fecjd 
vomiting,  a  <'ommon  symptom  <)f  obstruction,  seldom  (Hcnr>  in  paresis. 
The  Ijovvi'l  may  be  pjiretic  from  a  gnive  cause  like  septic  |KTitonitis, 
or  from  simic  trivial  cause. 

The  diagnosis  is  the  same  as  for  obstruction  of  the  bowel  from 
other  causes.  Nausea,  vomiting,  first  of  bile,  Irnally  of  fei'Ctf,  alHlom- 
inal distention,  and  rapid  pulse  are  rimon^  the  prominent  gymptonis. 
Periloniti."'  i^  first  local  and  <'onliued  to  tlie  affected  part  ;  but  later 
may  l)econ»e  general.  Dciith  usually  follows  within  a  few  duy^, 
unless  the  patient  is  relieved  by  surgical  means. 
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itment.  Boforc  proceeding  to  the  dangerous  o|>erjitiini  of 
Teopeniiie  tlie  woiiiid  and  looking  for  the  aius<>  of  obstntetion  mi 
attempt  should  be  inatJe  to  seeuix'  n-lief  liy  iiioans  of  high  reetal 
^n«.'inas,  cathartios,  and  posttinri.  In  an  ajigravated  ease  <if  apjiarent 
mechaDJcal  obslnictiuu  in  wliieh  the  abchHnen  is  (hstemled  U\  the  size 
o^  full-term  pregnancy  and  strenuous  attempts  to  seoure  action  of  the 
Ijowels  by  means  of  enoniiis  ami  eathartics  have  failed,  the  following 
measures  may  give  prompt  relief:  1.  Crotoit  oil,  one-half  dro[)  t<t  one 
drop;  2.  A  hot  stnpe  of  2o  jx^r  cent,  turpentine  eiivering  the  entire 
alMJomeii,  the  dressing  over  the  wonml  having  all  been  removed  in 
oitler  that  the  stnpe  may  he  a|>plied  dii^eetly  t<)  the  skin  ;  3.  Fre- 
<{Uont  change  in  the  position  of  the  patient,  e^ipccially  tnrning  on  the 
abdomen. 

The  diagnosis  of  meehanical  obstruetitm  once  established,  no  time 
shouUl  be  lost  in  the  attemjjt  to  relieve  the  iKiwels,  If  the  obstruc- 
ti«»n  has  been  eoiitinitons  inr  thirty  hours,  aeid  U}>on  reojK'uing  the 
alMlnmeu  the  operator  eamiot  inunediately  locate  (he  cause  <if  it  and 
promptly  open  the  way  through  it,  I  he  .safer  treatment  wenild  be  to 
Ci^tablijsh  an  artitieial  anus,  even  though  a  later  operatiou  may  be 
neeessary  to  restore  the  integrity  of  the  bowel  and  close  the  stnns. 

Obstruction  and  pare^^is  are  nuieli  less  likely  to  (iceur  if  the  bowels 
liave  been  relieved  thoroughly  of  feces  and  ^a  before  the  operation. 
S'e  Preparatory  Treatment  in  f 'ha])ter  II. 

Sinuses,  Tlie  ioeafiz*<l  infeetiun  tleseribed  in  a  former  paragraph 
commonly  subsides  on  dniinage.  8onietinies  the  souree  of  infection  is 
ot»ntLnuous  ;  then  the  tlniinage-traek  becomes  a  sinu.s,  and  may  continue 
to  transmit  pns  until  the  infective  substance  is  removed.  This  sub- 
stance it!i  usually  an  infected  ligature  or  inti-a-abdominal  suture  which 
refuses  to  be  east  off.  It  may  remain  fur  months  or  \carf*  a  eontiiuial 
nichiai  of  infwtiou  and  suppuration,  f>r  may  at  any  time  come  away. 
^^|wntaneous  closure  of  the  sJnu.>5  upon  removal  of  the  infective  sub- 
stance is  the  almost  invariable  rule.  If  not  spontaneously  thrown  oif, 
MU'h  ligatures  or  sutures  may  often  be  eanght  and  fished  out  by  means 
of"  an  in-strnnient  acting  on  the  principle  of  a  croehet-needle,  or  by 
Bieaus  of  a  verj'  .snudl  dull  curette.  Should  these  fail  and  the  dis- 
charge continue  Jor  u  nundter  of  months,  (he  indicatinn  is  to  cut 
<lown  and  remove  the  offending  cause.  The  o|X'mtiun  is  usually 
'simnle  and  relatively  f«ife.  An  incision  through  the  abdominal  wall 
in  the  track  of  the  original  wound  commonly  enables  the  operator  to 
<lilate  the  dee|KT  part  of  the  sinus  and  seize  the  ligature  ;  if  not,  tlte 
adherent  viscera  may  be  carefully  separated  until  the  nidus  is  reached 
and  rem«n'e<l. 

Long-continued  suppuration  is  a  reproach  to  the  surgeoia  ;  it  is 
annoying,  irritating,  and,  even  though  slight,  tends  to  produce  degen- 
eration of  the  kidney  and  other  inij>ortant  organs ;  hence  the  imjwjr- 
tftnce  of  efficient  methoels  for  the  prevention  of  it  or  for  removal  of 
the  offending  i^onree. 

IWrtnifion.     The  use  of  absorbable  catgut  sutures  and  ligatures, 
I  which,  if  prejKired  by  the  formaldehyde  or  dry -heat  pnn'css,  may  be 
plutely  sterilizeil — ^see   Chapter  II. — is    a    most  satisfuetory  pre- 
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vrntivi*.  Silk,  .silkworni-gutj  niL'tallir,  ant]  oiIut  iiori-:il>s«jrlial)le 
tsiitiiro.s  and  lifpitures  are,  for  the  rL-a.soiis  indicated,  not  geiierally 
u^ed  in  jx'ritoncal  surgery. 

Fecal  Fistula.  Tho  bawol  during  an  operation  may  \w  opened, 
tir  ?*o  injure*!  tliat  an  opening  is  liable  to  occur  later.  In  either  event 
the  injnrv  should  he  repaired  before  clof^ing  the  alxlonien.  In  a 
Hinall  prop4)rtion  of  .«ueli  eases  the  futures  fail,  or  the  howel  o[)ens  at 
Hnnie  unsusjweted  ]M>int.  The  resnlt  iisiiaHy  is  loeul  infection,  as 
already  ileMeribed,  followed  by  a  fecal  fii*tula  with  dischai^e  of  the 
bowel-eontents  through  a  i^inus  in  tlie  wound. 

Tlie  listuhi,  in  a  majority  of  ease.%  if  left  a  few  tlays,  weeks,  or 
months,  will  close  spontaneously.  Closure  is  us^ually  more  j^rompt  in 
rtinnsc^  tlirnug-h  the  vaginal  than  through  the  ab<lnniiual  wound.  The 
exphinaliou  ot'  this  nuiy  be  that  the  sinus  is  shorter  autl  the  vaginal 
wound  less  aeeessil>te,  and  therefore  less  tampered  with.  If  the  fistula 
does  not  finally  heal,  an  ojiemtion  for  its  elf>snnvmay  tie  neeesssiry. 

rriuju-y  (istula  fallows  the  same  gcncnd  laws  as  fecal  fistula.  The 
fitrnier  s«'ld<Mn  f>ccurs  except  where  tln^  bhidder  has  been  accJilentally 
ctpcned  in  the  opcniti<ui  and  the  sutfircs  for  its  elosiire  have  fiiihxl. 
'I  he*  presence  of  the  fistula  is  recngnizctl  by  the  ap|»earance  of  urine 
through  rt  sitnis  ttpeuing  through  the  wound.  The  treatment  is  to 
i(itr«»du(re  a  self- retaining  catheter  imd  keep  it  in  the  urethra  until  the 
fistuhi  closes.     S<«ctmdarv  sutures  are  seldom  rcijutrct!. 

Stitch -nbsceee.  Suppuratt<ui  in  the  abdmninal  wcniml  may  usu- 
hIIv  bi*  avoidrd  bv  serupulous  asepsis.  If  it  occurs,  the  sutures, 
unless  huricd,  should  he  removed,  and  a  wet  dressing  applied.  The 
drcHKing  may  \u'  of  g:in?:c,  wet  with  a  satnrjite<l  solution  <if  boric  acid, 
(■•(fupletc  healing  usually  follows  in  a  few  weeks.  Tn  aggravated 
OttM'N  the  ubsci'sH  may  have  to  be  ojK'ned  and  tlniined. 

Ftninoval  of  Sutures.  One  may  ctirelcssly  cut  the  lnop  on  both 
»»i(h'!-  <»f  llic  knot  ;  in  such  u  case  the  ends  «if  the  Inop  retract  ludow 
the  mirfacc  juul  cann^tt  be  reaelied.  If  the  l(M>p  d(x>s  not  l>ecume 
eueywted,  ihcre  may  l)C  suppuration  around  it,  which  will  jiersist  until  _ 
It  workrt  out,  iH  tished  out  with  a  crnehet-n(.M.Hllc,  or  an  incision  i»J 
iiiade   fur   ilM   removal. 

Vnntral  Hernia.  The  chief  causes  of  ventral  hernia  are  the 
di'ainnge-iube  —  svv  Dniinage — i!upro]>er  elitsure  of  the  wiiund,  and 
Wiiiil  of  pro|M'r  HUppctrt  tn  the  abdomeu  by  elastic  bandage's  during 
thi«   few   months    ui'lcr  the  o]>eration.     The   longer    the    incision    the 

tfrealcr  the  ui'ct]  id'  the  bandage;  ineisicms  not  more  than  two  inches 
un\i  M'lihim  iftpiire  it.  The  tn-attnent  is  to  reopen  the  abdtJmeii 
llu'ongh  or  uenr  rhe  old  eicjitrix,  split  the  sheaths  of  the  recti  muscles, 
iiiid  reunite  llic  woiuid  as  already  direottnl  for  onliuary  clusure  of  au 
ididoiuiiiiil  vvuiiiid. 
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CHAPTER  IX. 


THE  RELATIONS  OF  PRESS  1\)  THE  DISEASES  OI 

WOMEN.' 

Manner  of  living,  environment,  fcMxl,  wleep,  work,  rt*st,  recrea- 
tion, exercise,  an<l  riothing  miiHt  necessarily  have  a  determinate  in- 
fluence on  tlic  propliylaxis  and  euro  of  disease.  The  gynecolt>gist, 
therefore,  who  gives  to  this  snbjeet  its  true  weight  will  stand  upon  a 
decided  vantuge-grouiul  over  that  one  whdso  resources  are  limited  to 
drugs,  local  treaUneut,  ami  opemtive  measures.  One  of  the  most 
seriona  of  all  obstaeles  to  the  prevention  and  cure  of  the  diseases  of 
women  is  fa.shion  in  dress. 

So  long  as  sensible  dress  apjiears  eccentric  and  excites  ridicule 
women  will  adhere  to  the  prevailing  modes,  and  will  therefore  be 
hampered  tmt  mdy  in  ihv  pursuit  of  reereation  and  exercise,  but  also 
in  the  pertVirmaiice  of  t!ie  more  essential  physiologiiud  functions. 
Under  such  ennditions  fashiim  must  continue  to  prevail  against  strong 
nerves,  powerful  muscles,  and  riibust  health.  As  soon  as  the  p:\y\ 
passes  from  the  nursery  to  the  drawing-room,  and  the  dress  of  eliitd- 
nood  is  changed  for  tJie  conventional  dress  of  fashion,  some  of  the 
evils  of  what  we  call  civilization  become  manifest.  She  can  neither 
wiik,  run,  nor  even  breathe  without  embarrassment.  The  fact  that 
woman  has  endured  and  survived  the  tyranny  of  dress  fur  centuries 
without  more  serious  results,  says  Emmet,  is  convincing  proof  of  iter 
povirer  of  endnranee. 

The  preveution  and  cure  of  the  diseases  peculiar  to  women  require 
the  fulfilment  of  three  prineijKil  conditions  in  dress: 

1.  Even  distributi(jn  for  nnifjirm  protection  against  cold  and  wet. 

2.  Freedom  from  waist  constriction. 

3.  Freedom  from  traction.* 

1.  Even  Distribution.  Uneven  distribution  is  conspicuous  in  the 
prevailing  nHwles  of  dress.  The  undergarments  are  usually  of  cotton 
or  other  light  material  and  are  often  sleeveless  and  low  in  the  neck.  A 
pf(ifVisif>n  of  skirts  hang  loosely  ab(Hit  the  lower  extremities  and  give 
tlu'tn  relatively  little  protection.  The  raiter  garments  are  usually  of 
llin  material,  and,  acconling  to  the  caprice  of  fashion,  may  or  may  not 
cover  the  arms,  neck,  and  upper  part  of  the  bust.  The  bonnet  \n  use- 
less for  protection.  The  feel  arc  often  held  in  the  vice-like  grasp  of 
thin,  Iiigli-heeled  covering-;  wliieh  more  resend>le  stilts  than  shi>e8. 
They  expose  the  woman  to  gn'at  tlanger  from  cold  and  prevent  free 
exercise.  In  contnist  with  such  ijiailcquate  proteetitm  for  tlic  upper 
«nd  lower  extremities,  tlie  waist  and  hips  are  swathed  and  compressed 

•Tbe  writer.  In  this  presentallcm  of  the  subject,  has  iidiiptfld  freely  from  the  workj  of 
Robert  L.  DickiDson,  of  Brooklyn,  find  J.  H.  KfM<j|^,  of  li&Me,  Creek. 

163 


IM 


GENERAL  PHIXCIPLES. 


in  a  "torrid  zone"  of  whalebone,  corsets,  belts,  steels,  skirts,  and 
other  ctinibergome  materiaL 

2.  Waist  Constriction  comes  chiefly  from  the  corset,  which  not 

only  roiiMtricts  the  waist,  but  dislocates  the  thoracic  viscera  upward 
antl  the  alxloniintil  viscera  downward.  It  restrains  the  alKloniiiial  and 
dorsal  muscles,  and  may  cause  them  to  atrophy  from  disuse.  It  pre- 
vents, by  its  stitfness,  the  undulatory  movements  of  the  abdominal 
walls  an<l  restricts  peristalsis. 
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Figure  101.— QJrl  in  eonot  and  without  concl.  An  exact  rvprodueUun  fmm  «  compoelta 
pbotoiiTKph.    Nntethelvpunutllnfaat  the  walwl'  ^   „ 

Pirnre  102.— A  caracl-deforiiied  flguro,  Hhnwlng  the  diiplftccinent  of  stomacb,  U?er,  colon. 
ADd  kldneyB.«  , 

Normal  breathing  requires  the  Inng.s  to  he  exjKUided  in  all  direc-  H 

tions,  and  is  therefore  not  costal  nor  abdominal,  but  a  combination  of  " 
both.  Waist  constriction  imninbiliz(*s  ihc  alnioincn,  and  thereby  pre- 
vents alKh)(iiinnl  brcatlun^.  Tliis  involves  a  loss  in  l«n^-p»»wer  which 
cannot  be  supplii'd  by  any  comjM'tisatory  increase  in  costal  brcntliing. 
Moreover,  the  diaphrap:m,  from  uowiird  pret:<6ure,  and  the  pelvic  floor, 
from  downwanl  pn»s>urc,  an;  rendcnHl  inactive  and  atrophic,  and  are 
thereby  unable  to  nitd^e  their  upwar«l  and  downward  movements  which 
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Dorraally  should  be  trausmtttcil  to  the  alxloiiiiiial  and  pelvic  viscera. 
The  physiological  imjMtrtatice  of  tlrese  ri-spimtory  movemeuta  is  very 
great.  They  are  a  .sort  of  natural  inassitro,  Tlie  descent  of  the 
diaphragm  with  each  inspiration  increa^ies  pressure  in  the  abdominal 
cavity  and  lessens  that  in  the  chest.  The  revi'i's<>  of  tliis  occurs  with 
expiration. 

Alternating  pressure  and  relaxation  upon  the  hlood-  and  lymph- 
vessels  secure  free  circulation.    Alternating  contraction  and  relaxation 

Fiouiuc  loe. 


^>^' 


> 


Slagnm  of  a  nurraal  figure,  showing  Ihe  Internal  organs  In  their  normal  posltlonB.' 

of  the  muscular  bundles  of  the  uterine  ligaments  and  of  the  other 
elastic  and  muscular  parts  of  the  [jelvic  fliwr  serve  to  maintain  their 
normal  nutrition  and  tone.  xVUernating  rest  and  motion  are  essential 
to  the  health  of  tlie  orgtiiis  and  tlieir  su{)|Hjrts;  waist  constriction  im- 
fnohiJizes  them  and  stops  their  physiolot^ical  movements.  The  pelvic 
veins  empty  into  the  greatest  area  of  coi"set  pres.sure ;  the  long  and 
perpendicular  column  of  blood  of  this  area  is  by  such  pressure 
liaaimwl  l>ack  upon  the  pelvic  organs,  espeei,'dly  ujwn  the  ovaries. 
The  consequence  is  fiassive  congestion,  an  unfailing  source  of  disease. 
Even  tlie  locsely  worn  corset  excites  great  downward  pressure  when- 

>  After  KeUogg. 
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ever  the  woman  9t<x>ps  forward,  as  she  must  do  in  .sitting  and  rising. 
Sewing-women,  elerks,  writers,  and  students,  who  wear  corsets,  are 

espwi'.illy  subject  to  this  evil.' 

The  giirter  is  injurious  from  its  tendency  to  obHtnict  the  venous 
circHikition  in  the  Iv^a. 

3.  Freedom  from  Traction.  Tfie  nlHlomiiuil  and  tlr>rsnl  niu^oles 
and  the  Iiipa  have  to  carry  thf  weirrht  of  nunierous  skirts  and  sueh 
other  gtmuents  as  usually  cipprr'ss  that  area.  In  the  elFort  to  sustain 
this  weight  the  nmscles  beeome  permanently  tJRMl,  lose  their  tonicity, 
and  are  powerless  to  prevent  a  still  i'lirther  inerease  of  ilownward 
pressure  upon  the  pdvie  floor  and  pelvic  fn*giins. 

Figures  102  and  10ft  are  given  to  illustrate  some  of  the  evils  of 
nmhie  pmssure  ami  unt'ven  tract irui. 

To  eomi>are  ordinary  inoiles  of  dress  with  those  whieh  give  freedom 
of  motion,  "one  lias  only  to  look  at  a  htt  of  girls  on  the  way  to  the 
gymnasium,"  saiil  a  Vassar  teacher.  "  They  <lrag  along  ;  they  have 
no  sftirit  nor  spring  in  them  ;  they  are  in  their  ordinary  rbithes.  Look 
at  the  same  set  coming  on  to  the  gynmasinm  Hoor  in  their  liglit  tog- 
gery ;  they  skijj  and  ilanee  ahd  run  in  the  liberty  of  their  nnrestraine<t 
aiul  untr.imnx'lk'd  niolitm  ;  they  are  ditrercnt  beings," 

In  laying  asitle  waist  constriction  avoiil  half-way  nteastires,  such  a» 
looseiting  the  corset  or  substituting  the  so-called  heallli-vvaist,  which 
too  often  is  (nily  an  aggravatc<l  f«»nn  of  corset.  Leaving  off  the  cor- 
set altogether  and  retaining  the  numerous  skirts  with  their  bands  and 
belts  to  drjig  upon  the  waist  ami  liips  rjilher  increase  than  lessen  the 
evil.  The  uuW  judi<'ious  eonipnmiisc  is  temporary  support  by  means 
of  a  suitable  waist  having  little  or  no  stillness,  which  sliall  c(>ver  the 
shoulders,  and  upon  which  skirts,  drawers,  and  other  gjjrments  may 
be  buttonetl,  so  that  their  weight  may  be  distributed  over  the  slmulders. 
This  should  be  worn,  if  at  all,  onlv  during  the  period  of  aggravated 
weakness,  especially  weakness  of  the  back,  which  follows  the  with- 
drawal of  tfre  corset  and  continues  until  the  weakened  abdominal 
muscles  have  reg:iined  their  tone. 

The  cctnventional  dress  consists  of  fonr  gjirments  hanging  from  the 
shoulders  and  live  from  the  waist,  namely,  undershirt,  chemise,  corset- 
cover,  dress  waist,  nnderdrawers,  wliite  drawers,  corsi^t,  flannel  skirt, 
dress  skirt.  Counting  each  band  as  two  thicknesses,  these  make 
seventeen  layers  abont  the  waist ;  and  allowing  twenty-five  inches  as 
waist  circumference,  these  seventeen  layers  i ("joined  end  to  end  would 
make  a  bamlagc  thirty-four  feet  long.     Figure  106. 

Hygienic  dress  requires  four  garments,  namely : 

L  Union  undergarment. 

2.  K(|uestrienne  tights. 

3.  Muslin  waist  and  skirt. 

4.  l)^^ss  in  one  pietre,  or  m  made  that  its  principal  weight  may  be 
distributeil  over  the  shoulders,  bust,  and  hips.  This  makes  four 
layers  alxait  the  waist.     Figure  106, 

1.  The   union    undergarment    is   a   union   <*f  tlie   undershirt   &nd 

I  Atl*pted  fhjm  R.  L.  Olckltiflon.  Bare'a  Syttcm  of  Pr»cttc«l  TlierapeoUc*.  vol.  ill.  t»|ii, 
712,  7X(. 
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J,  Jmwers  in  one  piece  ;  the  open  stride  is  supplied  with  tlio  broad  flap, 
a-*  a  protection  to  the  external  genitalia  ana  to  guard  the  other  gar- 
ments frf)ni  their  seeretions.     The  ma- 
terial oi'  the  suit  may  hv  silk,  wool,  ttr  Fiou«i  104. 
cotton,    or  any    mixture    ui'  these.      In 
winter   it   should  be   heavy,  with    hi^h 
neek  and  long  sleeves,  and   should  reach 
to   the   ankle.     In  sunutK-r    it    may  be 
lighter,  with  lower  ut-ck  and  sliort  ftleeves, 
and  should  reaeh  to  the  knee, 

2.  The  equestrienne  tights  arc  the 
Biil>stitute  for  the  heavy  W(K>]len  |K'tti- 
C4»at,  and  are  designed  for  out-door  ust>  in 
winter.  They  reaeh  from  waist  to  ankle, 
corresponding  to  the  man's  trousens, 

3.  The  muslin  skirt  and  waist  are 
often  made  in  one  pieee,  but  tliere  are 
practieal  ailvantjiges  in  making  them 
separate.  The  waist,  if  separate,  should 
reach  well  down  over  ttio  hi]>s,  and  the 
skirt,  made  without  l>and,  should  be  but- 
toned to  it.  The  of>en  stride  of  w(»man's 
pirments  is  a  patent  source  of  infection,  since,  in  eon] unction  with 
the  dust-sweeping  skirts,  it  exposes  the  external  genitals  to  the  en- 
trance of  dust  and  other  fine  particles,  wliich  are  alwayw  irritating 
and  often  the  vehicle  of  infectiiKUs  bacteria.  Closed  muslin  drawers 
are  therefore  desirable  as  a  means  of  protection,  and  these  also  may 
be  buttoned  to  the  waist. 

4.  The  dress  may  be  in  one  piece,  afler  the  "  princess  "  pattern ;  or, 


ForwarJ  bending.  C«rHel  steela  foro- 


Ptoriot  lOS 


bond 
Drawers  band 

OoT»et 

Ffannti-akirt  bond 
Whltentirt  band 
,  DrrM-Mrt  hand 
DrrtK-vHtiM  Uned 
a  lArttn 
lAjenof  maWriAl  about  waist  in  uld  style  uf  dress.* 


Layers  of  material  about  walet  ia 
new  Blyle  of  dreea.* 


if  in  two  [>ieee.H,  the  skirt,  unless  too  heavy,  may  be  attached  to  the 
waist  with  hooks,  in  which  ease  its  lining  may  be  eontinueti  over  the 
shoulders  in  the  form  of  a  esirefully  fitteil  skeleton  waist. 

The  garments  just  described  may  be  nuKHfied  in  many  ways  to  suit 
individual  re«juirements  and  tastes,  but  the  essential  principle  must  be 
observed,  viz. :  uniform  distributiim,  freedom  from  undue  weight  and 
traction,  and  freedom   from  constriction.     Light  whalebones  may  be 

'  SteelC'Adams.    "  Beauty  of  Form  and  Orace  of  Venture." 
•  AOer  Dlckinaon.    Hare's  System  of  l^actical  Therapeutics. 
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uw^t'ul  ill  the  waist-seums  for  very  stout  women  with  pendulous  breasts. 

I*n)|x'r  ilress  and  consequent  ireedi)m  of  motion  will  stimulate  the 
woman  to  outdoor  exercise  and  indoor  gymnastics,  which,  if  iollowed 
willi  sysk'Hi  and  |M_'rscveranct%  will  ii.suiiUy  give  normal  tont*  U)  the 
ubdoininal  and  thoracic  muscles  and  normal  firmness  to  the  breasts. 
Artilicial  supjwrt  therefore,  except  in  aggravated  cases,  is  to  be  dis- 
ooumgeil. 


Fjgukx  107. 


FlQURB  106. 


7/|»ss: 


V 


Ffffures  108  and  IM  are  not  lniii|Lrin«n'.  T}u<y  arc  rnitlilYil  n-presi-ntalltms  of  a  «Umt  wnman 
who  changed  the  convciitionnl  drcBs  and  a  atiiKgiHli  lift-  f«»r  pmiKir  dri-ss  and  imrnial  coniHUoaa 
of  food,  brvatbing,  and  exerciav.    The  Intysfiiriualitjn  v/nn  wntught  in  a  fuw  monthsJ 


Union  unflcr^armcnts  of  all  grades  ami  ilesrript  ions,  adapted  to  the 
needs  and  cirtninistanccs  of  all  classes,  may  now  U;-  fuund  in  the  shopt*. 
Economy,  health,  eomfort,  and,  to  the  projjerly  edueatotl  sense,  Ix^atity, 
all  combine  on  the  side  of  prop(!r  drr»ss.  It  is  niarvelhais  that  the 
monstrosities  i»f  fashion  have  so  cnmpletcly  overshadnwcd  the  natnnil 
l)cauty  of  form  and  ti^i^uro.  From  the  standpoint  of  beauty  shall  we 
choose  the  natural  lines  of  the  Ixnly  or  the  artificial  lines  of  the  corset, 
the  garment  fitted  to  the  woman  or  the  woman  fitted  to  the  garment? 

I  ModlAed  ttom  Steele-Aduni. 
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Imagine  fhe  attempt  to  add  to  the  dignity  of  the  lion  or  to  the  beauty 
and  grace  of  the  greyhound  by  the  use  of  artificial  means  to  change 
the  natural  lines  of  their  bodies.  Throwing  aside  the  all-controlling 
bias  of  fitshion,  who  shall  say  that  the  woman  is  so  inferior  to  the 
lower  animals  in  form  and  figure  that  she  must  be  taken-in  in  some 
places  and  let  out  in  others  ?  In  this  connection  the  words  of  Her- 
bert Spencer  have  peculiar  force :  "  Nature  is  made  better  by  no  mean^ 
but  Nature  makes  that  mean ;  over  that  art  which  you  say  adds  to 
Nature^  is  an  art  that  nature  makes.''  ^ 

>  Herbert  Spencer.   Flnt  Prindplefl  of  Pfallosoidiy. 
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CHAPTER    X. 

GENERAL  CONSIDERATIONS  OF  INFECTION  AND  INFLAM- 
MATION OF  THE  REPRODUCTIVE  ORGANS. 

Infection  of  any  one  of  the  reproductive  organs  is  liable  to  have 
the  closest  relations  to  similar  infection  of  a  part  or  all  of  the  others ; 
for  this  reason  an  intelligent  consideration  and  satisfactory  explana- 
tion of  the  morbid  process  in  any  one  organ  may  necessitate  a  study 
of  infection  in  the  pelvic  organs  as  a  whole.  The  distinction  between 
infection  and  inflammation  is  of  the  greatest  practical  importance. 

Definition  of  Infection. 

Infection  is  that  condition  in  which  foreign  media  of  irritation 
have  gained  access  to  an  organ,  and  either  mechanically  or  by  means 
of  their  products,  disturbed  its  functions.  These  media  are  capable 
of  being  transmitted  to  other  organs  and  other  individuals.  In  most 
cases,  at  least,  the  invading  irritant,  if  known,  is  of  bacterial  origin. 
The  organisms,  unless  arrested,  are  prone  to  multiply  rapidly,  to 
spread  into  new  territory,  to  transmit  themselves  and  their  toxic  prod- 
ucts to  the  general  circulation,  and  to  destroy  or  seriously  endanger 
the  life  of  the  patient. 

Definition  of  Inflammation. 

The  local  territory  irritated  by  the  organisms  and  their  toxins 
beomes  a  centre  to  which  leucocytes  in  variable  numbers  rapidly 
migrate,  and  in  this  way  the  process  often  called  sero-plastic  infiltra- 
tion is  established.  By  this  infiltration  a  limiting  wall  is  formed 
around  the  infected  space.  This  wall  confines  the  infective  process 
to  narrow  limits,  ana  may  protect  the  general  system  against  the 
poison.  The  formation  of  the  limiting  wall  gives  rise  to  heat,  red- 
ness, pain,  and  swelling :  thin  is  Inflammation.  In  view  of  these  facts, 
inflammation  is  not  really  the  disease,  but  an  effort  to  limit  the 
dutease.  The  almost  universal  use  of  the  word  inflammation  to 
signify  the  disease  makes  it  difficult  in  the  description  of  the  morbid 
processes  to  conform  to  the  ideas  above  expressed.     The  attempt  will, 

11  161 


162  INFECTIOXS,    TyFLA^fMATfOy.%   AXD  ALLIED  DTSORDERS. 

however,  be  made  to  use  the  two  words  iiifootion  ami  iiiflunimtitioti  in 
their  proper  relations. 

Etiologry  of  Infection  and  Inflammation, 

It  l.s  iniporlatit  ttt  r<']n<'inijer  lliat  iIk'  stiiily  of  a  morliul  prtwess 
in  an  or<;:iii  or  ^royp  of  organs  is  ^fiinply  the  stiitly  of  (heir  ;iiiati»my 
ami  physiology  as  nioditied  by  tliat  pruet-ss.  The  iiitlammatory 
proctss  lias  hi-eii  th-liiiod  as  tlie  rcaetion  wjiich  living  tissue  exhibits 
to  niorhid  irritatitfo.  Tljis  th-liiiition  Iteiii)*;  eorreel,  two  roiiditioiis 
must  he  essentisd  fur  the  develo]inieiit  of  iiiiwtion  and  iotlatiiniation  : 

1.  The  sitil  must  he  pn]jare<l  and  re-ady  to  react  to  tlie  morbid 
irritiitioii.  Clearly,  tissue  whieh  has  the  jwiwer  to  resist  the  irritation 
luid  to  hold  it  witliiii  |)hysioJo^ieid  l>ouuds  will  not  iidlaine. 

2.  The  irritating  iiithirjiei*  must  he  ]}r(:s<'iit. 

These  e'omlitions  divide  themselves  into  predisposing  and  exciting 
causes.     The  jtredisposin^i;  eaiis(  s  may  he  systemie  or  local. 

The  Systemic  PrediBpoBing'  Causes  inehide  whatever  tends  to 
render  the  system  lesH  n-sistant  to  morbid  inflnenees.  The  so-eiilled 
diatheses  fall  uuih'r  this  head  :  amejnia,  diabetes,  rheumatism,  gout, 
litliierjiia,  and  ehohutiiia  are  examples. 

The  Local  Predisposingr  Causes  eomprisi-  whatevi-r  eoiitriliute.s 
to  make  tin;  oi^gans  an  actn'S^ible  and  rfL'e|itive  soil  tor  iiitVetion. 
They  arc  obvious  in  the  following  anatomical  anft  jiliysiologieal  con- 
ditions: 

The  genital  traet,  from  the  vidva  to  the  jxiritoneum^  ia  an  open 
ciinal,  patrnt  to  the  atmosjihin*  below  and  terniinatiug  alH>ve  in  tiie 
in'i'  opi'u  cMids  <tf  the  ?^dlopiaii  tuhns.  It  is  not  only  oj>en  to  stich 
mii-robie  genus  as  abound  in  the  air  and  pr  iietrate  everywhere,  but 
is  also  a  ]4ace  (»f  deposit  lor  virulent  IwuMeria. 

The  rupture  of  the  eajnllary  vessels  of  tlie  endometrinm  in  men- 
istruutioii  and  of  the  (imatian  follielcs  in  ovulation,  although  plivsi- 
ohigieal,  resnlt.s  in  Folnttons  (»f  eontimiity  and  in  heniorrliagt,,  and  is 
therefore  tmumatfe.  These  tnuimatisms  and  the  menstrual  engorge- 
ment of  the  pelvic  organs  undiT  healtlry  eondilions  pass  by  with 
little  (tr  n<i  disconilort ;  but  if  sitrue  mifrhid  irritation  tipset  the  normal 
balance  of  nutrition,  the  menstrual  congestion  may  become  i^uitlio- 
logind  and  may  be  the  first  ptage  of  an  inthunmatiitn.  The  morbid 
Congestion  may  be  set  up  in  the  intermonstrnal  jKriod  indeju^ndently 
of  the  menstrual  cougestiim.  The  liability  to  intlammation  is,  how- 
ever, greater  during  tlie  nienstruid  week. 

In  adilition  to  the  pIiysi«ilogieMl  tnuimatismjs  already  mentionwl, 
the  traumatisms  of  parturition,  of  abf>rlion,  of  improper  loeal  treat- 
ment, an<i  oi'  o|»erations  still  further  o|x*n  the  way  for  the  eutranco 
of  infection.  Violent  coitus,  niasturl)ation,  the  earelesn  use  of  the 
unclean  e:itheter,  impure  water  in  barbing,  and  soiteil  linen  in  the 
toilet  are  some  of  the  meaiu^j  by  which  i;ottorrhte:d,  sypliilitic,  and 
other  inf<'etions  may  <lcvch>p  in  the  genital  traet. 

The  conditiouH  of  uten>-gestatioTi,  pjirturition,  and  the  puerperium 
are  more  perilous;  henee  infection  of  the  pnerftertd  woman  is  more 
destructive.     Decomjiosed  secretions  and  the  pnKlucts  of  fatty  dcgen- 
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eratictn  from  iiivriliiti*>ii  :uiil  frtmi  tlio  moimpanse  fjivor  the  dcvdop- 
I  ment  of  piithosronic  niiorolK's,  Tumors,  (lispluot^mcnts,  tifrht  lacing, 
P^uid  constii>atinn  are  ainon|j|;  the  coninuiii  lut-al  [jredispusing-  causes  of 
morbiVl  coiiire.stinn  in  the  pelvis.  Clearly  tlie  predisposing  eaiises 
already  outlined  .sup[>iy  tlie  first  condition  ot"  infection — prc|wiratioii 
of  the  soil. 

The  Exciting  Causes  eoniprisc  agents  that  have  the  power  to 
protliico  and  to  itJaintain  inorhid  irritati<in.  (ireatly  pri-pondeniting, 
at  least  among  the.si\  are  the  patliugcnic  luicrohes  and  iheir  jirodnets. 
The  extent  to  whieli  iiiHainntatii*n  may  he  pnxlnced  by  irritants  of 
non-bacterial  nrigiii  witlmnt  the  presence  uf  any  bacteria  whatever  is 
a  question  not  fully  bcttlcd.  Among  the  pathogenic  microbes  not 
«?ldom  found  in  the  genitalia  are  the  staphylococci  and  streptococci 
of  suppuration,  the  bacillns  tuberculosis,  the  bacillus  culi  communis, 
and  tlie  pucunioco('cus  of  Friinkel.  Bladder  parasites  and  the  sapro- 
phytes from  the  rectum  and  colon  have  L'a,sy  access.  iScc  Chapter  II., 
on  Antiseptics  an<l  Asepsis.  The  bacillus  coli  eommmiis  lives  in  aciti 
media,  and  vim  thus  easily  pass  through  the  aeitl  seeretion  of  the 
vagina  to  the  uterus, 

GONORRHCEA, 

Tlie  gonoeoccus  of  Ncisser,  our  i>f  the  most  frequent,  destructive, 
ond  ir»siiitoiis  liictitrs  in  genito-urinary  infedion,  is  elsewhere  [nirtially 
discn«se<l  in  eonneetinn  with  Vnlvo-vaginitis»  Salpingitis,  and  Acute 
Metritis;  its  chief  [>ower  for  harm  lies  in  the  lasting  vitality  of  the 
perm  long  after  a[>pareut  eure.  The  gnriococeus  may  rcinaiu  inac- 
tive in  the  nitieous  crypts,  lialile  at  any  time,  even  while  rpiiescvnt  in 
the  individual,  to  be  euniuiunicale4l  toanotlicr.  Hence  many  an  inno- 
cent and  ]>reviotisty  healthy  wiHuan,  shortly  after  marriage  to  a  man 
who  supposcil  himself  to  have  been  cured  of  gonorrhtea  years  before, 
may  by  contact  with  the  attenuated  viru8  get  a  destructive  gonorrhoea  1 
infection  of  the  genitf»-urinary  organs. 

Bfimc  most  important  observations  upon  thLs  subject  have  been 
made  by  Wt-rtheiuK  He  reports  that  hinuati  scnmi  agar  is  the  best 
culture-grouml  for  gotjoecjcei.  In  this  cidtiu'c  at  4()°-4*l°  C  they  retain 
their  full  reprohietive  capacity.  A  direct  expriment  from  pure  cult- 
nre  from  a  glccty  discharge  of  two  years'  standing  gtive  the  following 
interesting  results :  L  Attempted  reinfw^tion  of  tlie  original  urethra 
with  this  culture  was  always  a  failure.  2.  The  culture  wlien  trans- 
*plante<l  to  a  cw^cus-free  urethra  profhiced  typical  actite  gonorrhfca. 
3.  Infection  fnnn  this  back  again  to  the  original  urethra  gave  a  fresh 
gvinorrhcea,  which  after  a  tyjiical  acute  course  of  five  or  six  weeks 
again  Rubsidcd  into  a  ehronic  gleet.  Thus,  by  (Missing  the  gitnococci 
through  another  individual — that  is,  through  a  new  culture-grotmd — 
ihcy  became  again  virulent  to  the  urethra,  which  was  invidncrahlc  to 
tl>eni  lK?fore. 

This  explains  the  fact  that  an  apparently  healthy  subject  of  chronic 
goimrrhrea  may  infect  his  hitherto  uninfected  wife  an<l  bwxitno  again 
infcctc<l  from  her — f,  c,  the  goni»cocci  by  passing  through  the  new 
culture  of  the  wife  again  becr>me  virulent  f(*r  the  husband.  In  due 
time  curh  becomes  tolerant  of  the  germ  ;  which,  liowever,  may  develop 
■cute  infection  in  another  pt^rson.     The  common  notion  tluit  gonor- 
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i4i*ea  in  woiui-n  iwax  Ijc  chnmic  frutm  the  beginning  ii?  weakenwl  by 
the  t'Xj>ei*iraent.s  *\\'  WtTthrini.  Wo  cjui  uitw  innh*rrit;in(l  why  thf  j^finio- 
cocmis,  ovon  after  years  of  :t])parrnt  cure,  imiy  rt-guin  itn  lull  viriilfiipe. 
The  ^reatt'^i  rJaii^er  is  of  cxtcn^iioii  ta  the  Fullapiaii  tubes  ;  this 
will  be  further  eonsitleretl  in  the  chapter  rm  .S;il pi ngiti.s.  The  nnerolie 
may  be  found  in  t!ie  uterus  and  tube.s  long  after  it  ha>i  tlisnpjwnreti 
front  tlie  vagina.  The  jnivenient  epttheliuni  of  ifie  vagina  and  the 
prfM?uec  of  tile  laetic-aeid  bacteria  normally  found  tliere  by  J  Kklerli'in, 
page  U>">,  make  the  vagina  relatively  immune.  The  erypts  of  ibr 
uterine  antl  tubal  nineosa  i'uriiis?li  a  ix^ady  resting-plaee  f«>r  the  germ.' 
Even  here,  in  many  csises,  it  is  only  funnd  during  the  exaeerbatioiiB. 
Meni^truntion  favors,  but  does  not  insiure  its  revival.     It  may  for  long 

1>enfxl.s  remain  eoneealed  in  a  hemi-tpijescent  ^^tate,  a  destroyer  of 
lealth,  a  nienaee  to  \\\\\  Tlie  fiXM|uciiey  of  ehronie  gonorrlifea — the 
latent  goiiorrh<ea  of  Noeggemtlt  ■ — has  been  varifxisly  cstimate<l. 
Thi-re  are  reason.s  to  tear,  Iniwever,  liiat  the  ijeremtagt-  is  very  high. 
Sanger^  announces  tliat  25  per  eeiit.  of  his  hosjiital  and  private  jm- 
ticDt.s  have  gone irrhfi'u.  Ltmier*  found  the  diploetieeus  in  fully  60  j>er 
cent,  of  the  eases  in  S-hroder's  elinie.  One  observer  places  the 
average  as  high  as  KU  jkt  cent. 

The  statistics  quoted  aljove  are  taken  from  eliiiies  largely  made  up 
of  prostitutes  and  s<'nii-prostitutes,  a  fact  wliieli  will  ueces.'^aniy 
niouifv  a  judicial  estimate  of  tlicir  value.  It  is,  moreover,  essential 
to  appreeiate  two  otlier  facts:  first,  the  evidence  on  this  most  eompli- 
catcrd  (piestion,  although  sutlieiciit  to  lead  to  tlie  greatest  njiprelieusion, 
ih  not  yet  snificient  (o  establish  dciinite  and  nudeniabh-  pro(»f  on  the 
extreme  side  of  the  tjnestion  ;  ^eetnld,  numy  excellent  clinieid  observers 
in  private  prai^tice  are  di.sposed,  nu  llie  uhole,  to  qualify  the  danger  and 
to  conclude  that  it  is  vastly  ttvereslinuited.  If  the  questions  invtdved 
were  matters  only  of  scientific  interej«t,  their  solution  woid<l  projierly 
wait  ff>r  further  and  more  exact  observation;  but  the  "danger  aud 
duty  of  the  hour"  are  Cfuieenied  with  mond,  ni>t  scientirtc,  problems, 
and  the  niorid  (►bligatituis  are  serious  enougli  Ut  lead  the  writer  lo  pre- 
8tMJt  the  fiubjtct  even  from  the  t:x  jniiir  standpoint. 

Why  do  large  nunvbrrs  t»f  apparently  hea I iliy  young  women  date 
their  jx'lvic  infection  from  the  marriagt'-week  ?  is  it,  as  one  author 
declares,  the  "  fatigue  and  excitement  of  the  wwlding-jonrney  ?"  Why 
do  so  many  womrn  with  |K'rfeerly  tlevelojicfl  rejtnMluctive  organs  re- 
main sterile  from  the  time  o^f  niarriagi-  or  after  the  l)irlh  i>f  a  single 
child  and  a  dangerous  **  chihlbed  fever"?  The  causation  of  too 
many  of  sneh  e:»>es  of  iiopelessly  diseased  uteri,  tulies,  and  ovaries,  not 
lo  mention  jircK'tilis,  with  sotnetiniei*  rectal  stricture,  uretliritis,  cyt^titis, 
inelitiw,  and  nephritis,  buri  lieen  explalne<l  by  the  woitl  idiopatiiic. 
The  histories,  if  written,  would  oficn  tell  of  jin  ap]»arently  cui-ed 
gonorriioa,  beibre  or  after  marriage,  in  the  husbnut.  If  \\u'  most 
de»5tru<*tive  infection  may  foUow  eonta«'t  with  u  subject  of  g^inorrha'a 
after  the  dii^charge  haa  cea.s<:'d,  how  perilous  must  U*  the  slight  gleety 
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dischai^  90  often  disregarded  !  Yoimg  men  are  sometimes  advised 
U)  inarrv  in  owler  to  improve  their  sexual  hygiene,  and  so  to  cure  an 
infractiihie  oli>r<>nic  ijiit  "innocent  jjleet/'  Sui-h  jidvit'c  may  result  in 
the  destruction  of  the  reprfKlnrtivc  or^iiiiif*  of  an  inniH-ent  wniniuu  It 
is  doubtless  poAsiljU-,  (>erha|is  not  tiiitisiial,  ihr  ^i)Uorrli<wi  to  be  so 
cured  that  the  individual  eannot  transmit  tlte  disrase.  Failure,  how- 
ever, to  cultivate  the  ^ono<.'tx'ous  from  the  urethral  speretioiis  doi»s  not 
prove  itri  absence.     So  long  as  it  can  be  cultivated  marriage  jihould  be 

1>rf>hihite<l.  In  every  snspeetefl  rase  marriage  should  be  dcferriHl  at 
east  until  repeated  attempts  at  culture  have  failwl.  A  gonorrhteal 
record  does  not  necessarily  settlcj  but  it  always  complicates  the  ques- 
tion whether  the  individual  may  siifely  marry. 

Pathology  and  Course  of  Infection  and  Inflammation. 

Bacti'Hal  invasion  ami  consequent  infection  may  spread  and  in- 
volve any  or  all  of  the  genito-urinary  organs  by  either  or  both  of 
two  routes  : 

1.  By  continuity  of  mucosa.  « 

2.  By  the  lymphatics  or  bIo<xl vessels. 

Infection  by  Continuity  of  Mucosa.  The  course  is  usually  n\)- 
ward  from  the  vulva  or  vagina,  through  the  uterus  and  Fallopian  tubes 
to  the  ovaries  ami  peritoneum,  or  through  the  urethra,  vagina,  blad- 
der, and  ureters  to  the  kidneys.  The  nunieroiis  glands  of  the  vulva 
are  strongholds  where  the  virus  may  intrcurh  itself  and  whence  the 
constant  supply  may  find  its  way  to  the  organs  above. 

The  vagina,  advantageously  covered  with  pavement  epitheliura,  is 
relatively  smooth,  like  skin,  and  is  supplied  with  an  acid  secretion. 
Bacteria,  accordingly,  find  kitlgi'nieut  tliere  less  easily  than  in  the 
vulva.  Moreover,  the  acid  inediuni  unfavorable  to  the  growth  of 
about  JM)  per  cent,  of  all  [lathugtMiic  microbes  makes  the  vagina  a 
difficult  barrier  to  pass. 

The  uterus,  although  protected  by  these  anatomicjil  and  physior 
Ic^cal  conditions  of  the  vagina,  is  it,self  especially  vulnerable  on 
account  of  the  loose  arrangement  and  thinness  of  the  epithelial  cover- 
ing, the  villous  network  id'  the  arltor  vitjc  of  the  cervix,  the  confluence 
and  ramihcatious  of  the  glanii>,  and  the  richness  <if  the  j>criglandnlar 
aind  perivascular  network.  Hy  reason  of  these  conditions  the  cervix 
uteri  is  adaptett  to  receive,  retain,  and  distribute  infection.  Were  it 
not  for  the  muscular  constriction  at  the  external  and  internal  ora  ami 
the  utero-tubal  constrictions  the  frequency  of  infection  of  the  endo- 
metrium woidd  be  much  greater.' 

The  Fallopian  tubes  are  embryologically  and  anatomically  continu- 
ous with  tlie  uterus  ;  they  are,  in  fact,  a  part  of  it,  and  subject  to  the 
«ime  causes  of  infection.  The  ovaries  ami  jjelvic  peritoneum,  in  direct 
conimunicjitiou  with  the  tubes,  may  receive  infei-tion  from  below. 
Infection  by  continuity  of  mucosa,  however,  although  usually  from 
below,  does  not  always  come  fmm  that  direction  ;  it  may  reach  the 
ovaries  and  pelvic  i>eritoneum  from  above,  and  descend  through  the 
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tubes,  uterus,  and  vagina  to  the  vuKti.  Tuborculur  infection,  for 
example,  usually  goes  in  this  cliroction. 

Infection  by  the  Lymphatics  and  Bloodvessela  is  in«tleuiaV)le  in 
pnorprnil  wcimen.  The  tniuniati.'^ni  of  partiiritittn,  often  very  cxten- 
hiv*'  all  tlie  way  from  the  uterus  to  tht-  vulva,  may  ojH-n  wide  the 
door  for  infeelion  to  be  tnuisniitted  by  the  vest*Is.  The  df.structive 
inHuenee  of  the  iixflammation — L  f.,  phlebitis  and  lymphangitis — on 
the  vessels  themselves  may  seriously  and  permanently  impair  the 
nutnlion  of  all  the  pelvic  ttrgans. 

It  has  been  commonly  aeeej>ted  belief  that,  save  in  pueriK^ral 
cases,  infection  tnnvels  by  continuity  of  nineosa,  but  the  route  by 
the  lymph  and  blood ves.sels  haa  ctften  htcn  denied.  It  is  clear, 
however,  that  if  infection  is,  as  is  provetl  l*y  tlie  hubt>,  often  tniiis- 
ndtted  by  way  of  the  lymph  vessels  to  the  inguinal  glands,  it  may 
also  tnivcl  by  way  of  the  lymph  vessels  a  niiich  sht>rter  distance, 
from  tlic  viigina  or  cervix  to  tin-  j)arii(nftna,  jK-rimetria,  and  Fullopinn 
tubes.  This  reasfKiing  by  analogy  has  been  veiilicd  by  experinvi'iit. 
S»me  observers,  nottd>]y  Luras-dinmpionniere,'  maintain  that  this  is 
the  niore  common  nuKle  of  infection.  Wertheini,  from  experimental 
investigtition  on  wliite  mice,  rabbits,  dogs^  and  guinea-pigs  concludes 
that  gonoemvus  infection  can  jwiss  through  pavement  <'[)ithcliiim  and 
coMuective  tissue  so  as  in  reach  the  lymphatie  and  vascular  cljjumels, 
and  be  carried  l>y  them  from  the  vagina  or  cervix  to  die  ovaries, 
tubes,  and  |M"Titoji((Hn,  prorlucing  tlnis  ovaritis,  salpingitis,  and  |MTi- 
touitis.  Giglio^  als<t  experimentidly  demonstrated  that  infcetion  may 
tnivel  from  the  vagina,  eer\  ix,  and  bhukler  to  the  broad  ligaments 
and  nuvv  prtKluce  extra-tnbal  pelvic  abscess.  He  maintain>  that  iii- 
fj-rtion  by  the  vessels  is  more  freijuent  lh:in  by  eoiititiuity  of  ^ur^ace. 
When  tlie  latter  ctccurs  he  asserts  that  it  is  more  conuuojily  in  the 
descending  order  from  the  tubes  to  the  uterus.  This  statement  of 
Giglio  may  have  to  be  revised. 

Ci>ntinu4)ns  infection  does  not  always  mark  the  course  of  the 
microbes  thr«nigh  the  vessels.  The  mierol>cs  colonize  at  the  points 
of  least  resistance  ;  hence  the  tubes  nniy  suppurate  an<l  the  ligaments 
and  <»varies  go  free.  A\'heu,  Imwever,  the  microbes  tnivel  bv  wav  of 
the  mucosa  a  ee^ntinuous  inHammatiou  is  usual,  thougli  not  invariable. 

Infection  by  the  veins  is  s]»eeially  eomnion  in  puerjKTal  eases.  It 
has  often  proihiccd  general  septicu'tnla  and  pyieniia  through  very 
Flight  lesions.  The  arteries  also  may  carry  infection.  This  is  proved 
by  the  faet  that  bacteria  have  been  found  in  ]4aees  where  they  must 
have  l>een  carrieti  l»y  the  centrifugal  eirculntiou  ;  for  exnmple»  the 
gonocoeeus  in  the  knee-joiut.^  Iletero-infeetion  of  the  genitalia — 
I.  c,  infection  from  without — is  not  the  invariable  rule.  Diseased 
organs  may  send  their  gt-rms  by  M-ay  i»f  th*'  lymphatics  or  bli><Klvesscls, 
and  protluce  secondary  inft-etifin  of  the  |wlvie  j»eritoneum,  ovaries, 
tubcH,  and  other  genitalia.  Tubercular  infection  of  the  tubes,  second- 
ary' to  tliat  of  the  lungs,  is  a  fanuliar  example. 

»  PAfla  Rurvtcal  Soclily  Trfcusafnons,  miCtUHlnT.  18HS.    Ni-w  York  Mt'dlcil  Journal,  M&irli 
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GENERAL   CONSIDEItATIONS. 


167 


Experiment  anfl  clinical  observation  also  show  that  both  puerperal 
and  non-pucrpral  ijifct-tioii  may  travel  hy  bluotlvcssi'ls,  by  Ivniph- 
channclf*,  and  liy  continuity  nf  siirtlicr.  Tlie  relative  irc(|iiency.  iiow- 
cver,  of  these  nuMlcs  tA'  transmission  is  a  matter  nf  Hpeeniatiitn.  i*rol>- 
ably  the  route  by  cnniinuily  of  snrlaee  is  really  a  suiKTlic-ial  lymph- 
ronte — that  is,  the  infection  may  travel  along  the  lymph-chaniicls  of 
the  mucosa. 

Classification  of  Infection  and  Infiammation. 

Let  us  now  raise  a  <|nostion  relative  to  the  looseness*  anil  wuifusion 
of  the  current  classifications.  The  term  simple  infortinn  as  «listiii- 
pnished  from  septic,  for  example,  bus  no  s^trict  pathulo^ieul  mi'Uiiing. 
It  is  not  yet  settled  whether  the  so-called  simple  itifeetion  is  asL-ptio 
or  wliether  it  is  only  sli^^litly  septic.  We  know  lliat  an  inftrtion 
seemingly  very  mild  may  readily  take  on  a  deeldedly  virulent  ehar- 
aeter.  We  may  tjiitik  of  the  infective  or  inrtaminatory  pnM-ess  in 
fieveral  ways:  I.  As  having-  gone  only  into  the  eoup\stive  staj^c  ;  this 
would  l»e  a  niihl  furni.  2.  As  havin«f  '^uuv  on  to  the  stajjje  of  effu- 
fiion  or  suppuration.  l\.  As*  beinj:  t!ie  result  of  a  mild  or  more  virulent 
infection.  4.  As  tjccurrin^  in  structures  of  greater  or  less  rcsist^ince, 
W'hat  is  there  in  sucli  conditions  to  designate  on  the  one  hand  as 
simple,  on  the  other  as  se]itic?  In  the  present  state  of  (tur  knowl- 
e<Ige  we  must  use  for  de«*ertptive  purposes  uii  ada|>tabh',  and  therefore 
fl«'xible,  nomenclature.  In  tliis  nouieuelature  wtjrds  like  simjih-  anil 
septic  can  liave  only  a  loose  ciinicul  siii^ni  Ilea  nee,  Tliey  eannot  be 
utilized  as  the  outcome  of  scientific  classiHcjititin.  We  may  simplify 
the  subject  by  throwing  out  such  a,  word  as  simple. 

A  distineticm  between  aetite  and  elircmie  inflammation,  since  these 
conditions  enter  extensively  into  the  patlioloi^y  ni'  the  diseases  of 
women,  is  most  im[M>rtaut.  Many  deny  altotijetlM'r  the  existence,  for 
example,  of  ehronic  iriMaunuation  of  the  eudoim'trinni.  St>me  attrib- 
ute the  eondition  which  is  usually  classed  under  that  name  to  conges- 
tion :  others  call  it  a  subinflammatdry  stat<\  It  nuiy  be  well  ti)  re- 
mark that  an  es,sential  factor  of  inHamination — nnnid-eeH  intiltmtion 
— is  foimd  in  those  elironic  conditions,  and  that  they  may  therefore  be 
pro|)erIy  classed  as  inHaniiuatory  ;  this  mitrration  cif  white  corpuscles 
however,  t»eciirs  mon*  slowly^  ami  may  in  some  eas<.'s  be  very  sliglit. 
In  this  respect  the  dilfcrcnce  between  acute  and  chronic  inHainnuition 
is  one  of  ilegree.  We  shall  avoid  the  (piesticm  whether  cerUiin  condi- 
tions should  be  calhxl  congestive,  intlamnuittjry,  or  subinflammatory. 
The  iliscus-iion  of  this  ipu*sti<ni  is  tiresome  and  nnprotitable — a  con- 
test largely  of  wor<ls.  The  following  (Mitline  of  some  of  the  i>he- 
nomena  «)f  intlanniiation  wiJl  help  make  elear  tlie  ilistinetioii  between 
acute  inllaraination  and  the  conditions  which  are  usually  groujied 
onder  the  name  clironic  inflannnation. 

The  inflammatory  reaction  which  living  tissue  exhibits  to  morbid 
irritation  is  first  defensive,  and  then  etuistructivc  or  repanitive.  The 
defensive  process  is  an  ettbrt  to  eireumscrilx'  the  disease  by  throwing 
•round  it  a  limited  wall  of  exudate;  the  morbid  force  thus  eoufined 
and  concentrated  within  narrow  limits  is  within  these  ]imit«i  more  or 
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Um  inteiijjc  and  deytructive.  It  may  result  in  the  sacrifiw  of  a  fiart 
fr»r  the  Huft^ty  of  tlio  whole,  Tlu'  (urt'e  of  the  disonse  is  spont  in  the 
di^struetive  j>ro«\sji,  aud  may  be  active  un\y  or  rhieHy  within  tht^  limit- 
ing wall.  Finally,  mirmid  conditions  of  nutrition  iirc  rc-ostaldi^hcd, 
the  constructive  or  njiarutivc  pmceeis  Ix'comOM  active,  and  the  limiting 
wall  is  absorht'd.  If  the  cttniitnietive  proeoMiH  continues  uuti!  re|ioir  is 
complete  and  then  ceases,  the  part  will  resume  its  normal  functions — 
the  ititlatnniati(»n  will  lie  at  an  end. 

Acute  leflammation.  If  the  infeetiun  is  of  such  virulence  or 
otherwine  of  sneli  character  as  to  cull  forth  the  defeiKsivc  pnx'e>»!?e8 
just  deseril>ed,  anil  to  jirfMhiee  bloo<l-staHs  witli  more  or  less  )!*overe 
swelling,  fmin,  heat,  and  redne,«*s,  and  finally  to  prwluce  Uwal  ilcstntc- 
tion»  the  inflammation  is  acute.  The  disease  nmy  terminate  with 
resolution  or  \r,o  on   to  suppuration. 

Chronic  Inflammation.  If  the  irritation  i»  of  minor  intensity,  or 
in  any  other  way  of  such  etiaracter  as  to  fall  short  of  provoking  much 
defensive  aetit>n,  there  will  he  little  or  no  limiting  wall,  and  eouse- 
qiiently  no  intense  destructive  pnx-es!^  concentrated  within  a  eircum- 
seribed  space;  lu'at,  swelltntr,  pain,  and  rcilness,  if  present,  w^ill  be 
more  diffuse  and  h-ss  pronounced.  Chronic  iitflammation  txrciirs 
under  tlu'se  conditions — a  minimuni  of  defence  and  an  excess  of  con- 
st ruction, 

Clironie  inflammation  may  follow  a<"ute  infection,  or  nmy  have  been 
milMieute  or  chronic  in  the  I H^jiii lining.  The  excessive  oonstnictivc  action 
win'ch  belongs  to  it  explains  tlii'  hyperpla-siic  and  hyjR^rtrophic  rcHulta 
of  po-<'alled  chronic  metritis.  It  also  explains  certain  morbid  nutri- 
tive changes  in  the  blotwl  and  lymph  vessels  of  the  pelvis  and  in  the 
eellultir  tisane  of  the  jxdvis.  Siderotic  chang<'s  in  other  organs,  snvh 
as  arterial  seleroisis  and  interstitial  nephritis,  offer  a  etuse  analogy. 

It  is  uni)rofitablc  to  s|H>enlate  on  (he  cpiestion  whether  tlu'  condi- 
tions just  ilescribed  under  the  name  e-hronic  inflammation  may  better 
be  clasHifie<l  as  etmgestive  or  as  subinflammatory  states.  They  are 
recogiH/uhIc  under  either  of   these  names.      They  occur  more   fre- 

3iiently  in  neuropathic  women,  an«l  esiM'cially  in  cases  of  tlie  various 
iatheses — autcmia,  lithicniia,  g<Mit,  ch(fhemia.  DiaU'tcH  also  is  a 
stronp^  predis|K)siug  cause.  They  are  usually  less  dangerous  to  life 
and  often  more  destructive  to  ht^alth  than  the  acute  inflammations. 
Ttiey  constitute  a  large  {>roj>ortion  of  the  ailments  of  women  and  in- 
clude some  of  the  most  distressing  ailments.  They  are  |>ersistent 
and  hard,  often  impossible,  to  cure.  In  such  cases  it  is  frefpH-ntly 
dillictdt  to  dniw  the  lines  between  those  congestions  which  fall  short 
of  rnflantniation  and  netua!  inflammation.  One  of  tht^  most  common 
forms  of  soH'alled  ut^'riiie  catarrh  is  that  which  occurs  in  women  of 
defijfient  dhninative  pofnr — that  is,  the  bowels,  kttlneys,  and  other 
elntiinative  organs  1^11  suflicientiv  to  throw  of?*  the  waste-prmlucta. 
Under  these  conditions  the  muc<ni>  glands  of  the  uterus,  for  example, 
whose  tnnetion  is  not  excretor}',  may  vicariously  undertake  to  make 
good  the  deficiency.  An  unsfx-akablc  amount  of  mmiircded  and  m- 
juriniM  hical  treatment  ia  constantly  being  applied  to  the  endometrium 
in  such  cases. 
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The  Mgiiificanoe  of  pelvic  iiifeotion  varies  acconling  to  the  re^kt- 
mre  of  the  [)atit'nt,  to  tho  lix'^itioii  and  riatiirt!  of  tlte  striicturt'.s  in- 
[%'olvefl,  an«l  to  the  virnU'iici'  vi'  the.  tuiiscs  whii-h  priHhiced  it.  Strong 
||)r»'di-[»osii)g  eaii.s<'s  make  tht  woman  Irss  aide  to  resist  iiiorhid  irrita- 
rtion  ;  and  infection  nnoe  established  i.s  more  likely  to  be  j^evere  and 
progressive.  If  itifwtion  is  contiiifd  to  suju-rtifial  areas,  its  gravity  is 
relatively  much  less  than  when  deeper  striietiires  are  diseased.  Endo- 
metritis, for  example,  is  less  serious  than  an  infianunation  involving 
the  uterine  wall  or  the  parametrie  lymi>tiatres  anil  veins.  Moreover, 
the  sjime  kind  of  Infeetion  may  be  njrtre  seritms  in  some  places  than 
in  others.  This  tnay  be  ilbi>lrated  by  the  ease  of  a  man  who  picked 
his  teeth  with  a  vaccine  point  and  experienced  a  most  distirssing 
reBuU.  Some  hjicteria  are  hanidess  and  8ome  only  mildly  virulent. 
The  gonrtcoccosi,  for  example,  is  more  general,  and  therefore  more  dis- 
abling tlian  the  stapfiybicot^us.  The  strept<x*oec«Ks  pyogenes  is  more 
dangerous  than  citlirr. 

Fi*OTn  the  foregoing  it  is  easy  to  explain  why  an  infeetion^  even  in 
the  de<jper  structures,  may,  if  not  from  very  destructive  bacteria,  pre- 
sent in  the  more  acute  stages  most  of  the  subjt«tive  and  some  of  the 
objective  appearances  of  a  fatal  disease,  and  yet  after  a  few  day* 
terminate  in  a  return  to  complete  health.  The  reason  is  also  obvious 
why  a  sujx-rtieia!  vulvar  infection,  apparently  innocent,  may  Im>  the 
result  of  a  gonococeiis  or  (tf  a  strept<jcc>ecns  invasion,  and  may  by 
contiDuity  of  surface,  or  by  way  of  the  lymphatics  or  veins,  tinally 
destroy  life  or  render  it  miserable  and  useless.  Some  organisms 
may  excite  little  or  no  defence — t.  e.,  may  not  attract  leucocytes — 
and  may  tberefoi-e  sweep  tlirough  the  system  with  rapidly  destructive 
and  fatal  force.  This  would  be  infection  without  defensive  inflara- 
rnation.     The  germ  of  tetanits  in  an  example. 

Diag'nosis,   Prognosis,   and  Treatment  of  Infection   and  Inflam- 
mation. 

The  symptoms  arc  <ifteii  utterly  disproportionate  to  the  lesions. 
An  infection  of  little  danger  may  cause  the  greatest  suffering;  another, 
which  directly  threatens  life,  nuiy  be  almost  ])ninless.  Objective  ex- 
amination should,  therefore,  PS|K'cially  in  acute  cases,  be  thorough. 
The  subjective  symptoms  may  be  misleading.  The  prognosis  depends 
upon  the  region  infected,  the  general  and  local  regiistanee  of  the 
patient,  anrl   the  extent  and  natTire  of  the  infection. 

The  treatment  rcfpiires  the  individualization  of  each  case^  and 
most  therefore   be  referred  to  the  special  subjects. 
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CHAPTER   XL 


VULVITLS,  VLTLVO-VACilNlTLS,  VAGINITIS. 

The  importance  of  vulvitis  and  vulvi>-va«jiiiif  is  is  coiitinoiilv  imdor- 
estimated.  Jiiflumiiiation  HTmiiigly  trivial  may  start  in  tlie  vulva 
and  rapidly  extend  to  all  the  rcpnxltiotivo  aiul  uriinirv  (trpins,  and 
may,  tln-rt  lore,  ^rive  rise  to  nietriti.s,  salpinixitin,  ovaritis,  |iivri!<)iiili>, 
iiretjiritis,  cvHtiti.>i,  pyelitis,  and  neplifiti>. 

The  external  ^ejiitaU  are  tlie  laiiiu  niajtira  and  niiiiora  ;  tlie  clitoris, 
■with  its  prepuee  ;  the  vestibule,  ineliidirijr  the  meatus  nnnanu>  ;  tin- 
fossa  navieiilaris,  and  lite  hymen.  Tlie  Iiyinen  sejmrates  the  external 
genitals  frotn  the  va^^ina.  Tiie  coverinfr  of  the  external  irenitals  is 
cntaneous,  altlioiigh  it  partakes  ij^oniewhat  ui'  ihe  nature  of  nitieotis 
niombrane. 

Definitions. 

Vulvitis  is  inflanimutioii  of  the  external  g^enttals. 

Vaginitis  is  inHaruniation  fif  themneosa  an<l  snijmiieosaof  the  vagina. 

Vulvo-vaginitiB  is  intlannnatinn  of  tlie  vnlva  and  vagina. 

Classification. 

The  inrtanunation,M'hieh  njay  he  aenteor  ehronir.hasheen  elnssified: 

1.  Jittt'hr/tt/iii/irofftf,  atcordinir  tr>  ihe  iiatnre  df  the  harterial  eause 
V'hieh  may  liave  prodtieed  it. 

2.  ^\fittfomi<'tff/if^  aec^ording  l(k  the  sjH'cial  strnetiires  involved. 
Etiolog-ical  Classiflcation.     The  iollowiug  inflaniniations  are  of 

baeterial    origin.     They  may  oceiir   a.^    vulvitis,  as   vaginitis,    or   as 
vulvo-vaginitis  : 

1.  < Jttnoi'rhual,  eansed  by  the  gomworrns  ofNeisser. 

2.  KrvsiiM.'latoiis,  eaiised  by  the  streptiK-iH'ens  oferysipela.s. 
tl.   l>ii>htheritie,  caused  by  the  Klebs-Lc'dHer  baetllus. 

4.  Tiibereulous,  eaused  l>y  the  tnl>erenlar  iKieilhis. 

5.  Myeotie,  caused    by  the  leptothrix  ami  the  oTdium  albicans. 

6.  Syphilitic,  eaU'^e^l  by  t\\v  bacillus  of  syphilis. 

Otlier  forrns  of  vnlv«>-vaginul  infeetion  are  caused  often  )iy  other 
micr^j-organisni!*,  chief  among  >v]jie]i  are  the  staphyiiierweus,  aureus, 
albus,  and  citrens,  tlie  slreptococens,  and  the  unrecognized  niiciv>- 
organisnjs  of  infceti»)us  and  eonlagioiis  dist-ases.  Psiendo-diphthene 
vulvo- vaginitis  is  a  form  in  wlnefi  a  false  membrane  is  dcvelujxnl, 
b»it  is  not  due  to  the  bacillus  of  diphlheria. 

Tnasnuich  as  the  speeitie  micro-organism  is  seldom  rerognJzc<l  at 
the  lR*«1side,  the  above  classification  is  j>erhaj>8  mort?  inijwrtant  from  a 
scientific  than  from  a  clinical  point  of  view. 
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2.  Anatomioal  Classification.  Vulvar  and  vaginal  inflammation 
maj'  attack  special  structures,  such  as  the  skin,  mucous  membrane, 
cellular  tissue,  glands,  and  follicles.  This  is  without  reference  to  the 
uarticular  nature  of  the  micro-organisms  which  may  have  been  the 
irritating  cause  of  the  infection — i.  e.,  the  anatomical  forms  may  come 
from  bacteria  of  widely  dijBTerent  natures ;  these  forms  are  : 

Superficial  vulvo-vaginitis,  Follicular  vulvitis, 

Senile  vulvo-vaginitis,  Furuncular  vulvitis. 

Glandular  vulvitis.  Emphysematous  vaginitis. 
Paravaginitis, 

The  classifications  above  outlined  cannot  from  the  clinical  stand- 
point always  be  followed.  An  effort,  however,  to  differentiate  be- 
tween the  various  forms  should,  for  both  clinical  and  scientific 
reasons,  be  attempted. 

Eczema,  kraurosis  vulvae,  hcrjws  vulvte,  and  other  allied  disorders 
will  be  presented  in  the  following  chapters.  Pruritus  vuIvjc  and  vag- 
inismus, although  often  symptoms  of  vulvo-vaginal  inflammation,  are 
of  neuropathic  significance,  and  are  therefore  sometimes  classed  among 
the  g\'necological  neuroses. 

The  general  consideration  of  vulvar  and  vaginal  inflammations 
includes  certain  fiictors  in  etiology,  pathology,  and  diagnosis  which 
are  more  or  less  common  to  all  varieties.  To  avoid  repetition  and  to 
give  a  general  impression  of  the  whole  subject,  these  factors  may  be 
studied  before  taking  up  the  special  form.  , 

Greneral  Consideration  of  Etiology. 

Predisposingr  Causes.  The  predisposing  and  exciting  causes  of 
inflammation  in  geiienil  have  been  outlined  in  the  preceding  cliap- 
ter  on  the  Principles  of  Inflammation.  Among  tlic  ])articular  predis- 
posing causes  of  vulvo-vaginal  inflammation  are  the  following : 

Filth,  Vaginal  fistuhe, 

Obesity,  Excessive  coitus, 

The  diatheses.  Masturbation, 

Foreign  bodies.  Irritating  urine. 

Among  the  foreign  bodies  are  pessaries,  etc.,  and  under  irritating 
urine  may  be  mentioned  diabetes. 

Excitingr  Causes.  Xumerous  bacteria,  some  of  which  have  been 
already  indicated  in  the  etiological  classification,  are"  undoubtedly 
the  essential  causes  of  the  various  forms  of  vulvo-vaginal  inflam- 
mation. 

Vulvo-vaginal  inflammation  is  occasionally,  and  esj)ecially  in  chil- 
dren, a  sequel  of  such  acute  infectious  diseases  as  diphtheria  and  scar- 
latina. 

The  Media  of  Infection  may  l)e  : 
Pathologic  discharges  ironi  the  uterus.  Fallopian  tubes,  and  vagina. 
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Pelvic  abt*co88efl  disc.harjjing  into  the  vagina. 
Urine  and  fcce?. 
Can^iMimKitdiis  disclmrgos. 
Petli<-'u]i  (uiIhs. 

Ttio  discn.se  may,  fsp<?cially  in  cases  of  severe  pniritiiH,  come  by 
exten^iuii  frcnn  tUv  iiims  ;  v^rv  often  tin-  niuHnil  irriiution  is  furniHlit'd 
by  organ i.'-ms  from  the  diseai*etl  bladilcr,  ureters,  nr  kiihteyt;.  Infec- 
tion may  originate  in  the  vulva  or  from  the  surrtHrndinjtf  entaneons 
Hiirfaee.  It  may  result  from  direct  infection  or  from  an  irritating 
discharge  from  some  higher  zone  in  the  pelvis. 

Filth  ontraiiks  every  other  cruise,  willi  the  jMKssiblc  exception  of 
the  gimufneciis, 

EiiidernicH  ami  endcmies  of  vnlvilis  have  been  reeortliM;!, 

In  fat  women  of  sluggish  eapillary  eircnlation  the  vulva  is  .sn|K'r- 
sensitive  to  undue  irritation.  The  excessive  oily  secretioni*  nndei|fo 
deeomposition  into  fatty  acids,  whieii  cause  intense  intmctahle  ery- 
thctna  of  the  vulva,  and  often  of  the  thigtrs  and  nates^  a  eon<litiou 
aggravated  by  filth — /.  c,^  by  ai-cumnlatcd  and  deconjposed  secrctiont*, 
e>iK-eial!y  in  warm  weather,  wlien  mTspiration  is  fri-e.  Ma.sturbation 
may  be  a  cause  nr  a  result  of  the  digease. 

The  <]etermitring  factors  of  etiology,  especially  in  chronic  vulvo- 
vaginal infectittn,  lie.  llrst,  in  ihe  ]iredis]>osition  of  the  |«itient  ;  second, 
in  the  nature  of  the  intection  ;  third,  in  its  l«M"ation.  Badly  nonrisluHl, 
neuropathic,  diathetic*  wruncn  are  pnulisposed  to  chronic  dis^-ases. 
8<jme  bacteria,  ntitaldy  the  goiMH-iMjci,  ufe  especially  apt  tf>  pro- 
duce jntraetable  infection.  The  Itn'ation,  however,  of  the  infection 
in  the  glandular  elements  is  a  principal  factor  in  the  ehronicity  uf 
the  disease.  Colonies  of  bacteria  hccttme  intrencheil  in  the  vulvar 
gland.^  and  follicles^  from  which  fresh  infectiitiis  may  travel  upwanl 
to  tlie  vagina  and  uterus.  Similar  colonies  nujy  exist  in  the  niuci- 
jMirous  glands  (►f  the  cervix,  anil  from  this  point  be  distributerl  not 
only  to  the  pammetria,  corpus  uteri,  tulK-s,  jn'ritoneiim,  cellular  tifisne, 
and  ovaries,  but  also  downwartl  to  the  vagina  and  vnlva.  The  vulva 
and  the  cervix  uteri,  esix-cially  tlie  latter,  an^  the  two  gn-at  distribut- 
ing ixiints  of  pelvic  infection. 


General  Considerations  of  Pathologry  and  Patholoerical  Anatomy. 

Catarrhal,  puppurative,  hemorrhagic,  and  nh-erative  pnjcesHea  are 
nither  phas<'s  than  varieties  of  inflammation.  Tin-  process  i«  catarrhal 
when  the  (MXHlnct  is  a  pathological  increase  of  the  normal  ^secretion, 
8up}iur.Uivc  \vh*'n  it  c«mtains  juis,  hemorrhagic  when  it  contains  an 
appreciable  amivunt  of  bhxxl — >/.  c,  wheti  the  destructive  prrnfMS  has 
openeil  the  walls  of  the  vessels  or  priMlucetl  <lia[>edeBis,  and  nlceni- 
tive  wlicn  there  is  lo4-alizwl  necrosis.  Tlie  catarrhal  often  precedes 
tlie  suppnrative  infection  by  a  distinct  |)eriiKl. 

The  >-kin  or  mne«ins  memlinine  in  chronic  cnws  nsnnlly  become* 
thick  and  o-dctnatous.  Th»*  pyiigenic  luicrohe  does  not  pnHluee  .iUf>- 
puration  until  the  structures  air  in  a  <hgree  imimlred.  A  eircum- 
ecribed  suppurating  surtace  may  be  siirrounded  by  an  area  of  catar- 
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rbal  inflammation.  The  necrotic  tendency  may  not  go  beyond  ero- 
sion ;  it  mav  merely  impair  witliotit  thfstmyitig  tiie  skin  or  mucosa, 
or  it  may  extend  far  below  the  surface  and  form  a  dvc\\  ulcer.  Vul- 
vitis and  vaginitis  may  exist  sr^piratoly  or  together. 

So-called  graunlar  vulvi>-vaginitts  is  due  to  sweHing  and  hyper- 
trophy of  the  vulvo-vaginal  papillie,  is  chiefly  foumi  in  the  vagina, 
and,  though  not  coutim-d  to  that  period,  i.s  cuiumoiiest  during  preg- 
nancy. It  i.s  charactcrt/x'd  hy  smail,  ruimdj  protnbt-'rant  graniihitiuiis 
scattercil  thickly  over  I  he  attei-tid  surfiu'c. 

The  inrtammation  iiuiy  result  in  extensive  tdcemtion  of  the  vulva 
or  vagina,  or  of  both.  Sulticient  plastic  material  may  be  thrown  out 
to  canse  adhesions  more  or  less  Jirm  between  the  uyniphie  or  the  labia 
majora,  or  between  the  vaginal  walls,  or  Iwtween  the  vagina  and  the 
c«frvix.  Partial  or  c«>m[flefe  closure  of  the  vidva  is  (n<t  nnconinion  in 
children.  Such  adhesioii.-.  usually  yield  readily  ti>  slight  lorec.  They 
resemble  the  atlhesious  often  found  l>etween  the  j»reptu'e  anil  the  glans 
]x?nis  of  the  male  child.  Tivese  atllu-sifiHs  may  be  between  the  clitoris 
and  it8  prepuce,  and  may  give  rise  to  serious  nervous  disturbances. 
The  surfaces  may  be  so  thoroughly  niiited  that  they  can  only  be  sepa- 
rated by  dissection.  iStroug  adhesious  are  less  likely  to  occur  in  mar- 
ried women  than  in  virgins  and  aged  women  wJiose  organs  are  at  rest. 

If  gonorrluca  l>e  excepted,  suppiniition  i»  mostly  coidineil  to  the 
viil\itis  of  children,  esjx'cially  childreu  with  defective  nutrition.  The 
purulent  secretion  of  vulvitis  or  of  vaginitis  is  creamy,  abundant,  and 
malodorous.  Numerous  minute  points  of  superficial  suppuration  in 
a  limited  area  may  run  together  aiid  form  an  ulcer.  In  this  way 
many  areas  of  ulceration  may  l>e  forineil.  If  ulcerative  changes  in- 
volve the  small  bloodvessels,  the  secretions  will  l>e  streaked  with 
blood.  Severe  cases  may  present  hemorrhagic  areas,  great  swelling, 
and  even  gangrene. 

Extension  of  vulvar  inflammation  to  the  vagina  is  common,  though 
not  so  crmimon  as  it  would  be  were  it  not  for  the  f'ollrnving  anatomi- 
cal and  physiological  conditions  of  the  va^gina  :  it  is  smooth,  and, 
iK'ing  coVL-rcd  with  pavLiLUiit  ejjitheliuni,  rhisely  resembles  skin;  is 
almost  if  not  •julte  destitute  of  glands,  and  is  therefore  not  suljjcct  to 
intense  catarrhal  affect  ions. 

Dwlerleiu'  has  distinguished  miorosi-opicaily  two  secretitms  of  the 
Tagina :  one  the  normal  secretion,  a  whitish,  milky,  strongly  acid  dis- 
charge without  mucous  admixture;  the  othor  a  pathological  secretion, 
yellowish,  faintly  aci*!,  often  uetitnd  or  alkaliut*,  Kometimes  foamy 
and  mixed  with  mucus.  In  thi^  mu-nial  si'cretiou  a  non-pathogenic 
vaginal  bacillus  was  found  constantly  present.  Dddcrleiirs  experi- 
ments with  cultures  showed  that  this  bacillus  gives  to  the  normal 
accretion  its  acid  reaction,  which  is  due  to  lactic  ucitl.  These  normal 
vaginal  bacilli  were  found  to  be  uufavondde  to  the  growth  of  the 
staphyloct»ccus  pyogenes  aureus.  In  fact,  the  vast  majority  of  iKitho- 
genic  bacteria  do  not  thrive  in  an  ru'i<l  nu'dium.  In  the  pathological 
fiucretion   Doderlein  found    the    pathogenic    bacteria  to  be   increased 

*  Ddderlcin.  "  Dasf^^hetdcnsekret  iind  Seine  Bedeutung  fftr  dag  puerperal  Ficber."  Broch- 
OM,  Lelpclt.  18U,  pp.  at    CvntmlbUtt  t  UyniUtolugie.  1802,  No.  IL 
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aud  the  normal  vaginal  nucrol)os  to  be  decreased.  The  abnormal  secre- 
tion usually  originates  in  tlio  corvix  ntori,  is  toxic  to  animals,  and  by 
its  hostility  to  tlic  inn'iual  va^anul  mifntln'  decreases  or  nentralizes 
the  acidity  of  tin*  va^iiuil  seeretion,  thereby  ailording  a  favondile 
cidture-grotind  in  the  vagina  for  pathogenic  bauteria.  A  lenison  to  be 
learned  from  these  observations  is  the  importance  of  stamping  out 
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vulvar  inflaramation,  and  thereby  preventing  its  invayiouof  the  higher 
genitals,  espeeially  the  eer\nx  uteri. 

When  vaginitis  oecurs  the  desquamated  cells  itf  vaginal  epithelium 
give  rise  to  a  thick,  pasty  acA^ioiilatiou  of  smegma  not  unlike  vernix 
easeosa.  When  the  epitlieliiim  is  sljed  aud  the  dee|K'r  structure 
exposetl,  pus  is  tlin»wn  off  from  the  exposed  surfaces. 

Vulvo-vaginitis,  if  su|>ertie)al,  strongly  tends  to  recovery.  It 
becomes  olMinate  when  the  vulvar  glands  already  descril>ed  are 
involved,  anri  may  l.»e  intractable  when  it  reaches  the  nuieiparons 
glands  of  the  uterus.  Reference  is  made  tf)  the  remarks  in  the  pre- 
ce<ling  chapter  on  the  relative  ciipacilies  of  the  vulva,  vagina,  and 
cervix  to  receive,  retain,  and  distribute  infeclion. 

Chronic  Vulvitis  and  Vaffinitie  may  (x?cur  se|>arately  or  tt^ther. 
Cliuieally,  chronic  vulvitis  and  vaginitis  are  more  commonly  observed 

*  From  Heltnnftnn,  iu  Ttaouios  «nd  Muttdi^'s  DtB««8efl  of  Wutocn. 


than  acute  ;  thoy  may  follow  thr  iiciih-j  ur  iiiuy  liavo  hoati  chronic  <>r 
subacute  in  the  hcginniiig. 

General  Considerations  of  Ssnnptoms  and  Diagnosis. 

The  piir|X)se  of  a  diagnosis  Ia  not  so  nmcli  to  givf  a  name  to  the 
diseatie  as  to  iiiriiish  a  ba.sis  of  nitional  trcatnu'tit,  A  tUagnosis 
.should  include^  therefore,  the  r^ojiree,  variety,  and  rnniiilie^itidts.s  rtf 
the  disciise.  It  would  he  ahsnnl  to  eontine  the  treatinifit  to  the  area 
of  inflanHiiatiot)  if,  for  example,  tht*  ilisease  were  fjeeondary  to  nietritis, 
carcinoma,  cy^jtitts,  or  vaginal  H,<tula.  AltciUioa  to  8ueh  coTnpliea- 
tions  as  fissure  in  ano,  liemorrhoids  rigid  sphincter,  tlireadworni  and 
emh^nietritisi  rjtiten  gives  relief.  Tlie  diagnosis  shtudd  have  sfK-eiul 
roference  to  llie  possible  extension  of  the  diseusc  into  the  duets  of 
the  vulvar  ghmds  and  urinary  orgjins.  The  disf'harge  fr()ni  a  pelvic 
abscess  has  been  ini.-'takon  for  the  secretions  of  viilvo-vagiiiitis. 

The  ?vmptoni-gr(>n|j  in  ncttfr  rtUt^o-raffinaf  iuffauiuifUioit  eornprisea 
irritation,  pain,  rediirss,  i^tTelling,  and  increased  secretion.  The  sys- 
temic symptoms  of  intlammuiion  are  absent  or  sliglit,  extvpt  in  cases 
of  extensive  phlcgniou  or  suppnralittn.  The  pain  and  swelling  are 
often  so  int(Mis<_'  that  the  [mtient  must  lif^  down  witii  tlie  thighs  apart. 
Carcinomatous  lehor  causes  irritation  rather  than  jiain.  IVefjuent 
urination  and  dysuria  are  eotnnion.  Urination  is  painful  from  con- 
Uict  of  urine,  especially  when  the  infection  has  extended  to  the 
urethi-a  and  bladth'r. 

Tlie  disease  starts  with  h)cal  irritation,  congestion,  retlness,  swelling, 
|j4iiii,  and  heat.  The  laliia  (uinora  sometimes  swell  to  twice  the  size 
of  the  rtnger,  and  may  consetpiently  close  the  vulva  ;  thi-y  have  a 
bright,  gli>*teniiig  u(ipeaninee  not  indike  the  inllamrd  swollen  prepuce 
of  the  male.  Tin-  pain  is  throbljing  and  extreme  in  proportion  to  the 
swelling.  The  infl:nni-d  surtaces,  which  may  include  both  vulva  and 
vagina,  are  at  Hrst  dry,  but  soc)n  beeonie  nn»ist  in  coiis<'tpienee  of  an 
effort  of  the  glatuls  tti  relieve  the  ef)ngestion  by  inen-ased  s<'en'tion. 
The  secretion,  usually  profuse,  is  a  chief  evideiiee  of  the  disease.  In 
children  the  disease,  unless  due  to  gonorrh(cal  infection,  is  usually  con- 
6ncil  to  tlie  vulva. 

(Jtronic  vu/c<(t'  and  raf/inat  ittjIaimfiafioiiK  are  reeogniKcd  by  tJicir 
persistency,  by  their  tendency  to  rec6f  when  apimreutly  curwl — see 
Follicular  ami  filnntlular  Vulvitis — alhd  sometintesby  the  presence  of 
erosion  of  the  vulvar,  vagitial,  or  vidvo-vaginal  surfai-^'s.  They  are 
chanicterizcit  by  a  scanty,  thin,  yellow  discharge,  iisuidly  more  or  less 
purulent;  by  great  Jm^al  irritation;  by  variable  redness;  by  slight 
swelling,  and  often  by  excessive  granulatiim.  The  surfaces,  es|)eci- 
ally  the  vulvar  snrfaees,  finally  hcnonie  hard,  redematous,  leathery, 
jjarchment-like,  and  iiaitiful.  A  prineijwd  symptom  of  chronic  vulvar 
inflammation  is  an  intolerable,  often  intractable,  itching  and  burning. 


General  Considerations  of  Treatment. 

The    experiments    of    DrKlerlein — see    page    17.'i — wovdd    suggest 
;iiml  douclies   of  a  1  per  cent,  atpicous    solution  of   lactic   acid. 
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This  would  dearly  not  apply  to  infection  from  hiirteriii  which  grow 
in  acid  media. 

The  vulva  is  uornially  moist  from  its  own  secretions.  Dut^t  find 
dirt,  which  nmy  crKitain  irritant:*  capable  of  exciting  vulvitis,  easily 
reach  the  vulva  and  liiul  liMlgctncnt  th(.M*c.  Aj?  a  prc»]ihylaxis  again^it 
this  sourci!  at'  vulvitis,  and  as  a  Itetter  pn»teetii>n  a<^niist  i^^udden 
ehanges  (.>f  teiiipTature,  the  closed  drawers  j^Iiuutd  lukc  the  phice  of 
the  eomniouly  worn  ojien  drawers.  The  daily  sli(>wcr-bath  opplied 
to  tite  external  {jjenitala  ia  an  excellent  prophylaxis.  Strung  soap  is 
irritating,  ami  therefore  injurious. 

The  Treatment  of  Acute  Vulvitis  is  eliiefiy  hn  al,  ami  inelude.'* 
two  esjientials,  ehanlines.s  ami  palliatiou.  Mild  alkaline  solutions, 
such  US  !?odiuni  hiearhonate,  when  ajiplitd  to  the  vulva,  may  c<»nil>ine 
with  the  oily  secretion  to  form  a  hoap  whieh,  upon  In-ing  Mashed  (•fl' 
>vith  warm  water,  leiivcs  the  surface  clean.  AV ashing  slioidd  be  fre- 
quently rejH'atecI  as  a  preparation  for  ntherapplici>ti(tiis,  sneh  as  a  lotion 
of  etpial  parts  of  dilute  solution  of  aeetate  of  h-ad  ami  fluid  arjueinis 
extract  of  o])iutn,  tlie  4  jht  cent,  aipieous  solution  of  antipyrine.  the 
4  per  cent,  solution  of  ewaine,  the  4  percent,  ointment  of  morphine 
sulphate,  the  sjmiy  of  an  alkaline  solution  or  of  the  5  j>cr  cent, 
solution  of  cfirholic  acid.  The  warm  sitz-bath  or  the  ice-bag  applied 
to  the  vulva  is  indicated  in  cases  of  extreme  irritation  and  burning. 
Absolute  rest  in  bed  is  important.  A  rectal  sup|M>s5tury  containing 
extract  of  ttpiinu,  two  grains,  and  extract  of  belladonna,  one-fourth 
grain,  may  give  relief  and  i^ecure  nuieh-nee<led  sleep.  j\v<^>id  oint- 
ments containing  animal  fat.  Vasehne,  clear  or  stiiietied  with  wax, 
18  a  gofxl  excipient.  Jf  the  labia  can  be  separated  without  trxt  much 
pain,  a  light  gauze  or  lint  c<miprcss  saturated  with  a  stM:ithing  anti- 
septic sonition  may  be  placed  between  them.  BuImm's  and  other 
abscesses  should  be  o|ieue<l,  (rreat  care  is  needed  to  avttid  carrying 
the  infection  from  the  vulva  to  the  vagina  or  uterus  by  the  syringe- 
tube  or  exjunining-finger. 

The  general  treatment  cfmsists  of  remedies  to  allay  irritation  and 
reduce  arterial  tension.  Small  doses  of  aconite  may  be  in<lieated. 
Free  action  of  the  bowels  l>y  salines  is  essential.  Soporifics  and  ani>- 
dynes  are  indicattn.!  for  nervous  irritation  and  ]>ain. 

The  Treatment  of  Chronic  Vulvitis  includes,  in  addition  to  such 
of  the  above  uieans  as  nuiy  be  intlieateil,  astringents  and^  in  obstiiuite 
catics,  Cfuistics.  The  surfaces  should  Ite  dressed  with  gau/e  cifuvjux'sses 
Hatunited  with  a  1  to  .'lOtMJ  a<]UeoUh  solution  of  the  bichloride  of  mer- 
cury, or  i\  3  jM^r  cent,  aqueous  Si>lution  of  carb<jlic  acid.  If  tlic  diseat*e 
has  l»cen  caused  by  jwdiculi  pubis  or  other  ^^irasites,  mercurial  lunt- 
ment,  in  atldition  to  the  above  solutions,  shouhl  hv  usetl  to  destrt»y 
them. 

The  daily  hot-water  vaginal  douche  may  be  supplemented  w  ith  a 
solution  of  copjier  siiljihatc  or  zinc  sulphate,  one  elrachm  to  the  tpiart 
of  water.  Extensive  erosion  is  often  ]>rompt]y  cured  by  the  free  use 
of  benzcKited  oxide  of  zinc  ointment.  The  eriKled  surfaces,  having 
been  dried,  may  be4laily  duste<l  with  ealonud  or  with  the  subgallate  of 
bismuth.     Ju  neuroimtfiic  i^ses  of  severe  pruritus  almost  miniculous 
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relief  «omotiinc9  fi>liu\vs  the  free  witbdrawal  of  bkxid  from  the  uterus, 
citluT  by  sL-iirifieiitioii  or  by  leeches. 

(Tpanular  inHauiniiition  of  the  vagina  may  he  oiired  by  painting 
the  graiiulateil  part  wilh  a  1  to  40  solution  of  nitrute  of  silver  und 
<laily  iMiekiiig  the  vagina  with  jiauze.  The  trentnient  of  vulvo- 
vagiiuil  influniiunttoji  will  often  demand  tlie  removal  of  a  wiiisal 
endometritis.  Obstinate  ejises  (»ften  yield  to  fretjiient  applie^itioiis  of 
10  or  20  per  cent,  of  ichthyolatc  of  atumouinm  in  glycerin.  The 
application  is  best  made  with  u  comj)re;<s  seen  red  by  a  ba  adage. 

SPECIAL  FORMS   OP  VUIjVO-VAGINAL  INFLAMMATION. 

The- special  fonu.s  of  vol vo- vaginal  inflammation  will  be  considered 
separately  in  the  following  paragra|)lis. 

GonoirhoBal  Vulvo-vagrinitifi. 

The  gonococcns,  one  of  the  most  active  and  mo,<t  virtdent  elements 
in  the  diseases  of  women,  has  l>eeii  found  in  all  of  the  gen ilouri nary 
organs,  and  is  the  ctiuse  of  a  large  prctportiori  of  the  cases  of  destruc- 
tive raetritis,  safpittgiti.s,  and  ovaritis. 

Gonorrhoea  is  always  the  result  of  gonococcns  infection.  The  dis- 
,ease  is  characterized  by  a  strong  tenileney  to  |wnotnite  and  spread, 
and  is  prone  to  attack  ihe  follieh's  and  glandular  strneturrs  of  the 
vulva,  especially  (he  vidvo-vaginal  glands  and  Skene's  glands.  Dif- 
fuse and  deep  cellular  iuHummaticm  and  abscess  of  tli6  vulva  may 
also  result  from  gonoc<ieeus  infection.  See  remarks  on  the  gonococcns, 
and  upon  reenrrt^nt  gonnrrho'a  in  wiiman^  pj^ige  155, 

Gonorrhcea  not  nncomniordv  extends  throughout  the  genito-nrinarv 
tract,  although  the  coiistatit  il()wnward  curiTnt  of  urine  mny  in  a 
tut'jisure  prt^teet  tlic  more  distant  urinary  org:ins.  If  the  infection 
originates  in  the  vulva,  it  usually  extends  to  tlie  vagina,  and  vice 
nrm.  The  urethra  sehlom  escapes.  The  inguinal  glands  nuiy  be 
infected  by  transmission  of  tbe  infection  through  the  lymphatics,  and 
arc  cspt><'ially  proiu^  to  suppunition, 

Cbildren  arc  more  subject  to  tbis  infection  than  is  generally  sup- 
jKiscd.  It  nuiy  come  IVoui  itdeeted  beil-lfnen,  from  batbing  with 
infected  cloths  or  siMinges,  or  from  the  unclean  hands  of  infiH-tcd 
nurses.  In  children  the  disease  is  less  liable  than  in  adults  to  extend 
to  the  vagina,  because  the  vagina  is  protected  in  a  measure  by  the 
hymen.  It  may,  however,  Ih*  easily  carried  upward  on  the  douche 
|K»int. 

The  Jiartholiuian  glands  ami  Skene's  glands  at  the  meatus  are 
conuuitnly  the  ])riuiarv  swit  of  infretion.  The  skin  surface  of  the 
vidva  and  the  vaginal  mucosa,  Ijceause  i)f  tiie  jtroteeting  epithelium, 
.seldom  are  infected  primarily.  In  advanced  years,  when  tlie  epithe- 
lium of  thf  vagina  has  drsipianuited  and  the  tissues  are  of  low 
vitality,  primary  gonorrh-i-al  vaginitis  is  more  likely  to  i>eeur. 

Diagrnosis.  A  suspii-ious  exposure,  great  p:iiu,  and  unusual  sys- 
temic disturbance  should  excite  suspicion.  I^uliation  of  jiain  to  the 
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reotuni,  jxTirKMim,  :in(l  I>!iiil»lr'i\  iirtjtliral  Uuniing,  aod  iiivolvemeDt  of 
tW  <le*'|KT  gland u la r  .^triicttiivs  are  diaguos?tic  signs.  The  positive 
rliagnot^i^  cJe|K.ni<ls  iijhjii  Hnditig  tlio  ^oikk*ix*cus  by  niicrutscopic  exami- 
nation of  flip  won- 1 ion. 

Treatment,  It  is  liijrljly  ini|H)rtant  to  ?^tamp  out  the  gouorrhneal 
infpction  while  it  ij^  yt-t  in  ihc  vulva  or  vatrina,and  thereby  to  keep  the 
iidV-otion  from  j^tiin^-  to  thr  higher  zoen's  of  tho  gen it«>-uri nary  Msteni, 
whcrc!  it  IM  ulwavH  de!<tnielive  and  often  laml.  Disiufectants — *.  e-., 
^fnnirideH  lo  the  extent  of  th<'  j>atieiit's  toleration — ^are  indieated. 
}^cnipnloiii  I'lranliness  shrjnid  he  L'liforei-d  and  rii;i«lly  maiutained. 

|)ailv  |>arkiiij«'  of  the  \:itrliui  ItKJsely  with  l:unp<jiij»  of  sterile  jjauze 
i.r  idj-rtrL-ni   enllon  Maturated  with  an  aqueous  dilution  of  fonualin, 
I  rn  l(MM),  will  tje  us*'fiil  d<irin<:  the  aetive  stage,  and,  if  there  i^  a  teu- 
dejjey  lo  ideei'!Uii>n,  will  \ki  very  efflL't^tive.      If  the   disease   i»  in   the 
V<if(inii,  quite  iuteime,  let   the   vulvo-vag^inal  surfaces  Ik-!  {minted  once 
or  Iwiee,  Mrt  in  ^runiilar  vaginitis,  with   solution  of  nitnite  of  silver, 
forty   ir'*i>i"^    •'*    ''"*  <>nnee.     The  vairina  and    vulva  should   liien  he 
paelii'd    with   dry   snKliuialed    or  horal<'il  ^auze,  whieli  shouhl  Im-  re-  B 
iM'Wed  a"»  ofi(M)  us  it    heennies   moist    fnpni  the   s<.^*retions.      At  each  V 
llnu' of  el^un^irl^;  lhejr:(uze  liie  .stirfaees  should  thoroughly  Ix'  cleansed 
liV   nieuMH  of  u  warm    o  [»er  cent,  atjueous  solution   of  carlM>lie  acid  ^^— 
tu'lm    In    (o    hr    followed    by    a    tliorongh   washing  with  peroxide    of^f 
bydr<>u'<'n,  uhieh  is  vi-ry  ehuutjiiiig  lo  the  deepn'  glandular  structures. 

,\  •iciluiiou  of  iiilnite  of  silver  may  he  used  with  exrellent  effect 
an  foUitw^  :  'The  patimt  hiing  in  tlie  diirsal  pctsiti*in,  with  the  hips 
elevated,  introdue«'  a  evlindrieal  s|»eeidLMn  so  as  t«J  exp«.ise  the  cervix 
ui*»ri  an*!  vault  of  the  vagina.  Into  tiifs  speeidum  |Miur  a  3  |>er  cent. 
ijqneouH  Hohitiou  of  nitmte  of  silver.  Allow  this  solution  to  bathe 
(hii  cervix  uteri  anit  vaidt  of  the  vagina  fr»r  five  minutes,  then  remove 
thr  "tnltition  hv  means  of  al)sorlK'nt  cotton.  This  treatment  should  be  M 
riipriite«l  Iwti  or  llu'ec  limes  a  week,  B 

Tin-  did  ««hould  he  non-irritating.  Urethnd  or  btadtlrr  eonipli- 
I'HliiMi*  call  for  diuretic  drinks.  Cniyous  i>f  iehthyol,  ari>iol,  (tr  der- 
ma lot  ill  tin*  urethra,  if  tolerated,  may  be  usefnl. 


Erysipelatous  Vulvo -vaginitis. 
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lM"v.i|Nljis  ir*  priinarilv  an  inflaiiiniation  of  the  lymphatic  vessels  of 
the  mIiIji  or  niui'ou"  nu'nibnine.  The  infeetion  is  caused  by  a  strepto- 
eiieeie*  hiiidliir  to  the  stroptoerKVUs  ]>yogenes — peHiaps  identical  with 
il.  The  dint-asi*  is  febrih'»  always  acute,  often  suppurative  and  suiht- 
lirial,  utid  ehirlly  eharaeterizcd  by  a  tendency  to  spread.  There  arc 
thrt'e  varielieM:  the  erAthenuitous,  the  vesicular,  and  the  gangrenous. 

Tho  ErythomatoUB  crysiiK^las  (tf  the  vulva  and  vagina  is  the 
niildi'st  fniui.  It  pix'sents  redncs.s  and  heat  of  the  surface.  The  skin 
ur  inueoMs  ineuibrane  is  hut  little  swollen,  and  the  teodency  ie  strongly 
townni  ^pontaneous  n'cov<'rv. 

Tho  VtiHlouIar  form  is  n>oro  severe,  is  characterized  by  intense  in- 
ftanimalion  of  {lu»  j<kiu  4ir  niiictmti  membrane,  by  luarkril  o'dcma,  and 
by  tin-  upiM-nmtu'e  nmh-r  tlie  surface  of  vesicles  tir  hulhe  which,  like 
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hliciters,  contaiu  serum.  Finally,  infection  in  these  vesicles  may  cause 
suppuration,  and  tlie  inflammation  may  extend  to  tlie  deeper  struct- 
ures and  Iwcome  phlegmonous. 

The  Gangrrenous  is  the  most  dan(:T:^roii8  form  of  erysijH'liitons  vul- 
vitis. It  apparently  results  from  rapid  development  of  the  t^trepto- 
coetci  and  their  profjiicts  in  tlie  lymph  ehanncls  and  connective-tissue 
f^paces  so  as  to  shut  of!*  nutrition  and  c.iurie  necrosi.s.  It  results  in  the 
destruction  of  large  areas  or  of  small  patehcs  of  skin  or  mucous 
ruemWrane. 

Phferfmon  is  often  associated  witli  erysipelatous  vulvitis.  It  in- 
volves not  <»nly  the  lymphatic  vessels,  l>ut  also  the  t»:]audular  elements 
and  tlie  deeper  connective  tissue.  The  inflammation  may  be  diffuse 
or  circumscribed,  and  may  terminate  by  resolution  or  by  suppuration. 

Ery.sij>elatous  vulvo-va^inal  inflammation  occurs  not  infrequently 
in  very  youn{;r  infants  by  extension  fmm  flu-  navel,  or  it  may  spi-ead 
from  the  vulva  to  the  thighs  and  nates;  it  is  sometimes  observcil  in 
childhorMl,  but  is  rare  in  adults,  exe(']it  in  rliihlhed,  where  it  is  a  most 
dangerous  alfection.  Bad  luitrition  and  filth  arc  strong  prcdisjwKsing 
causes.  The  prognosis  is  ordinarily  more  grave  in  infants  than  in 
children  or  adults.  GeneniUy  s()eakiug,  the  prognosis  iii  favorable, 
doubtful,  orgnivc  according  to  tlic  extent  and  severity  of  the  disease. 
Gangrene  of  the  vulva,  especially  in  infants,  is  almost  always  fatal. 

Treatment  lioes  not  differ  malerially  fVom  that  of  the  diphtheritic 
form  ;  sec  below.  If  llie  iuilamiuation  l><'<n)nu!  |ihlegnionoijs  and  re- 
sult in  suppuration,  the  abscess  should  be  opened.  The  gangrenous 
variety  calls  for  rigi*!  disinfection  Avith  pure  carbolic  acid  and  strong 
supjMDrting  measures. 


Diphtheritic  Vulvo-vagrinitiB. 

This  form  of  vulvo-vaginal  inflammation  rarely  occurs  in  the  non- 
puer|»oral  a4lult.  It  attacks  children  during  tpidemies,  and  is  then 
usually  cummunicuted  from  diphtheria  whicli  has  originated  else- 
where. It  is  njore  commonly  the  b>cal  manifestation  of  a  very  grave 
form  of  puerfM-ral  fever  which  s4>nietioies  occurs  in  i-pidemics,  espe- 
eially  in  the  oltstetric  w\irrls  of  hospitals. 

There  are  otficr  forms  of  membmnous  vulvo-vaginitis  in  which 
the  germ  of  diphtheria  is  not  present — psendo-dipbtheritic  vulvo- 
vaginitis. 

Treatment.  The  general  treatment  includes  energetic  sup]K)rting 
measures,  such  as  quinine,  the  mineral  acids,  tincture  of  chloride 
of  iron,  and  sometitues  heart  stimulant?.  The  bowels  shoidd  be 
regulated,  if  necessary,  by  mercurials  and  salines.  The  local  treat- 
ttJent  is  the  '^ame  as  in  the  general  therapeutics  of  vulvo-vaginitis: 
ititoxiu  and  other  measures  are  indicated  as  for  diphtheria  elsewhere. 

Tubercular  Vulvo-vagrinitis — Lupus. 

Tuberciijar  inflammation  has  bcfu  fVxmd  in  every  part  of  the 
genital    tract,   the  order  of  fVcquency   for   the   various  parts   being 


^ 


•  :*irrwjw.  j^ffzl^jdlizp.-js  axd  allied  disorders. 


tL  *yrm»^  x^nxL,  cer\-ix  uteri,  and 
u-^  .r  ^»-  s»  JMLJLieiiiitB.'  ^ynpcoeis;  the  diagnc^is  depends 
ui>.i.  'tt«Aiuie.  otr  ]«c^iI:2^  :iuM;e»!uLjta?w  Tbe  disea.^  is  often  secondary 
•  r^jet-rtu^a-^-.-j  ^ucuc- •^stiTft-iKorK  ocsuL.  :iItboiigh  it  may  be  primary 
X  t«  ,!Mina«s.  It  &>  pmokoie.  rxi»N^  not  certain,  that  tubercular 
twrt  i.ivu.   tttiV    J«  -air  >rmit   ti  •.■*>ccus. 

:b«.tniu*r  tuv:tXN„  .TfounuaiT  «faU«d  lopus,  is  rare ;  the  occurrence 
^  t  :te  uiva  >.  -vHimit^i  '.cHBillT  to  tbe  period  of  maturity.  The 
•w  .a4>».i*ri>*^t:  tr^utb'  dP* :  lLP?t.  the  formation  of  tubercles  and 
<!**,uv5«w  %iiKti  ui«i«;r«:r*  -"ttwftfjf  •-»«■  *>.»U«id  degeneration,  and,  finally, 
u«.%.>^\*a  .on*    toMrr&ktnMt ;  s«o>ad.  a  x'anable  increase  of  connective 

•*%  oCfcr*-  :v  >t  :*a  oviur.  with  a  grannlar  base.  It  may  be  super- 
«i.ft^  c  -s«  ;«irp  jti<  :u  ruaist;  peniBUient  fistulse  between  the  bladder, 
.i^-.M»  »»»  >K.iiuii.  The  ckticrtetal  contraction  which  follows  the 
tvt.aM^«>u  tK»j«  Aril  r«>*ilt  m  :itrioiures  of  the  urethra,  vagina,  or 
>M,.o4A      'tit:   uotrs  ;Mv  purulent  and  have  a  tendency  to  bleed. 

lrVi,<%Ativ^ite}  *jc»K.«t»«*!S  may  or  may  not  be  associated  with 
^t^^.«.iu  Tht  ^iKTSil  thickening  and  induration  of  the  affected 
>*i^N  iHA»  »»»  -</  -vEtiisive  *s  to  give  the  labia  the  appearance  of 
«M%<v«.  K}pyt*&iiu»e4s^  Tbe  vulx-a  and  perineum  become  studded  with 
vv*'*iv^  »  >u  *<  V  K)Ie«  color.  Lupus,  in  clinical  appearance  and 
>«M>««^  >^     »o«j«.^   r»?9<mbl«*it  some  tumors  that  it  has  often  been  de- 

»^vm  *t»><at\tt>  sttsi  little  pain  are  notable  characteristics  of  the 
j»i%„g«^.     VV  ^»Kmi  health  may  continue  unimpaired  for  many  years. 

**f^  "^^NiirTniMin  ^i  tubervuhir  vulvo-vaginitis  is  the  same  as  that 
»    %t^v^»4«^    iir«ejte«e  tflssewhere — /.  e.,  systemic  and  lot^al.      Proper 

.,^t.  vii^Avv  ire*  v.-ttreful  attention  to  nutrition,  and  thorough 
«^««K;«MKKt.  bai'v  ewfcsion  of  the  diseased  part  together  with  a 
4..  ,K    s    K»*tii>  -tf^ie  amHiml  it  gives  good  promise  of  radical  cure. 

^Vx^*v.^^  Jutv('».m  of  the  vulva  and  vagina  has  been,  in  many 
;wv*-A^>v  ♦  i'»  .if.»iwr^'«t  *m\H»ss,  subjected  to  treatment  by  exposure 
.  .K  -.H^-v  l'*>e  titrte  lias  not  arrived  for  a  positive  statement  as 
,    «K   ^^i«:  Vi  •.ti;cw  treatment. 

Mycotio  Vulvo-vagrinitifl. 

y^<!k^y>  XHi^i  ft^nn  of  infection  is  most  common  in  diabetic 
v»vSv\>K.  A'<H»i«k  tm»$ri — mycoses —  chief  among  them  the  leptothrix 
*.v-  tv*^•i«^*«'"<  *f^  oitWn  found  in  the  vulvar  secretions,  and  are 
4.\..>\  «,«w  :;ik^*  ^'witiitj:  i'ause  i>f  mycotic  vulvitis.  Diabetic  urine  appar- 
\,^  N  '{*\v«*s.  «W  development  of  the  fungi,  although  the  disease  is 
^>»»\*^*s^»>  *<AK'iaHHl  with  sugar  in  the  urine.  Furunculosis  often 
ANV^^Ovxi^-^  duiU'tio  vulvitis.  ,.,.,., 

V>:A\*-v**rtwin''^""  vjiginitis,  not  only  in  dijibotic,  but  also  in  non- 
^i^K^v  v^wttVn,  Iwve  Inn^n  observed  in  connection  with  certain  other 
iW*    W\»thrix  and  oulium  albicans. 

\^tami  of  tlie  genital  tract  and  pregnancy  are  predisposing  cjiuses. 
I'W  wilkHVMU^MSin  may  be  brought  in  contact  with  the  genitals  by 
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int(^re<mr8e,  es|)ecially  with  a  diabetic  man.  The  fungus  may  be 
c:irrie<l  on  the  finger  of  the  gynecologist.  Winckel  cites  two  cases  in 
which  the  infection  apparently  was  traced  to  the  touching  of  the  gen- 
iials  by  the  hand  (histed  with  flour. 

The  itching  and  burning  are  continuous  and  the  pruritus  is  ex- 
treme. Tlie  depressing  influence  of  the  hypersecretion,  sleeplessness, 
pain,  and  loss  of  apjx>tite,  is  apt  to  hasten  the  fatal  result  of  the 
dial>etes.  The  vulva  throughout  has  a  coppery-red  color,  is  much 
swollen,  and  is  dry  in  some  parts  and  moist  in  others.  Scratching 
may  cause  here  and  there  considerable  bleeding.  The  skin  is  dry  and 
brittle,  wrinkled  an<l  rigid.  The  aflfection  usually  invades  the  folds 
of  the  groin,  the  mons  veneris,  and  the  folds  of  the  nates,  and  may 
surround  the  anus.  An  improvement  in  the  general  condition  of  the 
patient  may  lessen  the  local  disease.  It  usually  returns,  however,  and 
with  increased  severity.' 

SymptomB,  Diagnosis,  and  Prognosis.  The  leptothrix  causes 
less  distress  than  the  oidium  albicans.  The  latter  may  induce  severe 
itching,  burning,  heat,  and  increased  secretion.  The  swelling  of  the 
vagina  may  extend  to  the  vulva,  and  then  be  so  great  that  the 
|)£itient  cannot  stand  nor  walk.  The  epithelium  is  exfoliated  and  the 
urine  causes  jxiiii  when  in  contact  with  the  exposed  surfaces.  The 
irritation  may  be  extreme  and  paroxysmal. 

Vulvo-vaginal  mycosis  usually  begins  with  a  subacute  inflam- 
mation whi(.'h  extends  throughout  the  vagina.  In  the  vulva  the 
inner  surface  of  the  nymj)ha)and  the  folds  about  the  meatus  urinarius 
are  chiefly  aifected.  Small  yellow  spots  upon  the  reddened  mucous 
membrane  or  skin,  which  cannot  be  scraped  off*  without  at  the  same 
time  removing  the  epithelium,  are  characteristic  of  the  disease. 
These  spots,  taken  together  with  finding  the  micro-organism  by 
microscopic  examination,  will  establish  the  diagnosis.  The  prognosis 
is  variable.  The  disease  sometimes  disappears  in  a  few  days  under 
treatment.  In  pregnant  women  it  may  continue  until  after  de- 
liver}'. 

Treatment.  This  often  includes  attention  to  the  associated  dia- 
Ix^tes.  A  diabetic  dietary,  tonics,  and  mild  saline  laxatives  are  first 
indicated.  The  intolerable  itching  and  burning  necessitate  local 
remedies,  of  which  many  have  been  used  with  varying  and  temporary 
success.  Wash  thoroughly  with  a  tepid  solution  of  corrosive  sub- 
limate, 1  to  2000,  or  with  a  saturated  solution  of  boric  acid.  Ben- 
z<ieite<l  oxide  of  zinc  ointment,  or  an  ointment  of  vaseline  and  sali- 
cylic acid,  1  to  200,  is  useful.  The  sitz-bath,  temperature  80°  F., 
prolonged  for  an  hour,  often  gives  relief;  to  this  bath  may  be  added 
a  pouml  of  Indian  meal.  Astringent  washes  of  tannin  or  alum,  or 
.sulphate  of  zinc,  may  be  indicated. 

Since  the  skin  in  mycotic  vulvitis  is  already  dry  and  brittle,  it  is 
not  well  to  dust  the  vulva  with  powder.  To  relieve  the  suttering, 
which  is  usually  worse  at  night,  place  a  compress  moistened  with  a  3 
j>er  cent,  solution  of  ciirbolic  aciu  on  the  parts  at  bedtime. 

Ancwlynes  may  be  used  locally  ;   one  part  of  (chloroform  to  five 
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parts  of  almoml  ttil,  (Hntnu'iits  of  Itclladonna  anil  n»(ir|>liine,  or  a  <> 
per  cent,  solution  or  (tintnifnt  of  cocaine  may  give  t^iipomry  relief. 
The  (list'use  in  a  tliahfffc  siihjrct  is  nsually  intractaljh?  or  iiit'iiraljle. 
See  Furunenlar  Vulvitis  and  Pruritus  A'^ulvie. 

Mywise.s  of  the  vulva  and  va<:;iiui  in  subjects  not  snlTeriu^  from 
diahetes  are  usually  self-limited  or  easily  cured  by  the  treatment 
above  itidicattKl.  The  vaf:^inal  mycoses  reiiuire  doiu-hes  of  carbolic 
acid,  3  i>er  cent,,  or  of  corrosive  sublimate  solulion,  1  in  2000.  The 
mycoses  of  pregnancy  are  usually  limite<l  to  that  state. 

Syphilitic  Vulvo-vagrinitis  and  Chancroid. 

The  subject  includes  the  pritnary,  secondary,  and  tertiary  forms  of 
syphilis. 

Chancre  devehrps  not  until  after  an  ineuljation  of  from  ten  to 
twenty  days,  nsually  the  latter.  It  h  first  a  nnldrneil  excoriated  K|>ot 
or  a  hardened  papule  with  or  without  ulceration.  The  characteristic 
feature  is  induration.  The  induration  may  Iw  pjirchment-like  and 
superficial,  or  it  may  be  deep  and  reach  laterally  far  bey4ind  the  e<ltje 
of  the  erosion  or  ulceration.  Tlie  indurated  tissue  is  hard,  like  carti- 
lage. In  the  nh'erative  form  ttie  ulcer  is  usually  smalt  ami  ftiunel- 
shajK'd,  with  sli»pin^  edtres,  superficial  or  deep;  the  ed pes  are  never 
untiennined.  The  bottom  of  the  ulcer  is  gray,  the  discharge  sero- 
purulent  and  uever  free.  Rarely  more  than  one  chancre  ever  appears 
in  the  same  person.  The  inguinal  glands  usually  enlarge,  but  do  not 
suppurate.  ChaJicre  is  only  the  local  bigti  of  syphilis,  and  its  pus  is 
ran-Iy,  if  ever,  autiHiiioculable. 

Chancroid,  which  is  a  purely  ItM-al  infection,  has  no  period  of  incu- 
bation, is  auto-inoculablo,  has  a  roundetl  or  oval  margin,  abrupt  or 
niggfHl  Cilges,  no  induration,  and  may  develop  into  a  large  or  phage- 
denic ulcer.  The  inguinal  glands  are  prone  to  suppurate.  Large 
numlx*rs  of  ehancroi<ls  may  m-cur  on  the  same  pcj-sim. 

The  secondary  and  tertiary  lesions  of  sy})hilis  include  mucous 
patches  an<l  gunimata.  The  presence  of  these  patclu-s  u|)<>n  the 
genitals  in  no  respect   intwlifics  their  general  character. 

Treatment,  The  tn-jitmcnt  is  that  of  syphilis  or»  as  the  case  may 
be,  chancroid.  The  htcal  lesions  may  be  cttmplicatcd  with  other  forms 
of  vulvo-vagfnttis,  which  should  have  sjK'cial  attention  according  to 
their  class.  The  treatment  of  the  .'syphilitic  lesions  in  the  genitals  is 
the  same  as  when  they  occur  elsewhere. 

Superficial  Vulvitis  and  Vagrinitis. 

This  is  sometimes  called  simple  inflammation.  When  acute  it  often 
produces  mild  systeniic  fever  and  sometimes  excessive  sweHing,  pain,  ■ 
and  irritation.  The  disorder  is  erytheniatons  and  resembles  nnicariup  ■ 
It  does  not  give  rise  to  rancrli  exudate,  is  nttt  very  virulent,  and  sehloni 
or  never  extends  to  the  follicularor  glandular  elements  or  to  the  nterns. 
It  lends  to  ni}«d  res(>luti«)n  ou  rfUiova!  ufllu*  irritating  cause.  It  often 
ciiuses  excessive  cede  ma  of  the  labia  minoni,  which  may  disup|>ear  in  a 
few  honiis. 
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The  causes  of  supf^rficiiil   vulvitis  and  vaginitis  arp  often   lartrt'ly 

tneoJmnicaljhnch  us  niastnrbiition,  exwsi^ivr  coitus,  riiiibing,  srratrliing^ 

presence  of  pinwtjruis  or  the  jKirai^ite;^  of  the  tauiia  circitmta.   Irritating 

►vaginal  or  uterine  tli^eharges — stah*  urine,  and  eancerous  iehf^r — are 

':aniong  the  <-ljeu)ieal  cau?;ef^.     The  iiilianiniatitjii  may  he  in  tlie  form  of 

vnlvitis,  vnlviv-vaginitis,  or  vaginitis.     It  does  not  involve  the  eoriiim 

in  the  vnlva  nor  the  snhnineosa  in  the  vagina.     The  mildness  of  the 

affection  is  dne  to  the  lesser  virulenee  of  tlie  exciting  cansc  or  to  its 

I  eiiperfieial    kttration,  or    to  hoth.     Tin-  treatment    has   alreatly  been 

Mescribed  in  the  general  therapeutics  of  vulvo-vaginal  intiammation. 

Senile  Vulvo-vagrinitis. 

Senile  vnlvo-vagndtis  is  usually,  thougli  not  always,  a  somewhat 
deep  intiammation.  The  retrogre.ssive  p!iysi(*logieal  pr<ieesses  of  tlie 
nienojKinse  whieli  result  in  senile  atrophy  of  the  reproductive  organs, 
destroy  in  great  part  the  epitht-lial  fM)rti<in  (tf  the  muc<ais  momlvrane 
.of  the  uterus  and  vagina;  it  lias  also  the  same  eflect  upon  the  muco- 
Icntaneous  covering  of  tlie  vniva,  and  the  lining  of  the  uterus, 
I  vagina,  and  vulva  heronies  hirgely  composed  of  fihrous  tissue.  This 
iibroas  tissue  when  iidlanied  is  prone  to  granulate,  to  suppurate,  to 
cicatrize,  to  contract,  and  to  form  adhesions  of  any  surjhees  in  contact 
with  one  another,  Stenosis  at  the  internal  <ir  external  os  uteri  may 
piwent  free  drainage  of  i\ni  uti-rine  seerelioiis.  These  sreretions, 
already  patholttgieal,  when  retained  heccmie  ext-essively  irritating. 
'^Similar  seereti<ms  also  come  from  the  vagina  an4l  vulva.  Aged  women, 
therefore,  who  have  long  passed  the  menopause,  ar<'  subject  to  a  most 
irrituting  vulvo-vaginitis — a  most  I'xhaustiug  and  distressing  }>ruritup 
vulvw.  Tlu'  adhesions  often  entirely  envelop  the  vaginal  portitm  of 
the  cervix  and  may  partially  ol»h"terate  the  vagina.  Tlie  vulvar  glands 
atul  mneous  crypts,  esjietnally  in  ]tninlus  <'ases,  are  extensively 
invojve'l.  Kenioval  of  them  is  the  only  means  of  relief  from  the 
intolerable  it<-hing  and  burning.  St^e  Treatment  of  Glandular  Vul- 
vitis l>elow.  In  other  resjK-fts  the  treatment  is  the  &anie  as  that 
already  laid  down  in  tlie  general  therapeutics  of  vulvo-vagiual  iuHam- 
matiou. 

Glandular  Vulvitis. 

Inflammalnon  of  the  Urethral  Crypts.  Five  or  six  small  race- 
mose glands  arf'  sitnateil  around  the  meatus.  They  have  short  ducts 
M-ith  wide  openings ;  twt*  of  theai  are  in  little  depressions  on  eitlier 
side  of  the  meatus.  Inflammation  in  these  glands  or  crypts,  rtot 
uncommon  during  and  after  the  menopause,  may  cause  a  most  per- 
sistent pruritus  with  extreme  itehing  and  burning;  this  occura  most 
frequently  in  conneotion  with  senile  vulvitis. 

Inflammation  of  the  Vulvo-vagrinal  Qlands.  The  vulvo-vaginal 
'glands  of  Bartholin  are  on  either  side  of  the  vaginal  oritice  near  the 
IMJsterior  extremity  of  the  bulb  of  the  vagina.  Their  ducts  are  about 
one-half  inch  hnv^  and  c»pen  into  the  fossa  navieularis. 

Inflamtaation  of  these  glands  comes  by  extension  from  the  external 
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surface,  Tlie  glaiuls,  or  tUoir  iifferent  tliir-t.s,  m  both,  mar  be  involvtHj. 
A  .suppuRiting  gUiml  may  |M)ur  out  pus  ilinmgb  the  duct ;  ur  the  iliiet 
may  rlusf  by  julliesivc  if)Jlainmiiti<ni  aiul  tonn  an  abscess  ;  it  mav  Iw- 
come  tK'cIudeil  :nul  ch-tended  with  (he  normal  serri'littu  of  lUe  jLrlainl, 
and  thus  form  a  rctiMitiouH-yst,  i)uv  or  botli  glands  may  be  atlceted. 
Tlic  dtsease  is  very  comoHin. 

Diagnosis.  Abscess  is  distiii^iiisheil  Irom  retentioii-eyst  of  the 
glands  by  the  presence  of  acute  pain  and  lieat  in  the  fonneran!  tlie 
absence  of  them  ifi  the  hitter.  Pjilaip-mnil  of  the  ^land  inidcr  either 
of  thf'se  conditions  is  distiuijuishid  from  |ihh'^nionotJs  vnlvifi?  bv 
the  Itwation  of  the  former,  whicli  corresiMauls  \n  that  of  tlie  ^dan<i^ 
while  phlegmon  may  be  anywIieiT  in  the  vnlva  ;  and  from  hernia  by 


PiGCHE  no. 


FlUfllE  111. 


EnlATgcinent  of  the  vntTO-VMrinal  gland  by 
cy>t  or  abgcess.i 


Hlffht  inKUlnftl  hernia  •imiitatliiK  vuIto- 
TRKiiiiil  cyst  ur  Hb»ct*«a.*  Kvt.'r«iou  of  antvriur 
and  po«t«rior  TaKiaiU  wall& 

signs  of  hernia  and  by  the  location. 


tlic  absence  of  the  eharaeteri.stic 
(See  Fignres  110  and  111.) 

Glandnhtr  vtdvitis,  once  established,  iw  prone  to  Ix-comc  ehronic. 
The  glands  serve  as  cidtnn'-grotind  for  tlie  infecting  baeteriu,  heneo 
snperfieial  vnlvo-vaginilis,  though  a|ip:irent!y  <Mired,  may  agjiin  and 
again  recur  from  the  infected  glands.  The  vulva,  through  its  gland- 
idnr  8trnetnreft,  is  a  great  4listril»uting  point  of  [lehie  infection.  The 
peri(Klical  congestion  of  menstruation  is  a  re<^«)gnizet|  pi*edis|Mising 
cause  of  recurring  [»elvie  inflammati«tn.  The  caparity  of  glandular 
St  met  u  res '.to  re<'<'ive,  retain,  and  di>^tribnte  infection  will  often 
explain  (he  frequently  nb.serve<l  attacks  of  reenrrent  gonorrho>a  in 
Women. 

An  explanation  of  latent  pmorrlvea  in  the  male.  di-cus.sc<l  by 
NtM'ggenith,  nray  In*  the  s;inve  as  that  given  in  tii»'  |>rcceding  para- 
gmph  f<ir  reeurr«>nt  gonorrhira  in  women. 

•  grhalTer,  •  ibid. 


vuL  vrris,  vn  ro-  va  gikitis,  va  oixitis. 
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The  Treatment  of  Glandular  Vulvitis,  when  acut-e  and  noii-8iip- 
purative,  is  palliation  atiil  ukanlincss,  the  latter  to  he  seoured  cliicHv 
by  disinfVi'tants.  When  tlit  iuHaninnition  i?^  chninic  the  tivatmcut 
varirs  witl)   tht*  ditlerent  i^^Iaiuls,  as   (Villuws: 

The  livf  or  six  siuall  mucous  cryjus  noiir  tho  nii-atus  itrinariiiB, 
when  infectetl,  are  the  smU  of  an  iiitftlerabk-  pruritus.  The  treatment 
h  to  (les^troy  the  gtaiuls  hy  the  actual  eatitery  or  to  remove  them  by 
excision.  The  anihifr's  preference  is  to  exei^;e  them,  close  the  wounds 
by  -Mitiire,  and  secure  first  intention. 

The  treatment  of  an  abscess  tA'  a  vnKo-vaj^^i'ial  gland  is  the  same 
as  for  abscess  fulluwiii^  phlefrnionous  inflainioation ;  it  slionld  be 
openetl  widely,  the  wound  paekwl  with  gauze,  and  math*  to  heal  from 
the  bottom  by  pranalatron.  In  ujK'uing  the  abscess  find  the  gfand,  if 
ptis'-ible,  and  remove  it. 

VVlien  a  reteuttou-eyst  has  formed  from  occlusion  of  the  duet,  the 
sac  should  be  dissected  out,  the  woiiud  sutured  and  d mined  with  a 
small  rublMT  tube  or  witli  ji;au/e.  If  (Irainagx'  is  uut  used,  the  wouud 
usually  suppurates.'  St»metimes  chronic  suppuration  of  the  ^:lniul 
occurs  through  the  o]mmi  (luet.  Then  the  duet  should  l>e  incised  widely, 
the  gland  removed,  and  the  wound  packed  with  gauze,  or  sutured  and 
drained  as  described  above. 


Follicular  Vulvitifl. 

The  labia  minora  and  majora  are  supplied  abundantly  with  hair- 
liulbs,  sel>ace(Mis  follicles,  aud  svveat-folUclt*s.  Iiiflnmunition  in  these 
structures  i^^  follicular  vulvitis  or  lolliculitis.  The  pMu<ral  appeanmce 
of  the  surface,  except  slight.  cou{i:est ion,  is  unehaii^d.  The  inflained 
openings  of  the  follich-s  scattered  over  th<'  labia  minora  and  majora 
are  f»mall,  re<J,  elevated,  aud  swollen.  Childreu  are  not  subject  to 
folliculitis.  The  inflaniimation  may  oriiiiiuite  in  the  follicles  or  may 
extern)  to  them  from  the  external  surthee,  as  in  glandular  vulvitis. 
The  infection  often  remains  cutreuelied  in  the  ftillicles  h)Ug  after  it 
has  disapj»eared  frota  the  exlenml  surface,  and  from  tliese  lurking- 
places  may  again  and  again  reinteet  the  surface. 

Adhesive  inflammation  may  close  the  o])enings  of  the  duets;  then 
the  seiTctions  will  be  retained  and  form  abscesses  as  large  as  a  pea  ; 
otherwi.-ic  t!ie  discharge  is  nbimdant,  |)iu-ulent,  auil  often  oflensive. 

Treatment  of  Follicular  Vulvitis.  The  disease  ma\'  be  seated 
so  deeply  that  it  resists  all  purfaco  applications,  and  yields  only  to 
direct  (\eep  cauterization  strong  enfiugh  to  destroy  the  secreting  struct- 
ure?*. PV>r  tliis  purpose,  use  the  fine  galvano-eautery  needle  or  the 
point  of  a  probe   marie  red-hot  in  the  flame  of  a  spirit-lamp. 

In  folJii-uiar  vulvitis  with  occlusion  irpen  each  follirk*  with  a  small, 
sljarp-|K)inte«l  knife,  aud  then  :i]iply  the  fine-pointed  conical  solid  stick 
of  nitrate  of  silver.  This  may  l)e  drme  under  cocaine  without  pain. 
A  dre.ssingof  sterile  gjinze  satunited  with  formalin  1  :  1000  placed  an 
a  pad  over  the  vulva  is  a  most  serviceable  application. 

>  The  author  jiubllslKHl  thia  operation  in  the  Chicago  MedlcRl  Review  lu  18W). 
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Folllculiir  vulvitis.^ 


Punincular  Vulvitis. 

Funinculosis  ii.siiaHy  starts  in  the  hnir-follirlfs  and  extends  to  the 
surrrmmling  coHiilur  tissue.  Tlio  rosultujit  boil  may  be  deve!i>jK^tl  at 
nuaieroiis  points  in  the  labia  niajora,  wbexe  tlie  disea.st^  is  usually  con- 
fine<l.  Sonic  women  have  an  un<*x]>lainefl  tendency  to  this  tnnn  of 
vulvitis.  Ftinmculosis  is  t-omnion  iu  fHalK*t«'s.  The  author  has 
observed  that  jjlyeenn  tamponade  is  aji|Kin'eit!y  an  exeiliu^  cause  of 
boils.  The  jucipient  boil  may  often  Ix-  abnrted  by  pulling  out  the 
hair  from  the  itiHamed   liair-bullH  ihercby  giving  <lniiiiage. 

The  Treatment  of  furuueulosis  is  the  same  in  the  vulva  as  else- 
where— /.  r.,  o[ien  and  drain  the  abscesH.  Numerous  boils  sometimes 
follow  one  another,  or  o<^eur  in  siieeessive  clusters  in  one  loeality. 
Such  recurring  infeetirm  is  usually  due  trt  tin-  jUX'senee  of  tlie  microl>es 
of  suppuration,  which  remain  on  the  surface  ready  to  prtK:luce  reiiife*:- 
tion  at  any  favorable  jmint.  Daily  cleansing  of  the  surface  and  thor- 
ough disinfection  with  the  ointment  of  biniiKlide  of  mercur\'  (1  :00) 
for  two  weeks  after  the  last  boil  has  <lisa|tpearcd  are  effective  means 
of  prophylaxis. 

Bmphysematous  Vaarinitis. 

This  rare  disease  occurs  mostly  in  pregnancy.  It  is  c]iaracteri/.e(l 
by  numerous  small,  soft  cysts  of  variunle  size  situated  just  under  th*- 
surface  and  commonly  on  the  jxtsterior  >vaH  of  the  vagina.  The!*e 
cy.sis  contain  serous   iluid  and  gas.     The  atfection  is  usually  asso- 

I  Krt>ui  I'litiiuMii  auti  Mttutl^. 
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ciated  Mrith  other  forms  of  vaginitis.  Tlie  diagnosis  may  be  verified 
by  pricking  the  cysts ;  then  the  gas  escapes  with  a  blowing  sound. 
In  pregnant  women  the  cysts  disappear  without  treatment  at  the  end 
of  pregnancy. 

Treatment.  In  puerperal  cases  the  treatment  is  expectant.  In 
non-puerperal  cases,  if  the  cysts  do  not  disappear  under  antiseptic 
douches,  they  should  be  opened  and  the  vagina  packed  with  anti- 
septic gauze. 

Paravaginitis. 

Paravaginitis,  sometimes  called  dissecting  vaginitis,  is  a  rare  dis- 
ease which  involves  the  submucous  connective  tissues.  Burrowing 
abscesses  are  formed  with  perivaginal  fluctuations.  The  musculature 
of  the  vagina  and  vulva,  in  whole  or  in  part,  may  separate  and  slough 
off  in  a  gangrenous  mass.  The  cicatricial  contraction  which  follows 
will  then  cause  stenosis  or  atresia.  It  is  often  impossible  in  such 
cases  to  restore  the  calibre  of  the  vagina  or  vulva  by  operative  meas- 
ures. Secretions  of  blood  or  menstrual  fluid  may  accumulate  above 
the  atresia  in  the  vagina,  uterus,  or  Fallopian  tubes.  This  disease  is 
usually  due  to  a  grave  infection  by  the  streptococcus  or  by  the  germ 
of  diphtheria. 

Treatment.  The  pus  should  be  freely  evacuated  as  soon  as  it  is 
discovered.  If  sinuses  form,  they  should  be  incised  and  drained. 
Plastic  operations  and  dilatation  may  be  required  to  overcome  cicatri- 
cial contraction  and  possible  atresia.  Atresia  from  this  cause  is  not 
to  be  confused  with  the  congenital  atresia  described  in  the  chapter  on 
Malformations. 
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ECZEMA  VULVAE,  HERPES  VULV.E,  KRAUROSIS  VULV^, 

PRURITUS    \aTLV.E,    HYPEU.ESTHESIA    VULVAE, 

VAGINISMIX 

Among  the  disorders  allied  to  vulvo-vaginal  inflamroatioQ  are 
eoj^ina  vulv:e,  herpe;*  viilvw,  kraurosis  vulvw,  {>rurilu>4  vtilvie,  and 
vaginismus. 

Eczema  Vulvae. 

Eczema  vnlvie  is  an  infrt^quent  di^it'jiso,  and  is*  confini'^l  mostly  to 
prejrnancy.  S<Tofiila,  rheumatism,  and  the  uric  w  iil  diaihci^i>i  are 
fre<|uently  strong  factors  in  the  eansiition  of  cvzcnia.  It  may  be 
aente  or  chronie.  Tlu*  eruption  cons?i.<ls  of  niKhilor^,  vesicle^^,  pui'tules, 
ami  .seahs,  with  varialjlc  rodnosis.  swelling,  ami  nioititiire  of  the  !?kiii- 
The  vesicles  contain  serous  fluid.  Pus  i-  fnund  under  tljo  jH'al»  iti 
the  more  severe  cases.  The  skin  and  -ometimes  the  subcutaneous  tis- 
f^nes  are  infiltrated.  Acute  eczema  may  remain  local  and  terminate 
within  two  weeks.  Chronic  eczema,  often  intnietable,  may  extend  to 
thr  nions  veneris,  fhi<.dis,  and  nates,  with  swelling  and  suppuration. 
The  labia  majora  most  commonly  are  involved. 

Treatment.  The  j^enend  treatment  consists  of  mercurials  and 
salines,  non-irritatin;:  diet^  avoidance  of  wine  and  liipmr,  ami  hy^ienie 
living^.  The  local  treatment  varies  with  the  conditi<)n.  Whenever 
the  «ul>cutaneous  Ktructures  are  exposed^  the  sohd  nitrate  of  silver 
point  should  he  applied,  care  bciuj^  taken. tu  touch  only  the  ex|msed 
eurfaces.  Oftentimes  nnmenuis  very  minute  ahnisions  may  Ix-  seen 
with  the  uiiaidiil  eyi*  or  llirou^h  a  magnifying  glass.  These  should 
be  delicatidy  tourhed  witli  the  finest  point  of  nitnite  of  silver.  The 
application  should  l>c  rej>eated  every  five  days  until  the  abrasion  dis- 
api>ears.     The  following  ointment  is  useful : 

Ointinenl  of  rme-lTAler  .  -  1  ounce. 

Lanolin 2  rlmthna*. 

culde  iif  line  .......  1  drachm. 

B-jrif  aci<l I        " 

Atnmoni*t«<l  {chthjrol  40  gmini. 

Thymol 5       " 

The  pjirt.i  should  be  kept  clean  and  drj'.  Dusting  witli  bismuth 
often  gives  rtdief. 

Herpes  Vulvro. 

An  hcrp**tic  eruption,  not   unlike   herjies  lahialis,  is  occasionally 
observed  ufion   tlie  vulvar  labia.     There  is  little  redness  or  swelling 
The  disea-se   is   usually  self-limited  ;    like  her|»es  in   other  places,  it 
runs  its  course  in  a  few  days  and  disip|K'ars. 
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Kraurosis  Vulvae. 

Krauroj-is  vulvje  as  tlie  name  imlioates,  is  a  shrinking  of  the 
vulva;  its  litomtun^  d:ites  unly  from  1.S75,'  Tlic  iliwaKo  is  cliarac- 
terize<l  by  atropliy  af  the  cutaneous  covering  of  the  vulva,  esjjt^cially 
of  the  inner  surtkce  of  the  nyraphie.  Tlie  skin  apjwars  dry  am! 
shninkeu.  Tlie  suriai-e  bas  tlie  tciif^e,  plist<'nltiji  appearjinct^  of  sair 
tissue,  ami  the  dij^case  ditiers  from  eczema  in  its  att'opliiL*  prowsj^os. 
The  att'cetioa  causes  <listresHiii^  jvaroxysnis  <;>f  ilcliiirij;  and  biiniinjLT 
jKjjin  in  the  diseased  part.  Sinietinies  tlie  vulvar  (M'iliee  is  cxtrcitii'ly 
contrarted.  The  clinical  fcaturcH  are  so  eharacteristic  that  ouw!  rec- 
ognized tliey  will  never  be  mistaken  for  those  of  any  other  disease. 
The  liair  anxind  tin-  vulva  is  thin  and  dry,  and  late  in  the  disease 
almost  entirely  absent.  The  vulva  apjK'ars  small  and  infantile,  the 
labia  minora  are  slininkon  and,  finally,  almost  absent  ;  the  skin  is 
pale,  without  pi^'mcnt,  but  studded  with  numerous  irregidarly-shaped 
reddish-brown  blood  s|M>ts,  Mhieh  on  inspection  appear  slightly  de- 
pressed Ixdow  the  surface.  These  8p()ts  are  confined  entirely  to  the 
vestibule,  but  disappear  in  the  later  staejes  of  the  disease.     The  skin  is 

dry ,  sometimes  enickeil,  abraded, 
FmunEiis.  r^f^^[   occasionally  gives  forth   a 

slight,  brown,  purulent  dis- 
charge. The  natural  elasticity 
of  the  vulva  is  entirely  lost. 
The  orifice  is  so  contracted  as 
usually  to  jirohibit  the  intro- 
duction of  the  speculum.  The 
sensitiveness  of  the  ]}arts  is 
.very  great,  esjH'cially  while  the 
brown  spots  are  present.  This, 
t^jgether  with  the  tenseness  of 
the  vulvar  orifice,  cjiuses  ex- 
treme dysjKireuuia  ;  in  fact, 
usually   jirohibtts  coition.^ 

The  Pathology  of  this  dis- 
ease is  Uftt  fully  known.  In 
additittn  to  the  foregoing  j>atho- 
logical  changes,  may  l>e  men- 
tioned a  thickening  of  the  layer 
of  epidermis,  decrease  in  the 
number  of  sehaccous  glands, 
and  sclerosis  of  the  connective 
tissue.  The  tightly  contracted 
skin  is  so  stretched  over  the 
part.«^  that  even  the  pressure  of  the  examining  finger  may  make  deep 
rents. 

'  Robert  F-  WeJr:  Trhtlivo«U  of  the  Tonrtu'  mid  Vulva,  Now  York  Aledica]  Journal.  Mnrch, 
tics.  Breliky :  KraarofJs  Vntvtc.  r('ntraU)lalt  mr<Jyiiiikologie.  1K8&,  p.  a>B.  Lnw^on  TbU  :  Ws- 
eMM  of  Wf.mpn.  Ja-a  Rros.  Jt  Co.,  ]»«»,  p.  M.  C.  A.  Heed:  TraiiB.  American  ABBOcitttion  of  Obste- 
tririnnfi  and  GvnecoloK'iKl!'.  WM.    Hinvnrrt  Lnmryi-ttr :  Ihid,,  18&-^. 

»  AdApt(>d  friim  I><inint'nr.    Amprlomi  obstetricrti  Journal.  1B90. 

»  From  Bonnet  and  Pettit,    Traitc  I'rat  iqut-  de  G j-n<Jcologie. 
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>if  union   In    t-finiryenr's    opcraUon    for 
kraurn«iH  vulvre.* 


plains  tlie  spots  ot"  eci'iiyinij.sl.s  in  itic  earlier  sta*^fs  oi*  tlie  disease,  and 
the  iitnipliio  i^liiingcs  in  tlm  later  stii^c  Tlie  piiii  is  explained  liy 
nieehiinical  pressure  on  the  nerves  iiJtd  by  the  resultuiit  neuritis  and 
periuouritis. 

Treattaent.  Thi:^  new  forraatimi  of  fibrous  tissue  is  of  special 
interest  fri>ru  the  siirgieal  st:uidi»oint.  Cleiirly  the  renujvul  of  tijis 
btind,  tojLrethrr  with  the  eontnu-teii  stiiHTlieial  slruetun.'Sj  is  essential  to 
the  cure  «>f  th«'  tlisease.  The  usual  M|M>rati*tn  of  removing  the  di'gene- 
rated  and  contnirted  mueo-eutaiinous  structures  may  relieve  the  aeuto 
gyraptoras,  hut  eun  have  no  effect  on  the  stenosis,  ypoutaueoua 
recovery  is  sometitnes  rej)orted ;  but  this  \a  only  a  relief  from  the 
suprsensitiveness  of  the  vulva,  never  from  the  eonstrictioii.  Tbe 
tiijrous  band^  utdess  removed  by  operatiot),  is  ]>erriuineiit.  Lon^year's 
operation  is  anatoufous  to  the  Whitfhe{id  oi>erati<in  for  hennuThoids,  It 
consists  in  the  n'moval  of  all  ttie  superlieial  diseased  structures, 
together  with  the  fibrous  band  beiu-ath,  and  union  of  the  external  and 
internal  marj^ins  of  thti  wound.  An  incision  with  tJcissora  is  first 
maile  along  the  hiteral  and  posterior  margins  of  the  vulvar  orifice, 
dividing  the  diseased  striu^tures  from  the  healthy  skin  ;  then  the  mar- 
Ifiii  of  the  diseasei!  tissue,  including  the  fdirous  band,  is  seiztnl  with 
dressing-forceps  and  dissci^ted  loose  from  the  underlying  tissues  to  the 
vaginal  inlet.  This  tissue  is  tlien  cut  away.  The  anterior  vulvar 
structures  are  dissectinl  ltM>se  in  tlie  same  manner,  cjjre  being  taken  to- 
cut  carefully  round  the  nrethml  orifice.  After  removing  all  the  dis- 
eased structures  in  this  way,  the  margin  of  the  healthy  vaginal  wall 
alxn'e  is  pmIKhI  d<twn  and  dissected  loose  from  the  underlying  parts 
around  the  whole  eircunitcrence  of  the  vagina.  This  loosening  of  the 
vaginal  wall  permits  t!ie  inner  margin  of  the  wound  to  be  brought 
down  to  the  outer  mangin.  The  two  margins  are  then  united  with 
deep  silkworm-gut  and  sup<>rfieial  catgut  sutui*es,  or  with  fine  buried 
formaldehyde  catgut.     Complete  relief  has  followed  the  operation. 


Pniritus  TulvBB. 

In  neuropathic  cases  of  vulvar  inflammation  the  irritation,  itching, 
and  burning  arc  intense,  inti>lerable,  intractable,  and  thereby  constitute 
a  condition  called  pruritus  vulvsr.  Recanse  the  nervous  element  often 
predominates  the  disease  has  bc<'n  classcil  as  a  nerv^ous  affection.  Pru- 
ritus is,  however,  rather  a  sym]>tom  than  a  disease.  It  may  arise  from 
a  variety  of  causes,  may  extend  r»ver  the  a<ljacent  mucous  surfaces,  and 
U  often  aggravated  by  cfibrts  to  get  relief  by  scratching;  in  this  way 
the  habit  of  masturbation  is  sometimes  formed.  The  intense  suifer- 
ing  causes  loss  of  sleep,  exliaustion,  and  sfunelimes  alarmitig  nervous 
depre«8ion.  Sexual  excifeuient  and  orgasms  may  occur.  Pruritus 
may  be  complicated  by  melancholia,  hystcm-neurt^ses,  and  other  forms 
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t>r  IiHimitv,  These  psycliosf.-i  may  ttr  may  imt  Ik*  (]('|jfuiit^iit  on  the 
diswi.so.  Ill  niatiy  ua>»o.s  a  |Mirt»xy.s(jial  wave  recurs  with  ^ivat  violence 
iijHJii  t'xeni.se  ur  upon  |j:t'ttjiij<  into  a  warn!  IrkI.  The  nervous  element 
has  not  Imvii  aih^([iiately  explained  ;  it  may  hi-  a  eaiise,  ur  ait  effeet,  or 
»  citjiieideiiee.  (M'teiitimes  the  iiitiimimalory  clement  is  infigniticant 
or  ajipurcntly  ahseut. 

The  Pathology  ot'  pruritus  is  not  fully  linown.  It  is  coni*i<lered 
by  some  aiithoritiets  tu  be  of  purely  iR'rvo(i!«  origin  ;  hy  others,  who 
foliuw  the  lead  vf  miMJeni  etiolu^ieal  theories,  as  of  baeti'ritd  4irigin. 
The  truth  lies  between  the  two  extremes.  There  may  undoubtedly  be 
an  irritation  of  the  j^ensory  nerves  of  the  vulvar  t^kiii  of  piuely  nrui^o- 
jKithJr  <u-ii;iii  ;  when  this  irrifattnu  oecnrs  it  is  usually  a«fji:rav!iti-d  l)y 
the  jn'eseue<!  (»f  more  or  less  vulvitis.  The  tangible  pjilhoiogy  jg 
largf-ly,,  thercfon-,  the  same  as  has  been  already  described  un<ler 
vulvitis. 

Etiologry.  It  foUows  from  the  above  that  the  causes  of  pruntus 
will  iiieliide  those  of  vulvitis.  Numerous  attempts  to  explain  the 
<'aiisatiou  of  pruritus  have  sometimes  made  up  in  seientific  elaboration 
what  they  hieked  in  eliniral  value.' 

The  iollowing  ehisses  of  causes  iktv  worthy  of  consideration  : 

1.  Circulatory  eausscs. 

2.  Secretory  causes. 

3.  Parasitic  c^iuscs. 

4.  Meehariieal  causes. 
h.  Tlii-rmic  ciuises. 

1,  ('if'euf((fof'}t  mioirn.  hi  certain  disorders,  such  as  icterus,  dia- 
Itetes,  chronic  m-pliritis,  the  bbxKl  contains  bile,  urea,  or  sugjir,  all 
of  which  ujay,  by  actiim  on  the  nerve-endingw,  cause  itching  of  the 
jiarfs.  Morphine,  alcohol,  or  iodoform  sometimes  has  a  similar 
action. 

Krythemn,  lier|»cs,  urticaria,  and  otiier  f^ueh  skin  disorders  which 
involve  sltisis  liv|H"rjiMtua,  may  occur  in  the  regt(*n  of  the  pudendal 
auil  hcinttrrlumlal  veins ;  they  aix'  then  characterizett  by  tlie  intense 
pniritUH  which  they  cause. 

2.  St'cirfonf  (YTfwr^.  Abtiormal  secretions  of  the  vulvar  cutaneous 
phmdf*,  vjigiua,  or  uterus  may,  es|M'cially  if  enmbined  with  the  above- 
mentioned  i"!»us('s,  pr(V(hice  great  irritation  in  th<-  terminal  sensory 
nerves  of  the  vidva.  Secretions  from  the  diseawnl  bowel  or  anus  may 
l«y  clieniical  action  produce  pruritus  ani  and,  by  extension,  give  ri!*e 
tt>  pruritus  vulviy. 

.'J.  l\tmnitic  t^ni/tts.  Animal  p«ir.isite.s,  such  as  pediouli  and 
axcaridi'f*,  and  vegetable  p:inisites,  such  as  leptothrix,  oTdium,  and 
h'ptctrnitus,  and  the  nnliiiary  bitctena  of  inflammation  have  btn-n 
pre^etiti'd  under  Vulvo-vaginilis.  The  vegetable  juirasitefi  give  rise 
to  a  skill  diseasi"  sinnetimcrt  called  prurigo. 

4.  MrchtnticAil  ca\i»€H  iiicliKh'  masiurbarion,  imnitKlerate  liandiing, 
and  M-mtching. 

<  .V  iit'>itt  rlalMinite  Aa<l  nclentlflc  (1i><<'UMili<M  oftiio  etiology  uritrurltiu  baa  bceu  contributed 
by  HAH({ir.    CculrAlbliitt  fttr  Oyn4k»loKi«,  «»»«,  Nu,  7. 


5.  Thermic  ecuifite».  Heat  and  cold  are  known  to  cause  a  peculiar 
pruritus,  called  in  winter  pruritus  liyemalis?  and  in  summer  pruritus 
lestivalis. 

Above  all  these  caust^s  another  and  more  essential  clement  must  be 
taken  into  tlie  account;  it  is  what  Girocielt  once  called  the  invisible, 
intangible,  and  imponderable  influence  on  the  nervous  system  j  it  is 
the  difficnlty,  not  to  say  the  imjxissibility,  of  reckoning  with  this  ele- 
ment that  often  makes  the  disorder  persistent  or  intractable.  The 
moat  that  can  be  affirmed  with  onr  present  limited  knowled^  is  that 
there  is  an  irribition  of  tiie  sensory  nerve-or^an  of  the  skin,  and  that 
many  causes  may  contributje  to  its  excessive  development.  Whatever 
the  tangible  lesion  may  be,  nervous  irritabiHty  and  hyjjcrajsthesia  are 
always  essential  elements. 

Intolerabb  itching  of  the  anus  is  a  frequently  recognized  accom- 
paniment of  habitual  constipation,  and  is  often  associated  with  pruri- 
tus vulvffl.  This  may  be  explainei.l  by  tlie  fact  that  the  vulva  is 
innervated  by  the  sjime  nerves  that  siip|)ly  the  anus.  The  intestinal 
Icucomaines  which  have  been  recognizetl  as  a  cause  of  pruritus  ani 
may  therefore  also  cause  pruritus  vulvm. 

Symptoms  and  Course.  The  irritation  is  apt  to  occur  in  jiarox- 
ysraal  waves.  The  paroxysms  may  recur  after  vigorous  exercise, 
evSpecially  in  warm  weather,  before  or  after  menstruation,  or  upon 
ex|H>sure  to  artificial  heat.  In  some  cases  they  apjieur  upon  getting 
into  a  W"arm  bed.  The  desire  to  rub  or  scratch  for  the  relief  of  the 
irritation  is  almost  irresistible.  This  instinctive  effort  at  counter- 
irritation  greatly  aggravates  the  pruritus.  As  Thomas  aptly  remarks, 
*'  the  disease  and  the  remedy  which  instinct  suggests  react  upon  one 
another,  the  first  requiring  the  second,  and  the  second  aggravating 
tlie  first,  until  a  most  rebellious  and  deplorable  condition  is  developed  ; 
I  the  patient,  bereft  of  sleep  by  night  anil  tormented  constantly  by  day, 
finally  gives  way  to  despondency  and  (h^prt'ssifjn."  Tlie  loss  of  sleep, 
the  use  and  abuse  of  anotlyne^i,  and  the  neurosis  incident  to  the  dis- 
ease may  even  contribute  to  the  development  of  melancholia  or  some 
other  form  of  insanity. 

The  pruritus  may  extend  to  the  vaginaj  anus,  thighs,  and  abdomen. 
In  8ome  cases  the  irritatifiu  begins  in  the  anus. 

Diaernosis  and  Prognosis.  IVuritns  is  not  a  disease,  but  a  symp- 
tom ;  diagnosis  must  therefore  depend  upon  the  identification  of  the 
causative  lesion.  In  so  far  as  the  disease  depends  upon  tangible  and 
vwible  conditions  the  diagnosis  and  prognosis  \v\\\  follow  along  the 
lines  alniady  laid  down  in  C'hapter  V,,  <>n  Vulvitis.  A  clear  appre- 
ciation of  the  s|iecial  etJoIngy  of  the  disorder  as  given  above  will 
in  a  majority  of  cases  o|>en   the  way  t(»  aceunite  diagnfisis. 

Without  great  care  the  exaniin;itinii  nuiy  fail  to  disclose  the  point 
and  source  of  irritiition.  An  irritating  discharge,  for  exanijjie,  so 
slight  na  to  be  unknown  or  ignored  by  the  patient,  may  be  sufficient 
to  produce  the  most  distressing  irritation,  and  may  therefore  have  the 
utmost  significance. 

In  the  vast  imijoritj'  of  cases  one  or  more  of  the  following  condi- 
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tions  will  he  found  present,  and  will  partinlly  or  wholly  explain  the 

irriliiHtm; 


Viilviti.s ; 
Vagi^iti^* ; 
EiKloiiietritis ; 
Urethrlti^J ; 
Urethra]  caruncle  • 
Parasites ; 


lohoroiLs  diseharpe  from  cancer; 

IncontinpiK'c  rjf  urine  ; 
Patholtipfiml  urine ; 
Intet<tiual  disease  ; 
Vulvar  eruptions; 
Onanism. 


Most  eoninionly  asHOciatefl  with  pmritiis  arc  vulvitis,  vajfinitis,  and 
endrtniotritis.  The  fact  that  these  diseases  do  not  commonly  produce 
the  dts<jrder  is  fX|)lained  hy  the  ahsenee  of  the  essential  neurosis. 
Benile  vulvo-vaginitis  is  miist  pnnie  to  cause  excessive  irritation,  and 
the  pruritus  wlien  due  to  this  cause  is  exceedingly  obstinate. 

The  pruritus  of  pregnancy  and  the  menopause  is  commonly  limited 
to  those  states.     In  general  tlie  prognosis  is  iudetenninate. 

Treatment.  The  treatment  of  vulvo-vaginitis  already  laid  down 
18  neeessjtrily  a  part  r»f  the  treatment  of  pruritus  vulva?. 

A  multiplicity  of  remedies  reconimemled  in  the  therapy  of  any 
disorder  may  he  taken  as  evidence  that  our  resources  are  limite<l  or 
that  the  disorder  may  result  from  one  or  more  of  a  wide  variety 
of  iwthotogical  con<ntions.  Both  of  these  propositions  are  tnie  of 
pruritus  vulvie. 

It  is  clear  that  the  treatment  must  l>e  directeil  t<i  the  cause  of  the 
irritation  ;  to  this  pnd  the  reader  is  referredi  to  the  therapy  of  vulvo- 
vaginitis and  of  the  nunuTous  diseases  and  disorders  already  mentioned 
under  Etiology  and  Diagnosis. 

In  many  eases  tlie  irritation  is  apparently  the  outcome  of  pent-up 
eexual  energy.  It  is  a  common  observation  that  a  neurotic  woman 
who  sutlers  intensely  i'roin  pruritus  has  entire  relief  ujMm  the  return 
of  herhusliaud  from  a  pr(dong«l  absence. 

While  tlie  radical  treatment  is  in  progress  jjalliative  measures  are 
always  demanded  for  the  imme<liate  relief  of  the  urgent  symptoms. 
Fortunately,  most  of  the  palliative  measures,  since  thty  allay  irritation, 
are  in  a  degree  curative.  In  order  to  remove  irritating  discharges, 
one  may  use  sitz-lxiths  and  vaginal  douches  of  water  or  antiseptic 
Bolutions. 

The  following  local  applications  may  give  relief: 

The  surlaces  after  each  bath  may  b<'  dried  and  freely  dusted  with 
calomel,  bismuth,  starch,  or  lycoptKiium  powtler.  The  calomel  is  gen- 
erally preferable. 

A  vaginal  tampon  of  gauze  will  often  jirotect  the  vulva  from  the 
discharge,  and  thereby  give  temjiorary  relief.  Ttu"  tam|Kni  may  to 
advantage  be  shtunttrtl  with  a  sobition  of  acetate  of  lead  in  glycerin, 
one  dnu'hm  to  the  ounce. 

Great  relief  is  sometimes  experienced  frnm  a  gtiuze  compress  over 
the  vulva,  s!iturate<l  with  the  dilute  solution  of  suhacetate  of  lea«l  and 
lautianum,  equal  partes.     The  compress  should  be  frequently  changed. 


A  compress  saturated  with  a  solution  of  corrosive  stiblimate,  1  to 
1000,  is,  |M.'rhaps,  ihv.  moiSt  effVctive  single  rfinctly.  This  application 
or  some  form  »»t'mermirial  inunction  will  act  as  if  by  magic  when  the 
cause  is  panisitic. 

Cloths  wrung  4nit  in  v^ery  hot  water  and  applied  to  the  vulva,  just 
before  the  patient  gofs  to  bed,  may  relieve  or  prevent  the  paroxysm 
which  t'omos  tin  after  retiring. 

A  strong  infusion  of  tobacco/  both  as  a  vaginal  douche  and  on  the 
vulvar  compress,  is  saiil  to  be  most  efficacious*. 

Ointments  are  useful  from  tlie  soothing  effect  of  their- constituents 
and  l3ceause  they  protect  the  parts  from  contjiot  Avith  irritating  dis- 
charges. They  arc  also  an  excellent  vehicle  for  the  application  of 
parasiticides. 

In  rare  cases  the  pruritus  is  due  to  a  growth  of  short,  stiff,  inverted 
hair  on  the  labia  nuijoni  or  pubcs.  This  condition  is  called  Iriehiasis, 
Prompt  and  permaiu^nt  relief  follows  tlie  removal  of  the  Imirs  and  the 
destruction  of  their  linlbs  by  elcctnilysis. 

The  treatment  of  tlie  disttriJer,  if  due  to  the  diabetic,  uric  acid, 
or  other  diathesis,  must  include  the  appropriate  dietetic  and  other 
hygienic  measures. 

In  a  case,  in  which  the  nenrotic  element  prevailed,^  prompt  and 
complete  relief  is  reported  to  have  followed  the  smoking  of  tobacco. 

Painting  the  vulva  with  pure  iclithyol  has  been  known  to  effect  a 
radicjd  cure.  In  a  ease  observed  by  the  writt^r,  an  accidental  applica- 
tion of  pure  carbolic  acid  was  followed  by  j>ernia(ient  cure. 

Highly  seasoned  aud  highly  iiitrftgenous  food  and  stimulating  bev- 
erages aggravate  the  irritiition,  and  should  be  avoided-  For  the  same 
reason  ser:iteliing  and  rubbing  of  the  part  are  injurious. 

Finally,  there  is  danger  of  forming  the  habit  of  using  cocaine,  mor- 
phine, or  ittlier  narcotics ;  for  this  reason  their  use  should  be  guarded 
with  jiuJgnjent. 

When  apparent  causes  have  received  due  attention,  and  the  dis- 
ease has  resisted  all  treatment,  operative  interference  may  l>ecome 
oeoeasary. 

Sanger's  conclusions  on  this  point  are  based  upon  experience,  and 
deserve  attention.     He  says: 

(ll  The  partial  or  total  extirpation  of  the  vulva  is  a  legitimate 
operation  that  should  often  be  performed  in  chronic,  otlierwise, 
incurable  prnrifiM  ruko'.     He  calls  it  vidviiim  pruriglnofna. 

(2)  The  removal  of  the  glaus  clitoridis,  especially  in  elderly  women, 
when  the  nerve  terminations  have  usually  lost  their  specific  sensibility 
by  reason  of  the  disease,  is  permissible. 

(3)  In  younger  prson.s,  if  the  irritation  is  circumscribed,  one 
nmy  try  to  give  relief  by  a  j>artial  operation  without  removal  of  the 
clitoris.  In  elderly  women,  and  sonietluics  even  in  younger  women, 
when  the  disorder  is  extensive,  the  whole  vulva  should  be  extirpated 
and  the  parts  repaired  by  a  corres[)ouding  plastic  operation.  See 
Surgical  Treatment  of  Kraurosis  Vidva;. 


•  Thomas  and  Muiid**'.    Diseases  of  Women. 

*  Thoina«,  In  Thomas  untl  Mund<J.    DlaeHsea  of  Women. 
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Hypera&stheeia  of  the  Vulva. 

Thomas  Vhas  described,  under  this  name,  a  raredisorderof  the  vulva 

which  oocurs  in  hjsk'riral  and  despondent  women  at  or  near  the  meno- 
jvauso.  It  eonsiHts  of  au  excessive  senHihility  of  the  nerves  f^njuitying 
the  tnueons  membrane  of  .M>me  jiart  or  all  of  the  vulva. 

The  slightest  fi'ictifjn  excites  intoleraljle  [lain  and  nervousness ; 
even  a  current  of  cold  air  produees  discomfort,  mid  the  least  pres- 
sure is  intolerable.     Sexual  intercourse  is  often  impossible. 

The  disease  is  s<mietimes  associated  with  vulvitis  or  a  painful 
urethral  earunele ;  in  ttther  cas<'s  no  tangible  or  visible  cause  can  be 
found.  It  ditfers  from  pruritus  by  the  absence  of  itehing,  and  from 
vaginismus  iu  not  causing  spasmodic  contraction  of  the  vagina. 

Tlie  Treatment  is  unsjitisfactory.  Even  the  com|)letc  destruction 
of  the  mucous  membrane  of  the  sensitive  area  with  caustics,  or  its 
excision,  has  failed  to  give  relief.  Sexual  intercourse  should  be  pro- 
hibited and  the  patient  plactnl  in  hygienic  surroimdings  and  with 
cheerful  company.  The  general  treatment  is  by  tonics,  sea-bathing  or 
warm- water  bathing,  and  massage.  Lociil  lesions,  if  present,  are 
treated  according  to  their  special  indications. 
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Vaginismus. 

Like  pruritus  vulva,  this  rare  condition  is  not  a  disease,  but  a 
nervous  symptom  due  in  some  cases  to  appreciable,  in  otliers  to 
unknown  causes.  It  is  chamct«'rizcd  by  spasmodic  ctmtractions  of 
the  mnsclcs  surrounding  the  vulva  and  lower  pttrtion  of  the  vagina. 
The  condition  is  analogou.s  to  hm^ngismus.  The  spasms  m'cur  upm 
attempte<l  coitus  or  upon  the  attem]vt  to  make  a  digital  or  specuhnn 
examination.  The  writer  has  obsrrvril  one  .strongly  neurotic  case  in 
which  the  woman  declared  that  the  spasm  fveeurred  violently  whenever 
coitus  was  attempted,  but  ufit  the  slightest  objection  was  made  to 
digital  or  speeulum   examination. 

Etiology  and  Clinical  Course.  The  ciindition  is  mostly  confined 
to  yormg  neurotic,  hysterical  women.  Tlie  paljiable  or  visible  lesion  is 
usually  in  the  form  ol'  an  irritable  hymen  ttr  an  inilablc caruncle  of  (he 
meatus  urinarius.  If  the  hymen  has  Iwi'n  ru|Jlured,  the  irritation  will 
be  in  its  remains — tlie  carunenhe  myrtiformes.  These  caruneles  and 
the  urethral  cjiruncle  in  sr>me  cases  contain  a  su[>cr:ibundance  of  exces- 
sively sensitive  and  large  nerve-filaments,  Tluy,  in  fact,  may  rt^sem- 
ble  neuromata.  In  otjier  cjises  the  sensitive  caruncles  are  absent,  and 
the  vaginismus  is  eharacterizrd  r>tdy  by  an  exr<'s«ivo!y  sensitive  vaginal 
outlet,  whifh  may  or  may  not  b<'  1  he  seat  of  inllammation  or  entsion. 
HcjH'ated  attempts  at  coitus  atrjiinst  an  unyi<'hling  intact  Jiymen  may 
givi-  rise  to  vulvitis  and  cxtremr  tcndrrness — a  condition  which 
should  not  be  confounded  with  vaginismus. 

There  may  be  no  appreciable  rauH*  of  the  disorder  save  a  progres- 
sively increasing  uervous  apprehrnsion  on  the  part  of  the  wite  ;  eiich 
attempt  gives  rist- to  greater  nervous  excitement  until  ihe  jiainand  fear 

I  ThouuM  ADd  MUDdA.    IMieuea  of  Wumcn.    Adupted  ftuiii  tiarnifuva'  IiiM-anet  of  Womea. 
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of  coitus  and  the  extreme  spasmodic  contraction  of  the  levator  ani  and 
neighlK>ring  muiwile.s  which  fVinn  tho  i^phincter  vaginae  preclude  the 
possibility  of  a  sticcessfiil  cflort,  Thoiiiart  has  given  tu  tliin  di.'^treA^iug 
symptorn  the  elegant  iiaiiH'  "  dysjuireunia."  "Penis  caplivus"  has 
been  known  tu  result  from  an  othervvific  Huccessfid  coitus.' 

Treatment.  Any  dit*e(>vcttihle  hieal  cause  should  be  removed.  A 
vidvar  tampon  of  gimze  saliirakxl  with  a  4  per  cent,  .sulutiou  of  eoaiine, 
kept  in  plaiM-  ton  tuiimtL's  before  the  altcnipt,  may  leiid  to  succei?sfnl 
coitus,  and  therotore  lo  utero-gestation  and  parturition.  Maternity  in 
most  cases,  lliough  not  in  all,  effects  a  cure. 

Vulvar  inHaminatiun  and  erotiiou  require  the  treatment  de^rihed 
under  Vulvu-vaginitis.  Excision  of  ihe  irritable  caruncles  and 
gradifal  or  fortuble  dilatation  of  the  vagina  have  in  many  cases  given 
relief.  The  mere  division  of  a  rigid  or  imfwrforate  hymen  may  be 
sufficient  to  remove  the  obstacle.  Gradual  dilatation  is  made  by  the 
intniiluction  of  graduated  rectal  bougies,  to  be  worn  an  hour  or  more 
d;iily.  Forcible  dilatation  requires  ether,  antl  shoukl  be  followed  by 
the  continued  wearing  of  a  Sims  vaginal  plug.     Meantime  the  patient 
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Siuui  glass  vaginal  (ting. 

remains  in  bed  until  the  divulsed  vaginal  walls  have  healed.  The 
plug  shouM  be  reujoved  only  during  urination,  defec^ition,  and  the 
giving  of  the  vaginal  douche  ;  after  healing  it  may  be  daily  introduced 
by  the  {Kitient  in  order  to  retiu'n  the  effecta  of  the  divulsion.  In 
obstinate  cases  divulsion  will  \ye  inadequate.  It  is  sometimes  neces- 
sary to  incise  deeply  at  several  points  or  to  make  two  quite  deep 
lateral  incisions  on  eitlur  sidi*  near  the  posterior  vulvar  comnnssure. 
The»e  incisions  should  rompletely  tlivide  the  underlying  muscles  and 
their  fascia  ;  they  may  be  closed  by  lines  of  union  runniiig  at  right 
angles  to  the  directions  in  which  the  incisions  were  made,  or  until 
healing  is  established  thty  may  be  kt'pt  open,  as  already  described, 
by  mains  of  the  vaginal  ]>lug. 

Sims  has  advised  wiitus  nndor  aniesthesia  for  severe  cases.  Large 
doses  of  morphine,  or  local  aiuesthesia  by  mcjins  of  cocaine,  would 
perhaps  serve  a  better  purpose. 

i  Uildebrand,  of  Koolgsberg.    Tliomas  and  Muudti,  Diseases  of  VVdmcn. 
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METRITIS.     INFLAMMATION  OF  THE  UTERUS. 
General  Considerations. 

Tins  cliapfer  sTimild  Vm  read  in  ccrmirctioii  witli  Chapter  X.,  on  the 
General  Prtnoiplesof  Inlt-ction  and  InHanimation  ofihe  Pelvic  Organs. 

IntlaiumatifJij,  Ijruadly  defiiK'd  as  the  rcaeticm  whieh  living  tissue 
exhibits  to  niurbid  irritation,  may  include  a  wide  variety  of  lesions. 
These  lesions,  as  rehited  to  the  iiteruH,  have  been  variously  and  some- 
times vapfuely  desij^^-nated  {ls  chronic  metritis,  subacnte  nictritis,  siihin- 
flaniniatorv  states,  irritative  states,  and  congestive  ^tatcs.  This  drti- 
nition,  however,  is  not  intendw!  to  include  neoplasms^  although  the 
division  bet%vcen  these  and  inllaniniatory  lonnattoiis  may  at  i'crtain 
|X)ints  be  arbitrary. 

Anatomy  and  Physiology.  The  study  of  metriti.'i  is  the  stiuly  of 
the  anntoniy  and  physiology  of  the  uterus  a.s  nitwlified  by  inflamma- 
tion. A  review  <d"  such  parts  of  the  anatomy  and  physiology  as  will 
aid  in  a  description  of  these  inilanunatory  processes  wilt  be  useful. 

The  interior  of  tlie  uterus  is  divided  into  two  cavities,  the  cavity  of 
the  corpus  and  the  cavity  of  the  cervix.  The  former  is  protected  from 
injurious  influences  from  above  by  the  two  muscular  constrictions  which 
divide  it  from  the  Fallopian  tubes;  from  lielow  by  a  similar  arninge- 
ment  at  the  internal  os.  The  cavity  of  the  cervix  is  in  a  like  manner 
protected  from  infection  from  above  by  the  inlernal  os;  from  below  by 
the  external  os. 

Tlie  fTferiHC  WaN  is  made  up  of  three  layers:  tlie  mucous  layer, 
called  the  endometrium  ;  the  muscular  layer,  calle<l  the  myijmetrium  ; 
and  the  (>eritoneal  hiyer,  sometimes  callefl  tlie  ]ierimetrium. 

Hir  Endomctnum  is  etpnijjosetl  of  lymphatics,  bloodvessels,  nerves, 
glands,  and  eimnective  tissue,  and  is  coveivd  by  a  single  layer  of 
ciliated  columnar  epitheliuiu.  This  epithelium  also  lines  the  uterine 
glands  and  is  contfnue<l  through  the  Fallopian  tubes.  Tlic  .sime 
variety  of  epithelium,  modiiied,  also  lines  the  cavity  of  the  cervix. 
Pavement  epithelium  covers  the  external  vaginal  jwrtion  of  the 
cervix  ;  it  takes  tlie  |)avement  form  at  the  external  os. 

Tfw  Ghndi*  of  the  (hrftiiA  f^feri  arc  tubular,  narrow,  branching 
depressions.  They  dip  down  intx*  and  through  the  cndometrinni  and 
penetrate  t<t  the  niuscularis.  These  tubular  glands,  penetrating 
everywhere  througluuit  the  endometrium,  make  up  a  very  large  part 
of  itR  volume.  They  all  open  into  the  uterine  cavity,  st>metimes  two 
by  a  single  orifice. 

The  corporeal  endometrium  is  bound  firmly  to  the  inner  layer  of 
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arbor  vit4eap|)caraiice,  as  shcnvn  in  Fip;iii-G  120,  The  intTa-cervical  mu- 
cosa, like  tho  nirjMirpnl,  is  lined  with  u  sinpfle  layer  of  riliiitt^d  columnar 
epithelial  cells.  Those  edls,  nnnlifirit  to  the  slinpe  c.l"  a  cnp,  pass 
without  oilia  into  the  wrvicnl  ^^himls.  The  cpitliflial  cells  are  shorter, 
and  th*^  connwtive-tissne  cells  are  closer  to^nher  in  the  cervical  than 
iu  the  eor|H>reaI  nme.osii.  The  wrvical  niuc<tsa,  more  dense  than  the 
corporeal,  is  bound  less  firmly  to  the  nniscularis  l>y  k>oser  connective 
tissue:  it  does  not  participate  in  menstruation.  An  important  fune- 
♦iou  of  the  cervix  is  that  of  a  sphincter  to  sepanitc  the  cttrpus  uteri 
from  the  vaf::ina.  The  normal  secretion  of  the  nterine  glands  is  alka- 
line, that  of  the  corpus  clear  and  watery,  that  of  the  cervix  clear  and 
Tiseid.      X  milky  secretion  is  evidence  of  disease. 

The  essential  function  of  the  cor|ioreal  mueos:i  is  the  formation  of 
tlie  decidua  and  the  nounshin^  of  the  end>rvo.  The  eouneetivtvtissue 
cells  prtwlnee  the  cells  of  the  decidua  of  pre^uaney  ;  this,  with  the 
progress  of  utero-gestation,  niatun's,  bet'onies  over-ripe,  degenerates, 
and,  being  of  no  further  use,  at  tcntj   is  ca.st  off. 

The  most  significant  factor  in  metritis  is  the  endometrium.  It 
presents  in  the  devetopnienta!  anil  utn>phic  changes  of  jhiIktIv  and 
the  nienttpause,  in  the  vascular  changes  of  the  menstrual  ebb  and 
flow,  widely  and  constantly  varying  states.  Intlanunation  of  the 
uterus  may  oe<'ur  during  infancy,  before  the  endometrium  has 
matun^l  ;  during  puberty,  when  it  is  maturing  ;  during  maturity, 
when  it  has  reache<l  its  full  physiohigical  signitieanee  ;  during  the 
menopause,  when  it  is  un4lergoiug  degeneration  ;  or  tluring  senility, 
when  in  tlie  physiological  si-nsv  it  has  forever  disiippeared.  The 
occurrence  of  metritis  under  such  diverse  conditions  ]jartly  explains* 
the  wide  and  variable  range  of  its  phenomena  and  the  ilitficulty  of 
de^scripdon,  and  partly  accounts  for  the  confusion  of  elassitication  and 
nomenclatun}  which  runs  through  the  litenitnre. 

Classification. 

The  general  subject,  classification  of  infection  and  inflammation, 
has  Ijeen  discusstnl  in  Chapter  X.  The  current  classificatione  of 
metritis  are  numerous  and  faidty. 

The  Etiological  Classification  is  based  upon  predisposing  eausefi, 
such  as  parttiritifm  or  tntntnatisni,  and  upcui  the  bacterial  cuuses. 
The  difficulty  in  identifying  the  causes  and  in  ditlereutiating  between 
the  many  causes  in  a  given  case  detracts  from  the  value  of  the  etio- 
logical classification  afl  a  clinical  guide.  A  had4Tiologieal  classifica- 
tion may,  under  couditiouri  of  more  exact  knowledge,  ultimately 
l>ecome  a  practical  diagnostic,  pntgnostic,  and  therapeutic  gui«lc. 
Already  indications  point  strongly  in  this  direction. 

The  Pathologrical  Classification,  son-ailed,  into  catarrhal,  suppu- 
rative, granular,  and  ulcerative  inflammations,  is  rather  a  designation 
of  certain  phases  of  the  inflammatory  jirocess  than  a  <"lassifi«ition. 

The  Anatomical  Classification  includes  endometritis  (cor[>oreal 
and  cervical),  myometritis,  panimetritis,  and  perimetritis.  If  these 
varieties  usually  occurred  as  distinct  eircurascribed  lesiousj  instead  of 
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complicating  one  another  ;  if  eucb  oonlil  \w  known  by  its  own  peculiar 
ftympttmi  group;  if  ordiniirily  one  could  clinically  he  st'|>aratcil  from 
til*'  xthcr — tlion  the  anatrmiical  fhissitioation  would  not  Uo,  as  it  is, 
impractical  and  misleading.  Endometritis,  for  example,  cannot  long 
eoutitine  wittront  involvement  of  the  niyometrium,  and  rtrr  verftit. 
In  either  form  there  will  be  cont^cf^tion  and  e<iiisequent  inereawd 
.secretion  through  the  glands  ;  the  glandular  structures  will  therefore 
be  involved.  Gcneml  metritis  includes  the  peritoneal  covering  of  the 
uterus,  Ihere  are  no  siiarp  elinieal  or  jiathologieal  lines  of  deniarea- 
ti<)n  between  tlie  unatondcal  divisi(*ns  of  uterine  and  peri-nterine 
infection. 

To  ilhistrate  the  hojwleesness  of  tlie  attempt  to  classify  metritis, 
observe  the  folhnving  from  an  otherwise  excellent  UKKlern  treatise. 
Tbi*  work  classitics  metritis*  into  (1)  acute  inflammatory,  (2)  hemor- 
rhagic, (li)  cjilarrbal,  (4)  chronic  painful.  In  the  first  division  the 
wonl  inliamiuatorv  is  taiUiih^gieal.  Any  of  the  80-i'a!led  varieties 
may  be  hcmorrliagie,  catarrliab  or  painful.  It  is  [wssiblc,  therefore, 
to  retain  of  this  chjssification  but  tw(>  wonls — acute  ant!  ("bronic. 
The  I'ollowing  paragni]>h.s  will  i^till  further  show  that  any  clalionite 
attem|>t  at  delinite  chiKsifieiition,  even  though  diagramniatieally 
attraotive,  is  clinically  impiissible. 


Nomenclature. 

The  nomenclature  of  the  fon^'going  paragrsiphs,  although  not  the 
outgrowth  cd*  adecpjate  clai^silication,  is  yet  useful  an  a  means  of  nam- 
ing certain  forms  and  phases  of  metritis.  Such  worfis  as  gonorrlueai, 
parenebymatous,  and  catarrhal  are  convenient  for  purposes  of  deseriii- 
tion.  The  name  endometritis,  for  example,  will  ik  used  to  descril>e 
not  a  distinct  lesion  iiulcpcnrlcnt  of  the  rest  of  the  uterus,  but  rather 
an  essential  part  of  ntfrine  infeetiou.  In  this  way  we  shall  not  toj^o 
.'^ight  of  the  clinical  ndations  between  the  various  forms  and  phages 
of  metritis. 


CHAPTER    XIV. 


ACUTE   METRITIS. 


When  infretion  reaclieH  the  nlt.'ri).s,  it  usually  attacks  first  the 
mucosa,  and  inav  thfu  extend  to  tbe  tnvometrium  and  perimotriutn. 
Metritis  is  therefore  a  eouihiiiatioii  of  eiidmnetritis,  myometritis,  and 
perimetritis.  The  storni-eeutre  of  the  iiifeetiou  is  usually  the  en- 
dometrium, and  the  essential  lesif>n  endonictritis.  It  is  imj)os.sible  to 
preserve  the  autonomy  of  either  one  of  these  three  faetor,s  of  metritis, 
or  to  draw  detinite  lines  of  divisit»n  between  them.  The  terms  en- 
dometritis, mvometritis,  and  perimetritis  will  he  used  not  to  (h-scribe 
separate  and  distinet  lesions,  but  rather  to  identify  the  morbid  chungea 
that  may  oceur  in  definite  parts  of  an  infected  uterus. 


Etiologry. 

The  general  subject  of  etiology  has  been  outlined  in  the  chapter 
on  the  General  Principles  of  Pelvic  Inflammations. 

Predisposingr  Cauaes,  Those  influences  that  induce  pelvic  con- 
gestion are  favoring-  conditionH  for  metritis;  they  are  : 

1.  Menstrual  Congestion. 

2.  Suppression  of  the  Menses. 

3.  Displacements, 

4.  Constrieiion  and  conf^eqiient  obstruction  in  the  uterine  canal. 
6.  The  so-called  diatheses  :    lithaemia,  cholsemia,  ansemia,  gout, 

and  rheumatism. 

6.  The  improper  use  of  pessiries. 

7.  Parturition  and  abortion. 

8.  Traumatisms. 

9.  Excessive  e<iitus. 
The.se  eonchtions  and  others  like  them  were  formerly  supposed  to 

be  the  essential  causes.  Now  it  is  known  that  they  contribute  to  the 
production  of  metritis  as  predisposing  causes  when  supplemented  by 
gome  other  influence.  Tliis  influence  is  tbe  exciting  clause,  is  usually 
at  least  bacterial  and  produced  front  witiiont,  seldom  from  within. 

Exciting  Causes.  Amon^  tbe  exciting  cjiuses  numerous  bacteria 
and  their  priHlucts  predominate.  Tlicsj'  bacteria  bave  been  partially 
discussed  in  the  Geiu^ral  Prinei|>les  of  Inflatnmation,  Chapter  X., 
and  in  the  Etiology  of  Vulvo-viijj^initis,  They  usually  invade  the 
cavity  of  the  cervix  uteri  from  below,  iuln-nch  themselves  in  tbe 
cervical  ji;lands,  and  thence  may  be  distributed  directly  by  eiuilinuity 
of  surface  to  the  corjMU-eal  eiiditmetrium,  tbe  Fallopian  tulx-s,  ovaries, 
and  pelvic  peritoneum.     Bacteria  may  also  pass  directly  by  the  lym- 
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>lmtio   or   venous    circulation    from  the   cervix,  vagina,   rcrtiim,  or 
ihuMcr    to    ihc    ovjiri<\s  and   i>entoneiim.     Frotn    these  orpins  llu-y 
may  <U*sccu<l   by  continuity  of"  the   nuieosa  thn>ugh    the  tubo  to  the 
euiionietriutu. 

Ttie  euvitics  of  the  cervix  and  corjnis  uteri,  espeeialSy  tlie  hitter, 
are  normally  free  from  |wuhogeni('  liaeteria ;  they  may,  however, 
eiisily  find  access  to  these  parts,  and  will  then  Ik*  active  or  inactive 
ae<Mirditi^  to  tlie  preseiice  or  absence  of  prctlisposing  causes  ;  that  i*;, 
according  to  (lie  degree  of  resistauee  wlncji  the  tissues  exhibit  to  tlieir 
presence.  The  e<irporeal  and  cervical  mucosa,  penetrated  thnnighout 
with  a  great  aluuidance  of  tnltular  glands,  are  especially  adapted  to 
incul>ate  and  distribute  bacteria.  This  accounts  for  the  tendency  of 
metrii"  and  jH^rimetric  infection  to  become  chronic. 

lite  f/onortK-rnH  of  jVr/.v^*/-,  wiu'C  it  has  great  power  to  j»enctrate 
the  glaiulular  elcmeut!'  and  to  intrcnrh  itself  tlieivin,  is  one  of  the 
most  frequent  an<l  destructive  causes  id*  niclritip.  The  sttrphiiiofocci 
uj  Kuppunitloti  atv  eoniniouly  f^iuiid  alhO  in  suppunitive  cndometritiB, 
Tht'  KhrjiffM'orcHit  ptfot/cneA,  gcnendly  athnittcti  to  l»e  the  gt^rm  of 
er\'si[>elas,  is  very  infe<^tious  and  very  filial  ;  infection  from  this  germ 
{KiC8  ni>t  usually  s]>read  by  continuity  of  the  raucowi,  but  ra|iid!y  fol- 
lows the  lymphatics  and  veins  In  the  deejM'r  structures — that  is,  to 
the  uterine  tubes,  peritoneum,  jiaranietria,  and  ovaries — ^and  prcKhicca 
one  of  the  graver  forms  of  puerjwnd  and  tnuinialie  jn-Kie  iufeetion. 
The  great  danger  td'  it  is  in  the  fiict  that  it  does  not  gtrongly  attiiiet 
leuciM-ytes,  and  therefore  doen  not  excite  defensive  action.  The 
fliphiheriiit'  and  tubevcnkir  bacilli,  the  iHidlli  cafi  ronimnTtm,  and  ttther 
bacteria  may  also  be  the  exciting  causes  of  metritis.  The  in  lection  is 
often  intrtMhrecd  fnuii  wntit  of  elfanjitiess  (luring  tlu'  pueqienil  state, 
from  imjierfeet  asepsis  in  parlurllittti,  in  tn/attueiit,  or  in  surgical 
OjK'rations.     Direct  infection  through  eoition  i.s  very  common. 

During  tlie  three  or  four  days  after  |iarturition  and  just  before 
menstruation  the  physiological  congestion  of  the  uterus  rendera  it 
most  susceptible  to  infection.  The  cervical  portion  at  all  times  is  apt 
to  be  the  habitat  of  pithogeuic  germs  ;  such  germs  are  often  intro- 
tlnccd  by  t!ic  physician's  finger,  or  upon  septic  instruments,  of  which 
the  unelean  uterine  sound  is  a  striking  example.  The  infectious 
material  may  be  inactive,  unless  the  soil  is  prejwired  to  receive  ami 
(h'velop  it ;  but  when  the  traiunatlsms  id'  abortion  and  parturition, 
of  accident  and  of  surgery,  have  oj»cned  wide  the  door  for  bacterial 
invasion,  infection  will  be  the  natural  residt. 


Pathologry. 

The  lymph  channels  bring  into  direct  and  close  communication 
with  one  another  the  endometrium,  mvometrium,  pammetric  cellular 
tissue,  Fallopian  (uIk^s,  [K^ritoneum.  and  r)varies.  The  uterine  mucosa 
now  l)econie.s  With  the  starting-point  and  tho  distributing-|ioint  of  (ho 
infection.  The  infected  endometrium  may  retidily  and  alnmdar.tly 
Miur  its  fKusonous  pr<Mlucts  tlirough  tlu'  lyni|)h  stream,  with  resultant 
yiuphangitis,  myometritis,  cellulitis,  siilpingitis,  peritoDitis,  «nd  ova- 


ritis.  Very  significant  is  the  fact  that  the  lymph -spaces  have  no 
wralls  exct'pt  the  celhilar  tissue  around  tht'iu.  This  exposure  of  the 
cellular  Ui*»ne  may  exphiin  the  sii.-*ceptihnity  to  inffctiun  of  the 
aterine,  para-uterine,  and  peri-uterine  connective  tissue.  Infection 
may  also  be  carried  bv  the  veins  to  all  j>arts  of  the  utrrus  and  its 
surroundings  in  the  same  manner  aw  by  the  lymph  chnnncls. 

The  disease  may  fjpread  fn nii  the  endometrium  not  only  by  the 
vessels,  but  also  by  continuity  of  mucoha  to  the  Fallopiun  tufx'i^, 
peritoneum,  and  ovaries,  or  may  descend  from  these  organs  to  tlie 
endometrium. 

The  swift  and  terrible  march  of  the  traumatic  and  pucrj>cral  infeo- 
ttoDi«  to  a  <les*triicti ve  or  even  fatal  result  is  pfirlially  cx|)laincd  by 
the  close  physiologiml  and  anatoniieal  relations  of  the  lymph  stream 
to  the  endometrium  and  uterine  peritftnciun,  S*.*e  FiguiT  112,  The 
irritants,  usually  streptococci  or  other  pus  cocx^i  and  their  pnxlncts, 
are  taken  up  bv  the  lymphatics  or  veins  and  widely  distributed.  They 
may  be  carried  through  the  vessels  without  infecting  them,  or  may 
infect  them  and  produce  lympliangitis,  lynvphadcuitis,  or  phlebitis. 
The  inflammatitm  may  be  so  intense  as  to  destroy  tJie  vessels,  or  reso- 
lution may  bring  about  e<tmpletc  recovery.  Inrtainniatiou  in  tlie  lym- 
phatics or  veins  may  result  in  lymph  thrombosis  or  venous  throml>osis. 
Thiii  is  nature's  M'ay  of  limiting  the  spread  of  the  infection.  When 
recovery  takes  j)hicc,  the  lymph-  or  blood-stream  is  re-established 
ai^und  the  obstructed  }»arts  of  these  vessels  by  collateral  circulation. 
Perilymphangitis  and  jicrjpblebitis  may  occur  in  the  cellular  tissue, 
around  the  thrombose*!  Iyni]thatics  and  veins.  This  process  when  it 
take.s  place  in  the  jiarametria  is  pelvic  cclliditis,  a  disease  almost  for- 
gotten in  these  davs  of  tubal  and  ovarian  j)athology.  ISee  Pelvic 
Cellulitis. 

The  anatomiral  changes  may  be  summarized  as  follows: 

1.  Uterus  enlarged,  regular  in  outline,  and   of  doughy  or  soft 
consistence. 

2.  Congest i<m  extreme;  there  may  be  extravasation  of  blood  in 
the  miiscularis. 

3.  Endomctriiun  and  jwrimetrium  deeply  reddened  in  circiun- 
scribcd  areas  thnnighciut. 

4.  Small-cell    infiltration  of  interglandular    and  intermuscular 
connective  tissue. 

5.  Engorgement  of  lyni]»l i- vessels. 

6.  Excessive  secretion  from  the  uterine  glands. 

The  milder  csises,  chiefly  characterized  by  engorgement,  inereai=»ed 
secretion,  and  pain,  may  subsifle  in  a  few  days,  and  the  uterus  may 
cither  l>ecorae  normtd  or  lapse  into  a  state  of  chronie  metritis.  In 
the  more  severe  forms  the  disease  may  run  a  destructive  course  to 
the  death  or  iicrmancnt  disability  of  the  patient.  Its  extent  will 
vary  with  the  viruience  of  the  excittiig  cause  au<l  the  resistance  of 
the  inflamed  .structures.  Abscesses  rarely  develop  in  the  mvo- 
metrium  except  in  connection  with  myomata.  Inflammation  of  the 
mucosa  may  be  catarrhal,  suppurative,  uli*erative,  hemorrhagic,  or  all 
combined. 


A  grave  form  of  acute  difv^-a^jf  lias  bc-cii  described  iindor  t!ie  name 
diplitliiTitic  or  dissecting  metritis.'  The  infcctitiu  is  usually  puer- 
I^M^ml,  but  is  sometimes  a  .srqud  of  non-puerpeml  diplitlicria.  It  may 
be  aiisocnated  with  p^iigrene  of  the  vttlva,  and  may  occur  after  scarlet 
fever,  tyi»hoid  fever,  or  cholera.  In  puerperal  cases,  says  Garrigues, 
the  diphtheritic  iTifiltrtitiou  may  extend  fi'om  the  endoinetriiini  to  the 
iK'ighborhcHHl  of  the  |>eritoneiHii,  eutting  olf  a  large  part  of  the  mus- 
cular layer,  which  after  weeks  or  unmths  will  he  exjKilled  as  a  |X'ar- 
shaiK'd  b<xly.  I)issi>cting  metritiK  may  be  connected  with  similar 
diseti.se  of  the  vulva  and  vagina. 

The  ultimate  changes  in  tlie  uterine  glands,  uterine  connective 
tissue  and  musciilaris^  and  in  the  peritoneal  covering  of  the  uterus, 
are  di.scnssed  elsewhere.  See  Chronic.  Endometritis,  Myometritis, 
and  Peritonitis. 


Symptomatologry. 

The  following  tiibular  statement  embraces  the  principal  symptoms 
of  acute  metritis  : 

1.  Elinatiod  of  tempeniture  variable,  sometimes  preceded  bv  a 
chill. 

2.  Pain,  cnmmimly  confined  to  hypogastriinu,  may  radiate  to 
lln'  baek  or  tiiighs. 

3.  Painful  dclccjitiim  ;  rectal  tenesmus. 

4.  Fnnpieni  and  painful  urination. 

5.  Nausea;  vomiting  and  ronsti(»ation  not  uncommon. 

6.  Menses  suppresscit  or  decreased  ;  oeeasionally  increasefl. 
The   pymptoms   of  acute  metritis   de[W'nd    ujwn    the  extent  and 

gravity  of  the  disease,  and  therefore  may  vary  witlu'n  wi<le  limits 
from  those  of  a  mild  infection  to  those  of  the  'greatest  virulenee. 
An  apjMirently  mild  metritis  may,  however^  result  in  the  nmst  de- 
stnictive  [pelvic  infceti4jn  with  all  the  results  of  grave  jM-ritonitis. 
The  onset  is  usually  marked  by  a  chill,  Ibtlowcd  by  varialde  high 
tem|M?ratnre  anrl  pulse;  the  |>inn  is  often  intense.  There  is  usually 
tenesmus  of  the  n-ctimi  and  bhuhh-r.  Menstrnatifm,  if  present,  may 
suddenly  cea.se,  or  the  flow  may  increase.  The  menstrual  fluitl  is 
mixed  witli  the  secretions  of  the  inflamed  glands.  The  congcstiou 
often  iKis!*es  off  as  monorrhagia  comes  (Mi.  This  is  nature's  way  of 
relieving  the  engorged  vessels.  The  disrbarge,  esjiecially  in  the 
gtanDrrhteal  form,  may  rapidly  become  purulent.  When  the  inflamed 
uterus  contracts  to  expel  its  abundunt  .secretions  the  agony  is  that 
of  exaggerated  labor-pains.  Beariug-down  and  heat  in  the  ]>elvis 
are  often  excesisive.  When  the  disease  ha.s  extended  to  the  Fallo- 
pian tubes,  polvic  connective  ti.ssue,  ovaries,  and  esj^ecially  when 
it  invadcH  tlie  jxTitoueum,  there  will  often  be  gmve  ptomaine 
poisonings  with  anxious  facies,  increased  vomiting,  and  tynifmnites. 
Unless  such  infcetion  is  cut  sli(>rt  by  surgical  nieasures  the  result 
may  be  ni|M<lly  fatal.  The  mtHh-  of  ilcatli  is  usually  by  ptomaine 
poisoning.     See  Perilymphangitis  and  Periphlebitis. 

•  nutriiriicii.     DlMcctlng  Metdlia,  New  York  MedlCAl   Journnt.  1882,  rol.  zsztL  p,  H7; 
DiaeaMs  of  Women. 
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Diagnosis. 

Tiie  diagnosis  is  basixl  uixm  the  olmtigcs  just  descrilx^d,  which,  if 
present,  will  determine  the  folhiwiri^ /j/zj/.y/tv/  slfjna: 

1.  Tenderness  on   preasnre  over  the   hy|KJgHiitrium  and  in  the 

vaginal  fnrnix. 

2.  Ahdominal  walls  tense. 

3.  Vagina  dry  mid  hot  to  the  touch. 

4.  Patholivgical  ^^eeretions  from  a.ssoeiated  endoraetritis, 

5.  Uterus  enlarged  and  softened. 
Examination   is   often   so  piinful  as    to  be    irapiiictieable  withont 

antesthesia.  The  corpus  uteri  is  large  and  soft.  The  eervix  is  swollen  ; 
the  OS  iistiany  patulous,  and  tjften  snrroundrd  by  erosion.  The  vagina 
16  hot,  and  the  arteries  strongly  palsiiting.  Tlie  urgent  neeessity  is  to 
watch  for  tubal  and  peritoneal  extension.  See  Diagnosis  of  Sal]>ingi- 
tis  and  Pel  vie  Peritonitis.  The  mere  reeognition  of  anite  metritis  i» 
whtdly  inadequate.  UnlestJ  the  state  of  the  uterine  appendages  and 
parametria  is  aeenrately  made  out,  therajieutic  indieatif>tis  of  the 
greatest  iirgeney  may  be  overlooked  ;  one  should  therefore  in  ease  of 
doubt  insist  upon  examination  under  other;  as  the  ease  progresses 
repi'ated  examinations  may  be  necessary.  In  all  acute  inflajumatioQS 
of  the  genitals  the  use  of  tlu'  sound  is  strictly  coiitraindicated. 

Prognosis. 

Tlir  prognosis  of  acute  metritis  is  always  disquieting,  often  grave. 
The  disease  may  terminate  in  rapid  resolution  or  in  chronic  metritis. 
Exten.sion  to  the  periloneuni  involves  immediate  danger  to  life  or 
remote  danger  to  health.  The  relative  virulence  of  diflerent  mi- 
crobes has  ix-en  discussed  in  tiie  paragraphs  on  Etiology.  Pueriieral 
metritis  is  nittst  liable  to  sjircad  with  the  lymph  stream,  and  is, 
esjiecially  wln!n  due  to  the  streptoc<Hrus  pyogenes,  the  gmvesl  ibrm ; 
this  form  even  when  early  recognized  and  promptly  treated  by  radi- 
cal surgi.'ry  is  apt  to  result  fatally. 

Treatment. 

The  treatment  is  prophylactic,  abortive,  palliative,  expectant,  and 
surgicaL 

Prophylaxis  includes  the  avoidance  or  removal  oi"  the  predispos- 
ing and  exeitijtg  causes.  Reference  to  the  etiology  will  suggest  the 
appropriate  indications.  Susceptibility  is  greater  during  the  puer- 
peral state,  jiarturition,  abortion,  and  menstruation.  Extra  care, 
therefore,  at  such  times  is  essential.  Especially  forbid  undue  ex- 
jK>sure  of  all  kinds.  Avoid  the  bacterial  exciting  causes  by  asepsis. 
Ase])tie  midwit'ery  is  imperative.  The  minor  gynecological  and  ob- 
stetric exaniinattons  and  mauipulatituis  without  ascjtsis  are  thiuger- 
ous.  After  an  aseptic  curettage,  trachcjorrhaphy,  perineorrhaphy, 
or  any  other  operation  on  the  vaginal  side  td*  the  pelvic  floor,  apply 
one  large  or  two  small  ice-bags  over  the  hy|>ogastrium.     The  bag 
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rati-st  be  in  contiiot  with  the  skiu.  The  utility  of  it  is  destroyed 
l>y  an  interiiiedisitt'  dressing.  In  order  to  take  up  any  water  which 
might  oondcriso  on  the  surlace  of  the  hag  und  nm  over  the  patient, 
the  slides  and  top  of  the  hag  should  he  stirnniiided  whh  aljsorlH'nt  cot- 
ton, and  tlie  ioe  shnidd  he  iield  in  place  when  the  [>atienl  is  on  the 
side  by  a  wide  ahdoniinal  bandage.  Above  all,  one  .slioidd  u.-se  even*' 
mean.s  to  jireveiit  tlte  s[iread  of  a  vulvo-vagiuitis,  espeeially  if  il  be 
gi>Tiorrhn&aI,  to  the  uterus,     ISee  Treatment  of  Vulvo- vaginitis. 

The  Abortive  Treatment  is  applie-able  only  in  the  onset,  and  in- 
clude^ri  .snch  antiphlogistie  measures  as  may  eut  .slutrt  t!ie  attack  during 
the  stage  of  congestion.  The  disease  onec  establishei!  must  run  it«i 
course.  If  the  metritis  be  assuciateii  witli  menstruation  or  with 
suppression  of  that  function,  or  with  repeatcnl  chills,  or  with  great 
prostration,  use  the  hot-water  bug  in  nlai-c  of  tlie  iet\  The  flax- 
se»'«l  poultice  is  unclean,  iiietfective,  ami,  unless  renewed  very  often, 
iloes  not  hold  the  heat.  A  large  blister  over  tlw  hypogastrieim  may 
.substitute  or  supplement  the  ice.  Leeches  arc  oi'  great  value  if 
prorn}>tIy  and  thtu'oughly  aj»pIie<J.  Use  five  or  more  over  each  in- 
guinal regitui  and  five  to  the  perineum — two  or  three  are  useless.  A 
most  esvsential  thing  is  early  and  active  catharsis  by  a  mercurial  purge, 
two  grains  of  calomel  or  five  of  blue  nia^ts,  rejjeated  if  necessary,  and 
followetl  by  R4xdiellc  salt  or  some  other  saline.  The  administnitiou 
of  quinine  in  full  doses,  and  of  opium,  has  been  fi>lloweci  by  gocxi  re- 
sults, Inn  thi^r  value  is  questionable.  The  treatmont  is  palliative  and 
exi>ectaut  in  the  milder  cases,  but  may  have  to  he  energetic  in  the 
more  virulent.  In  eases  of  metritis  following  plastic  gynecological 
operations  the  sutures  slionid  be  removed  immediately  and  the  de- 
nuded .surfatM'S  canteri/.t'il  with  pure  carb*dic  acid. 

The  Palliative  Treatment  incbnles  rest  in  brd,antK]ynes,  e.sjK?cially 
the  opiate«i,  the  hot  or  warm  water  vaginal  ilouche — the  h4>t-watcr  bag, 
and  the  liot  hi[»-[ia<'k.  Wht-n  ihe  acute  ^tage  i.>  subsi<ling  there  may 
b<;  ust!  for  the  glyc<'nn  and  wool  vaginal  tarn jw made,  ("hapter  IV. 
Later,  iiKliue  couuter-irritatioii  may  be  applietl  to  the  Itypogastrium 
and  vaginal  fornix.  l>eep  sea  ri  Heat  ion  ihnMigh  the  s]»ecn]iHji  relievos 
the  engorged  vessels  and  tuny  al.n»rt  or  palliate  the  attack.  Ix-t  the 
cervix  Itc  pierced  rather  fr<'cty  at  sevenil  pcHuts  by  means  of  a  fine- 
pointL'd  bistoiu'v  ur  Hultles'  spt'ar-pointed  lanci'.  The  ♦toi'Jug  may  \k' 
prolonged  by  tepid  water  or  stopped  by  the  hot-water  douche,  or,  in 
a  very  vascular  case,  by  the  tam|H)n.  Shoultl  pain  be  intolcpable,  use 
a  supposit(>ry  of  aqueous  extract  of  opium,  one  grain,  and  extract  of 
belladonna,  one-sixth  of  a  gniin. 

Expectant  Treatment.  The  milder  self-limited  infections  which 
Iiave  no  grave  systemic  or  Im^al  manifestations  may  In?  dismisse*!  with 
ptdliative  or  ex^n'otaut  tifatmcnt.  In  grave  infections  it  may  be  cjc- 
tremely  ditlicult  or  imp«>ssible  to  choose  wisely  between  the  danger  of 
the  disease  and  tlie  extni  peril  of  surgic^il  interfercm^ ;  hence,  even  in 
uerious  casi'S,  llio  expectant  couise  mav  have  t<»  l»e  eonsidered. 

Surreal  Treatment.  'When  the  systemic  eondition  is  grave  and 
the  nervous  system  indicates  [»r«»found  ptoniaine  poisoning,  the  distyise 
under  any  treatment  will  in  a  large  proportion  of  cutjes  lerminate 
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fixtaiW.  A  nuruhor  of  practical  ami  niomentous  questions  at  tmce 
arise*: 

Question  1,  Is  there  simple  absorption  into  tlie  circnliition  from 
some  focus  of  decomposition  in  the  uterus?  Is  the  toxieniia  due  to  tlie 
pnxliicts  of  a  tlecomposinj;  foreij^n  Ixxly,  yucli  as  a  hloodn^lut,  a  frag- 
ment of  pliU'cnta,  retained  nieniliranr,  or  penl-uj>  Iwliia  ?  In  other 
\v0rd5,  is  it  due  to  the  aliKfirhed  |)rodTicts  of  |)utrefuetive  bacteria?  To 
put  the  (juejition  in  a  more  concise  form,  Is  it  sapneniia?  If  the 
answer  be  in  tlie  af!irniative,  tlie  iudieation  is  clear  and  imperative  to 
remove  the  putrefying  mass,  wjish  out  the  endometrium,  and  estabii.sh 
drainajire-  The  offending  mass  may  be  removed  with  the  tintrer,  the 
placental  forceps,  or,  if  necessary,  with  the  dull  curette.  Sharp  curet- 
tage, jKiwerful  cauterization,  and  all  other  severe  surgicjd  measurLS  in 
this  c<mnectitui  arc  unnecessary,  dan«;criius,  and  forbidden. 

Question  2.  Is  the  utrrine  mucosa  the  seat  of  an  infection,  and  as 
fiiich  is  it  ihe  distributing  point  ofbactcria  which  may  spread  and  infect 
the  uterine  apiwndanges  and  peritotifum?  If  tlie  l)acterial  invasion 
has  ext^'ndcil  beyond  tlie  uterus,  to  what  extent  are  the  uterine 
appendages  and  peritrnH'iirn  invatli'il  ?  Is  the  systemic  disturbance 
such  a^  to  suggest  that  tlie  bacteria  and  their  products  are  very  liable 
to  enter  the  general  circulation  in  qiuintities  suflieient  to  give  rise  to 
proncnmced  septicpemia? 

Question  3.  Have  pus  emboli  been  carried  through  the  circula* 
tion  from  one  f<vcus  of  suppuration  to  set  up  other  foci  in  different 
parts  <»f  the  body,  and  thereby  produce  metastatir^  abscesses?  To  put 
the  question  in  another  form,  Is  there  or  is  there  likely  to  be  pyaemia? 

If  the  answers  to  the  second  and  third  queries  are  in  the  affirma- 
tive, it  becomes  essential  todmde  whether  the  infection  has  sprexid  so 
far  beyond  the  uterus  as  to  make  the  nu'tritis  relatively  insigniticant. 
Clearly,  if  there  are  metastatic  abscesses,  or  if  even  infection  has 
spread  to  the  other  pidvic  organs,  surgical  treatment  of  the  intra- 
uterine intection  alone  would  be  useless  and  might  ad*l  to  the  danger. 
Abtlominal  or  vaginal  section  and  the  drainage  of  the  abscesses,  or 
even  the  removal  of  the  uterus  and  its  apjwndages,  wmild  then  have 
ti)  be  considered. 

The  milder  cases,  as  already  stated,  may  be  safely  left  to  palliative 
and  expectant  treatment.  The  grav^er  infections  imfbrtunatcly  have 
in  the  majority  of  cases  passed  beyond  the  range  {)(  intra-uterine  thera- 
peutics lx?fore  the  question  of  operative  inttTference  is  forced  upon  the 
gargeon.  We  may,  however,  be  concerned  with  the  question,  What 
surgical  measures,  if  any,  are  justifiable  in  the  eftbrt  to  prevent  the 
further  spread  of  dungeroUH  acute  uterine  infection  which  is  still  nearly 
or  quite  confined  to  the  uterus? 

The  method  of  dilatation^  curettage^  and  drainage  of  the  endome- 
trium has  now  to  be  considered.  In  this  consideration  let  us  not  lose 
;  *ight  of  the  purpose  of  these  proceilures  ;  it  is  to  cut  short  the  uterine 
infection  and  to  prevent  its  extension  ;  or,  if  alreafly  in  a  degree 
extended,  to  limit  its  force  by  withdrawing  the  toxic  supply.  Partial, 
ineflScient  curettage,  which  ojwus  up  and  exposes  fresh  lymphatics  and 
veias,  but  does  not  remove  all  the  iufected  mucosa,  will  prepare  the 
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way  for  further  infertiim,  which  may  l>c  more  virulent  and  more 
8we(^|)iiig  than  the  first ;  Jt-s  tersL^ly  sUited  by  Do  I.iee,  such  a  prort^dure 
is  like  nikiJig  over  a  patrh  of  ]awn  ufUT  scattering  wtx-d  over  it — a 
vfntahle  inseiiiiii:ition.  It  i?;  ovidoiit,  thert'foro,  that  eurottag-o,  if 
indicated  at  all,  should  hi'  thoroii«;li  ;  should,  iiirh-od,  stop  sit  rinthintr 
short  of  the  rom<Jval  of  the  entire  intVctoil  unu-osa.  The  sharp  curette^ 
wliich  hiLH  jifenerally  heiMi  eonsidercd  a  more  tlan^crous  instrument 
than  the  dull  one,  is  then  les.s  dan^^eroiis.  The  o|M.M*alions  re|wrte<l  hv 
Pryor,  Kriijx,  and  others,  indeed  pntve  that  ttie  sliar[M'i]rette  in  care- 
full  Ijuuds  is  miu;h  less  dangerous  than  has  been  sn|>pose<L  The 
thorough  applieation  of  it  in  selected  e;i.ses  has,  ac<'ording  tit  ri'liahle 
report,  been  followed  Ijy  prompt  decrease  in  tlif^  ]>tom!»ine  jioisoning 
and  in  the  other  gnivc  symptoms.  The  opponents  of  the  operation 
declare,  not  without  reason,  lutwever.  titat  most  of  the  re(v»veries 
wouM  have  fH-eurrtHl  witlnKit  it,  and  tluit  many  of  the  failures  have 
occurred  in  eonsetpienee  of  it. 

If  till"  infeetinl  endometrium  has  become  soft,  spongy,  friable,  and 
macerated,  and  if  it  is  decided  th:it  its  thorough  removal  will  lessen 
the  <langer  of  the  extension  of  the  infection,  the  steps  of  the  opera- 
tion will  he  as  ft il lows  : 

1.  Ana?sthesia. 

2.  Preparation  of  the  vagina  and  external  genitalia  as  directed  for 
minor  oprnitions  in  Chapter  II. 

;i.  Dilataiion  of  the  uterus,  unless  it  is  already  sufficiently  fipen. 

4.  Removal  of  the  infected  endometrium  by  means  of  the  sharp 
curette  ;  see  Curettage,  Chapter  V. 

5.  Th(>rough  irrigtttion  of  the  endometrium  with  hot  sterilized 
vraiter. 

6.  Thorough  mopping  out  cd*  the  endometrium  with  cotton  wound 
on  dressing-fom^ps,  and  dipped  in  a  saturated  solution  of  iodine  crys- 
tals with  pure  earbolie  ueid. 

7.  Placing  of  an  antiseptic  clressing  over  tlie  vulva. 

Some  ojKMiitors  omit  tlie  iiKline  and  carbolic-acid  nppliaitiims  and 
*reiy  upon  the  thoroughness  of  the  cun'ttag*-*  to  remove  all  infectious 
matter.  An  a^l vantage,  Imwcver,  in  the  use  of  this  powerful  flisin- 
fectaut  lies  in  the  fact  that  it  insmro  th<»rougli  disinfc<'tion  of  any 
infected  shi*e<ls  which  may  have  escii|HHl  the  eurette,  ami  that  by  its 
cauterizing  effect  it  so  shut><  the  mouths  of  the  freshly  o|M>netl  lymjth- 
vess*ds  and  hi oimI vessels  that  further  absorption  through  them  is  less 
likely  to  xx-cur. 

It  is  the  custom  of  many  excellent  operators  to  tampon  the  endo- 
metriiHu  lightlv  with  a  eontiiuif»us  striji  of  antiseptic  gauze,  antl  to 
(ill  the  vagina  with  another  strip  somewhat  widt-r  ;  after  twinty-four 
hours  they  remove  the  ganzo,  repeat  the  intni-utcrinc  irrigatinu,  an<ll 
intnxluee  fresh  gau/,e.  Ana-sthrsia  is  now  not  usually  n-quireib  Be- 
fore the  intrtMlnetiou  of  the  g:iuze  it  is  well  to  make  a  thorough  intra- 
uterine apjdicatinu  of  enndiri  or  of  a  25  |>cr  cent,  solution  of  ichtbyo- 
bite  of  ajnmoniuin  in  glycerin.  It  is  a  mistake  to  satnnite  the  gauze 
with  such  medicinal  su!»stance>,  lM'<aus«'  tliey  interfere  with  ita  chief 
fuDctiou — eapillary  dniiuage.     IiKloform  and  sublimated  gauze  have 
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caused  dangerous  poisoning,  and  are  therefore  not  approved.  If  the 
grave  symptoms  have  subsided,  the  gauze  may  be  removed  at  the  end 
of  twenty-four  hours  and  iietHl  not  be  rene\vp<l.  In  very  infectious 
cases  some  oper.iioi*s  renew  the  giuizc  nnd  irrigate  with  dioxide  of 
hydrogen  diiih'  imtil  tlie  uterine  seeretions  beeonie  normal.  See 
Treatment  of  Chronic  Eudiimetritts^  Chapter  XVII.,  for  a  further 
discussion  of  iiitra-uterine  curettage  and  drainage. 

Tire  operation  given  above  is  less  dangerous  and  more  rational  than 
the  meddlesome  half-way  measures  of  Jntra-uterfne  medication  and 
irrigation  of  the  nudilated  septic  uterns.  Th«  judieions  selection  of 
cases  is  manifestly  a  matter  of  great  ilifliculty.  If  proper  sclrction 
can  be  made,  the  o[M*ration  in  caixdnl  hands  may  be  [icrmissihle  and 
usefuK 

In  piier(>eral  infections,  especially  in  streptococcus  infections,  the 
toxins  are  apt  to  be  spcejally  ilefieient  in  their  jwwer  to  attract  lenco- 
cytt\s — that  is,  to  build  up  a  limiting  wall  around  tlte  infected  centre 
and  thereby  to  protect  the  general  system  against  invasion.  For  this 
reas^on  the  puerperal  infeetions,  esjK'ciully  if  of  the  streptococcus 
variety,  are  said  Uy  iifler  a  relatively  strong  indication  for  early  inter- 
ference. But  the  .streptococcus  germ  may  reach  the  uterus  in  an 
hour;  in  two  or  three  hours  more  it  may  have  passed  far  beyond  the 
uterus,  whiTe  the  curette  cannot  reach,  mucli  less  remove  it. 

Future  bacteriologiral  researches  may  open  the  way  for  an  etio- 
logical classification  that  will  furnish  a  side  and  definite  guide  to 
tJie  thcmpeutic  indieati<jns.  Wurk  in  this  direction  thus  far,  how- 
ever, gives  little  promise  of  immediate  practical  results.  In  this 
connection  we  may  add  that  serum  therapy  is  andevelopcd,  and 
tliereforc,  in  a  practical  sense,  is  not  yet  very  pertinent  to  the  subject. 

The  writer's  personal  conviction  on  the  value  of  dilatation,  curet- 
tage, and  drainage  of  the  endometrium  in  acute  infection  is  that  the 
measure  should  be  limitwl  in  its  ap|)lication.  Let  no  man  be  lured  to 
the  performance  of  this  dangerous  ojK'mtiiin  in  an  acute  case  because 
of  the  ease,  siifety,  {ind  etKcaey  of  the  same  procedure  in  chronic  endo- 
raetriti.s.  Tlte  only  cases  in  which  it  should  I>c  performed  arc  those 
which  yf\\\  otherwise  result  in  dangerous  spreading  of  the  infection. 

Clearly  curettage  is  contnnndicate<l  in  tlte  numerous  and  grave 
cases  in  which  the  infectinii  luts  passed  ttt  tin-  parametria,  not  from 
the  endometrium,  but  by  the  lymph  vessels  or  bluodvessels. 

All  admit  the  practicid  difficulty,  not  to  say  impossihilitj',  of  selec- 
tion so  as  to  limit  the  operation  to  those  infectious  which  are  really 
dangerous,  and  still  confined  to  the  uterus.  It  is,  moreover,  a  prac- 
tical question  whether  the  course  of  gmve  puerperal,  gonorrhti'al,  or 
traumatic  infection  is  often  arrested  by  the  procedure.  At  the  same 
time  few  will  deny  that  the  ojK-ration  Ims  reiH-atwlly  given  rise  to 
fetal  resultH.  On  the  other  lumd,  ex|>ectancy  and  palUation  will 
often  be  rewardetl  by  the  sidjsitlence  of  grave  symptoms  antl  final 
recovery.  One  cannot  too  strongly  urge  in  all  grave  and  doubtful 
cai^efl  an  examination,  or,  if  necessiir}^,  repeated  examinations  under 
amesthesia  ;  sec  Diagnosis  and  Progtiosis. 

There  can  be  for  a  surgeon  no  grcsiter  cause  of  regret  than  the  fact 
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that  he  has  exhausted  the  resisting  forces  of  his  patient  by  a  danger- 
ous half-way  measure  which  itself  may  have  contributed  to  the  neces- 
sity for  a  more  radical  operation,  and  that  while  with  the  promise  of 
such  a  measure  he  has  been  lulling  himself  into  a  sense  of  false 
security  the  infection  has  gained  irresistible  force.  If  urgent  indica- 
tionsy  arise  the  best  hope  of  recovery  may  be  in  abdominal  or  vaginal 
section  and  drainage,  or  the  removal  of  the  infected  uterus  together 
with  its  appendages  These  operations,  if  indicated  at  all,  are-  made 
necessary  by  the  rapid  spread  of  the  infective  process  and  therefore 
become  at  once  imperative.  Until  the  necessity  for  such  extreme 
measures  becomes  apparent,  there  is  at  least  virtue  in  the  attitude 
of  watchful  expectancy.  See  Vaginal  Incision  and  Drainage,  in 
Chapter  XXIIL 


CHAPTER  XV. 


CHRONIC  ENIWLK'ERVICITIS. 

The  synonyms  of  cndocervicitis  are  cervical  «itarrh  and  cervical 
endometritis.  Since  the  cntlonietriiim  is  situated  entirely  above  tlie 
intei-nal  os,  there  is  a  manifest  impropriety  in  using  the  word  endo- 
metritis in  connection  with  the  cervix  uteri. 

In  studying  this  subject  the  reader  fihould  constantly  have  in  mind 
the  physiological  and  pathological  unity  of  the  reproductive  organs. 
Infection  is  geldom  confined  to  a  single  part  of  the  uterus ;  on  the 
contrary,  it  usually  extendi  to  t>iher  partw  and  commonly  spreads 
to  adjacent  oi-gims.  We  are  eoiisidering  nothing  leas  than  the 
whole  subject  of  metritis,  but  with  special  reference  to  the  cervical 
mucosa. 

The  .single  layer  of  columnar  epithelium,  the  underlying  connective 
tissue,  the  lymph-spaces^  tlie  lymphatics,  the  veins,  the  artcriea,  and 
the  nerves  whicii  make  up  the  ititra-c<?rvical  mucosa,  are  siubject  to 
certain  chronic  changes  that  jwss  under  the  name  chronic  endo- 
cervicitis.  Similar  disease  of  the  corjioreal  mucosa  is  called  chronic 
endometritis. 

Etiologry  of  Endocervicitds. 

Kndocervicitt.s  often  called  cervical  endometritis,  is  inflammation 
of  the  eervical  miieosa.  The  pretlisposiug  systemic  and  local  causes 
and  the  bacterial  exciting  causes  have  l>een  p^iinted  out  in  Chapter  X. 

The  disease  is  in  some  respectn  like,  in  others  unlike,  corporeid 
endometritis.  It  often  occurs  by  extension  from  vulvo-vaginitis.  It 
rarely  descends  from  the  corpus.  It  may  have  been  carried  as  a 
primary  infection,  without  interm<'diate  iufectiou  of  the  vulva  or 
vagina,  direct  to  the  cervical  mucosa.  As  iu  tlic  corpus  uteri,  it  may 
involve  not  only  the  mucosa,  but  also  the  submucosa  and  muscularis. 

Although  the  norma!  endometrium  ts  free  from  jutthogenic  bacteria, 
the  cervic'^l  mvity  is  quite  accessible  to  ttiem.  This  exjilaius  the 
greater  tendency  of  the  eervix  at  all  times,  especially  u]ion  slight 
traumatisms,  to  bec<tme  infected.  The  cervireil  glands,  well  athipted 
to  receive,  retain,  and  distribute  infection,  easily  become  a  culture- 
ground  for  bacteria.  Once  inti^eiichtHl  in  the  gland-crypts,  the  germs 
may  remain  attenuated  and  relatively  cpnes<'eut  ibr  long  jn'riods,  and 
then  may  develop  new  cultures  and  spread.  Among  the  more  fre- 
quent causes  of  eudocervicitis  are  the  folio  wing  : 

1.  Extension  of  infection  from  the  vulva,  vagina,  or endametrium, 
especially  infection  of  gonorrhoeal  origin. 
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3.  Hxcessive  euilBK. 

4.  Fotte^  boJwi,  tHMn^  P^JP- 

5.  IniectMMi  fitMB  vaclaB 


and  bngcfs. 


Tbe  ftiwlo|ncal  MttMK<  i4*  a  jaeemiftglT  ins^ificant  infpction  of 
iSLe  cervix  aleri,  e<p«csallv  if  acair,  wumx  bedther  bv  continoity  of 
mi&ce  to  eodomethtis  salpitt^tiss  prHntomtis  ^^  ovaritis  ;  or  bv  the 
peU^  iTmpttttios  and  vniii?  to  tieU^  Ivmpliai^tis,  phlebitis,  peri- 
tonitis,  aod  ovaritis:  tlios  aonte  laJcctios  »4fioiii  is  ccmfined  to  the 
cervix,  but  is  apt  to  m^TV  tke  nllw.r  PVt^  ^^  the  uterus.  The 
eoqMiB  uteri  and  adjaeeat  <ii|gaas  afe  man  BbeiT  to  be  involved  if  the 
dmmic  cen-icttis  us  felkiwed  an  ae«te  iniuniiiatioQ ;  less  likely  if 
it  was  chivtolc  trom  the  beginiiiii|r. 

The  swollen  mucosa^  fepe«ta^T  if  tbe  cervix  be  lacerated,  takes 
the  dipBction  of  least  ndsteneei  and  mar  protnido  through  the  os 
externum.     The  thickened  everted  nuoow  nrambraue  may  give  to 
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Vnooos  |»lyi>l  of  the  crrrlz  uteri,  folltcal*r  hypertn-jphy.^ 

the  cervix  the  upjK'arance  of  great  enlarginuent.  The  condition  is 
not  uulike  that  of  the  prolajwd  hemorrhoidal  anus.  The  engorged 
open  cervical  gljirids  Jti  great  rmnil>eri«  jiour  out  their  .secretion  uiH>n 
the  vulvo-vaginal  surface.    The  di.-^hai'gc,  unlike  that  of  endometritis, 

>  Frum  Thouttts  miU  Miiridti. 
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is  thick,  ropy,  viscid,  abuuJuut,  and  ^'clatinousi.     It  may  only  with 
ditHculty  be  dlslodi^cd  iVoTti  its  imchorati^L'  in  the  cervical  ^lantls. 

In  luillipara  the  internal  arnl  external  ora  are  sometimes  so  con- 
stricted as  ti>  cause  retention  of  the  cervical  i^ecretions  and  eonsecjuent 
diilatatiou  of  the  cervical  cavity.     See  Figures  127,  128,  and  129. 


Figure  122. 


Macoua  ptjlypi  at  tiie  us  uicrl  cxlenium.i 

The  chief  pathological  facfnrft  are  rronion  (if  epithelium  and  gland- 
nhir  enlargement.  In  this  rcispect  endocervicitis^  offers  a  close  analogy 
to  corporeal  endometritis. 

Erosion  of  the  Cervical  Epithelium.  Erosion  of  the  cervix  is 
clianicteri/ed  liv  a  red  ur  purple  livid  color,  i.s  eon  fined  usually  to  the 
area  immediatoly  aruiHi<l  the  external  os  uteri,  and  not  infrequently 
extends  over  the  rntire  vaj::inal  |>ortion  r>f  the  cervix  ;  it  has  the 
appearance  of  ulceration,  and  in  llie  ohkr  literature  was  so  called. 
The  affected  area,  as  tirst  demonstrated  microscojMeully  by  Ru^rt  and 
Veit,  is  covered  tn'  a  layer  of  newly  formed  inllamcd  columnar  epi- 
thelium. The  epithelium  is  not  destroyed  as  in  ulceration,  but  is 
simply  eroded,  and  forms  a  mneoun  patch,  Uleerative  processes — 
localized  necrosis—have  nnthintr  in  common  ivith  this  cimdition ; 
ulceration  is  the  destruction  <if  the  superficial  epithelium  and  infiani- 
matorj'  involvement  uf  the  lunlcriying  tissue,  and  as  compared  with 
erosion  is  very  rare.  Two  varieties  of  erosion  of  the  cervix  have 
been  described  : 

1.  Simple  Erosion. 

2.  Papillary  Erosion — crick 'r^-comb  grannlations. 

1.  Simple  Erosionj  whieli  answers  to  the  description  given  in  the 
preceding  pani^raph,  presents  a  nniootb,  uniform,  velvety  surface, 
with  little  or  no  formation  of  new  glands,  and,  although  having  the 
appciirance  of  ulceration^  shows,  on  micntscopic  examination,  the 
chanicteri.stic  iion-spe<'ilic  mucous  ]>atches  covered  by  a  single  layer 
of  newly  formed  columnar  e]titlielinm. 

2.  Papillary  Brosion.     This  form  of  erosion,  from  its  livid  red 

I  Tboma><  and  Muudi!^. 
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color  and  characteristic  projections,  ha8  b«;n  calltnl  cock's-conib  granu- 
lation. Tlie  irrt'^fularity  of  siirikce  is  due  (a)  to  newly  formed  glands  ; 
(b)  to  hypi'rphisia  of  tlie  eonnoctivo  tisMte  beneath  tite  snrlhec  epitlie- 
liiim  and  thu  gland.-! ;  (c)  to  I'levations  of  the*  inttT^lamlular  surfaces. 
The  surfacn-,  u.s  in  simple  eroriion,  is  covered  l>v  a  single  layer  *)f  ool- 
umuar  epithelium.  The  iKipillurv  projeetimis,  in  ^roaa  ap|»eanintx% 
closely  resenilile  caneer,  but,  unlike  that  dit.t'ase,  are  n<in-friable  and 
havti  little  disposition  to  bleed  on  handling.  There  is  abundant  small 
round-cell  infiltration  of  the  connective  tissue  and  free  secretion 
of  mucus. 

Glandular  Bnlarg-ement  occurs  in  twu  form!? : 

1.  polypoid  glandular  enlargement — nuieoiis  polypi. 

2.  Cvf^lic  glandular  enlargemen t — Cystic  Degt-neration — sometimes 
called  follicnlar  ero.sion,  soraetijuesi  ovula  Nabotlii. 

1.  The  Pnhjpoid  (iinndulat  Ku/drf/munt  pnxluees  diminutive 
mucous  I>oly]>i,  smaller,  of  different  origin,  and  softer  than  librouH 
polypi.  The  gt-nesis  of  mneous  |iolypi  in  as  foHows  :  The  enlarged 
glands  jjrotrnde  np<m  the  surface  ;  their  nioutlis  become  obliterated  ; 
the  glandular  tissue  is  cedeniiitous  from  retained  secretions;  the  Inises 
constrict  and  the  little  masses  become  polypoid;  they  eorrcHpond  to 
the  socalled  adenoids  of  nasal  |iathology.  A  similar  development 
sometimes  occurs  in  the  endnmetrinm  as  the  result  of  endometritis. 
These  mucous  pilypi  are  by  some  piithologists  classified  as  benign 
adenoma.  The  more  modern  tendency  is  to  consider  them  the  result 
of  inflammation. 

2.  Cifi^fit'  (rfamlular  Eidargnnent — Follicular  Erosion.  Very 
oft-en  as  the  a-sult  of  erosion  the  o|H?nings  ttf  the  cervical  glands 
become  m^cludwl  by  adhesive  inflammation,  so  that  the  glands  are  dis- 
tended by  their  own  secretions.  This  process,  known  as  ty/s/ic  ficgert- 
erftthm^  results  in  the  tormation  of  numerous  round  .submucous  bodies, 
.sonjetimes  called  ovula  Xabiithi,  but  more  conirnoidy  known  as  fol- 
licular cysts  or  retention  cysts;  they  may  be  present  in  any  numl>er, 
from  one  to  several  hnndretl ;  they  are  haml,  tense,  spheroidal  botlies, 
varying  in  size  from  that  of  a  millet-seed  to  that  of  a  pigecm's  egg; 
atr<l  on  digital  touch  feel  like  shot  under  the  skin.  Seen  through  the 
sp<'««uluTu,  ihey  a|jpear  a.s  rounded  elevations  of  yellow,  blue,  or  gray 
ciilor  ;  they  contain  inspissated  mucus,  which  .sometimes  is  infectetl  by 
pus  micnvorganisms,  forming  small  circnmscribed  aliscesses.  Theso 
cysts  when  small  are  lined  witli  the  typical  gland  epithelium  of  the 
cervix,  l>nt  as  they  lH'<'ome  distended  the  epithelium  flattiMis  and 
finally  disajjpears  through  pressure  atropliy.  Cystic  degenenition, 
aeeordiug  to  Emmet,  is  a  cause  of  numerous  reflex  nervous  distnrl>- 
ances;  it  is  rarely  seen  on  tin-  nulli[n»rons  cervix,  but  is  a  frequent 
n^stdt  of  laceration,  and  as  such  wilt  be  further  described  in  the 
chapter  on  that  subject. 


Sinnptoma  of  Endocervicitifl. 

Endocervieitis  may  cause  uosymptom.s.     The  symptoms  assneiat«*d 
with  it  may  be  due  to  couiplications,  and  may  therefore  have  little  or 


CHRONIC  EXDOCERVICITIS. 


217 


no  diagnostic  value ;  among  them  are  dtsonlcrod  meiiKtruution,  ster- 
ility, pain  in  the  back,  a  sense  of  weight  in  the  pelvis,  and  funetional 
dihtarbanccs  of  extra-|K'lvic  org:»isi,  cf?].M,'eially  the  orgiins  of  digestion. 

Diagnosis  of  Endocervicitis. 

The  diagnosis  is  simplified  by  the  aeeessibility  of  the  diseased 
structures,  esi^H'cially  when  the  iiiHamed  swollen  mueosa  is  rolled  out 
in  contact  witli  the  vagina  and  wlu-u  the  erosiiHi  extends  out  over  the 
external  os ;  it  mu^t  d*/prnd  u|ion  the  phvf^ictil  signs,  upon  niiero- 
scopie  exaniiiuition  of  tissues,  and  npon  examination  of  the  secretions. 

Digrital  and  Sigrht  Examination,  Lacerations  and  cystie  gland- 
ular enlargement  are  better  exaniiiied  by  digital  touch  than  by  sight. 
Erosions  and  m neons  poh^n  are  soft  and  eUisive,  and  are  therefore 
better  seen  than  felt. 

Speculum  Examination.  The  speculum,  Sims'  speenlum  pre- 
ferred, will  disclose  some  or  all  of  the  following  conditions  if  tJiey 
exist  outside  the  external  os : 

1.  Margins  and  sears  of  lacerations. 

2.  Retention  cysts — rounded  yellowish  or  bluish  projections. 

3.  Mucous  polypi,  protruding  from  the  external  os. 

4.  Erosiuns,  as  described  under  pathology. 

5.  External  os  tilled  with  a  plug  of  tenacious  mucus. 

6.  Ulcerations,  which  are  rarely  seen  except  those  of  malignant, 
tubercular,  or  cancernus  origin. 

Examination  of  Secretions.  The  secretion  is  always  abundant^ 
and  viscid,  and  is  usually  clear,  but  may  be  murky  from  the  admixt- 
ure of  epithelium  and  IcuctK-ytes  ;  it  may  also  be  yellftw  (►r  greenish 
yellr>w  from  the  presence  oi'  pus,  or  red  from  streaks  of  blood. 

To  obtain  secretions  for  bacteriological  examination  for  gontKJOcci, 
tubercle  bacilli,  or  other  organisms,  the  method  of  Sehultze  may  be 
employ e<l,  as  follows: 

1.  Sterilize  the  vagina  witli  douches. 

2.  Place  a  sterile  cotton  tampon  against  the  cervix  uteri. 

3.  On  the  day  following  remove  the  tampon,  collect  the  secretioDS 
with  a  snab,  and  examijit'  inimcHliatcly. 

The  early  ditfereiitiai  diagnosis  of  erosions,  Itoth  simple  and  papil- 
lary, from  c^ircinoma  is  most  iniiiortant.  Friability  and  bleeding 
niKni  handling  with  fingers  (»r  instruments  are  the  two  most  reliable 
clinical  signs  of  earcimtma  as  distinguished  from  erosions.  The 
svmploms  are  not  to  Ik'  relied  npon,  because  erosions  may  give  all  of 
the  typical  signs  of  carcintima,  an<l  carcinoma  may  give  rise  to  few  or 
DO  signs.  For  an  absolute  diagufvsis  a  microscopic  examination  should 
be  made  of  an  excised  jari  of  the  susjK'ck'd  growth.  See  l>iflferential 
Diagnosis  in  Chapter  XXVIII.  on  Carcinoma  Uteri,  and  in  Chapter 
X VT.  on  Clironic  Einhpinetritis. 

Ulceration  of  the  Cervix.  The  following  varieties  of  ulcer  are 
recognizcnl  : 

1.  Dccnbitns  nleor,  caused  by  ill-fitting  pessaries  and  friction,  as  in 
prtx;identia  uteri. 
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2.  Tuber<?u!ar  uloer. 

3.  Chancre  and  ehaucroid. 

4.  Carcinoma  foils  nloer. 

As  rnnijKuvil  with  orosion  ami  L'^landular  enlargement,  nlccration  is 
rare.  Tht-  causes,  patlK>lo{2:y,  ami  diagtiosis  are  the  same  as  for  similar 
conditions  iu  other  parts  of  the  body. 


Treatment  of  Bndocervicitis, 

111  the  treatment  of  cervicitis  it  is  well  to  remember  the  physio- 
logiail  fact  tliat  irrt»uti«m  to  tlit^  o^K-ning  of  a  duet  will  stimnlate  and 
increase  the  seorelion  of  the  ^huid  or  glandn  fruni  which  the  duet 
leads;  and,  c<inversely,  the  Avithdrawal  of  the  irritation  will  cause  a 
decrease  in  the  secretion.  The  same  is  jMitholojt^icHdly  true  of  tlie 
uterus.  Its  ciinal  la  a  dnet  It^ading  IVftm  the  uterine  glands.  The 
irritatirui  of  eudocervicitis^  therelore,  may  increase  uterine  seeretMms. 
It  folhtws  that  wliatevcr  will  allay  irritation  in  the  cervix  must  teud 
to  relieve  the  excessive  glandular  activity. 

TlQVKt  123. 


Schroder's  opcratloQ.     A  tli1fken<.-<l  dbMMuttHl  cervix  r.-iniirlng  reseoUoil.    The  dotted  line* 
»liow  whtTt  tljc  IncialouH  fihtjulcl  he  i "* 


In  acute  or  recent  endmervicitis  the  treatment,  especially  if  the 
infection  be  ^onejrrlneal,  should  be  strfin^ly  disinfectant.  Tlie  pur- 
pose is  to  prevent  extension  to  the  enrjvus  uteri  nntl  paraniotria.  First 
-clean  out  the  mucous  plu^,  then  thomujrj^hly  ajuily  a  saturated  solution 
of  ifxiine  iu  1)5  fKT  ct>nt,  earholie  acid  ovlt  the  whole  intra-cervical 
mucosa.  IMje  strong  tendency  ni'  the  infe<'ti(tn  lo  sjircnd,  and  the 
conse<juent  (hni^rfr  of  the  disease  Uein^  carried  to  the  corporeal  endo- 
metrium by  the  careless  intr*Hluctii)U  of  instruments  past  the  internal 
06,  should  be  kcjtt  conf^tantly  in  mind. 

When  the  chronic  disease  process  has  penetratetl  to  the  deep  mucoua 
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folds  and  glandular  pockets,  superficial  treatment  will  fail.  It  tlioii 
becomes  necessjiry  to  destroy  tlie  infectetl  niucnsa.  Deeply-acting 
caustics  may  accomplish  this,  but  the  resulting  cicatrici;d  c<mtnictton, 
especially  when  the  canal  is  not  very  patulous,  r(>uti"aindicate.s  their 
use.  The  same  objection  iu  less  dt-gn-e  applies  to  the  removal  of  tlic 
mucosa  by  sharp  curettage.  Thorough  excision  and  covering  the  sur- 
faces thereby  exposed  by  a  plastic  operation  is  usually  the  l>est  treat- 
ment. The  operation  of  Schroder '  Culiils  this  indication.  It  ia 
performed  as  follows  : 


FlQUM  13*. 


flehrdder'g  operation,    DlBe«««<l  tissuea  exciijeil.   f-uturt«  in  place  fnr  the  union  of  tlie  v^nal 
to  tlic  intm-ulorinc  margins  of  the  wound,  but  uul  yet  tied. 

Schroder's  Operation,  The  |i>atient  l>eiDg  under  ether  and  in  Siras's 
lateroprone  position,  the  cervix  exposed  by  Sinis's  s[)eeulura  is  drawn 
t-owani  the  vulva  and  tlivided  bilaTenilly  with  r^cissors  to  or  beyond 
the  uter<»- vaginal  jinn-tioiu  The  anterior  and  posterior  lips  arr  then 
widely  spparated  with  teiuienla.  The  crmdition  is  now  like  tiiat  of 
extensive  bilateral  laeenitton  of  tfie  cervix.  The  lateral  incision 
ehoutd  be  deep  enough,  so  that  when  the  li|is  are  forceti  apart  all  the 
discAsed  intraK'ervical  mucosa  may  be  exposed  and  excised.  The 
anterior  and  jiosterior  fla()sarc  now  turned  iit  and  united  with  sutui^s 
to  the  intra-<'ervieal  margins  of  the  wound.  Two  or  three  sutures  are 
required  to  secure  each  flap.  The  hiteral  incisions,  now  much 
shortened  by  the  folding  in  of  ihc  flaps,  may  after  suitable  denudation 
be  closed  by  suture,  as  in  Emmet's  operation  for  laceration  of  the 
cervix.  Upon  completion  of  the  operation  the  flap  sutures  will  be 
sitnateil  deep  in  the  cervit^al  eanal,  where  removal  of  them  would  be 
difficult.  They  should  therefore  be  of  catgut.  The  lateral  sutures 
should  be  of  silkw<trni-gut  or  fine  formahlehyde  catgut.  If  silkworm- 
gut^  they  should  be  n^moved  in  ubout  two  weeks.  The  operation,  if 
well  done,  is  followed  by  permanent  cure  and  freedom  from  atenosia. 

'  HADdbuch  dcr  Kraakheiten  der  weibUchen  Geaclilechtsorgane. 
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Groat  overKion  thi*oiigh  the  os  externum,  giving  the  outrolled  mucosa 
an  ulcerated  appearauce,  is  due  usually  to  laceration  ol'  the  cervix, 
and  sliould  W  trcutcd  hh  such.  Sec  KnHiict*^  O|)ei*ation.  In  rare  canes 
pronouiioed  eversioQ  and  ei-osion  oetnir  la  tJie  virgin  cervix,  giving  rise 


ScbrSdcr'a  operatinti.    Vaccinal   niurKlns  eutiin-d  to  the  Intra-uterltiL'  mat|dnft  of  tha  wound, 
lateral  Burfoce*  denudfa  Rutl  «ulurc8  pusstHl,  but  not  yet  lied. 

to  soft,  spongy,  granular  masses,  which  should  be  removed  with  the 

curved  .scissors,  tlie  cut  surfaces  cauterized,  and  the  cervix  drest*ed  with 
strips  of  gauze  saturated  with  a  uiixture  of  10  ^kt  cent,  ammoniated  ich- 
thyol  in  glycerin  ;  the  dressings  to  be  changed  daily  until  the  surfacen 

FlQDBl  126. 


Schrflder'n  operation.  lateral  mitures  iulrodiicuil  fur  the  cimpletlou  of  tbe'opttraUnn.iind 
tied.  The  white  d(>ti  in  the  oa  exu-mum  repmcot  thv  eadit  of  the  protruding  niturcit,  which 
are  now  rolled  far  luto  the  oervU-ul  cfui*l. 

have  hGale<l.  This  treatment  will  be  di.sippointiug  if  there  be  extensive 
endometriti.s  above,  unless  that  also  he  included  in  the  plan  of  treat- 
ment. See  Treatment  (if  Endonietriiis.  It  will,  however,  be  wholly 
satisfactory  if  the  iiiHanimation  is  confined  es.sentially  to  the  lower 
cervical  mueo.'?ii. 

Polypoid  endocervieitis,  so  called,  require!*  the  removal  of  the  ad<'n- 
oid  growths  by  means  of  the  sharp  curette  or  the  .Mcissors.  When 
glaiiduhtr  diseivse  is  extensive,  it  may  l>e  necessary  to  perform  Schrii- 
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Pinhole  os.> 


der*s  operation.      The  cystic  form  of  glunJiikir  enlargement   rarely 
occurs  in  the  nullipuroiis  wnmiin.    The  fondition  ami  treatment  thereof 
are  described  under  LaeenitiiMis  (if  the  Cervix. 
Schroder's  operation  is  nsiially  indicated. 

In  nidlipara>  the  internal  nnd  external  ora 
are  sometimes  so  narrow  tliat  the  eervie;d  se- 
cretions arc  retained  and  distend  the  eerviral 
cavity  quite  beyond  its  normal  size.  Some- 
times the  internal  os  is  (tpeii,  and  the  e(»rpt].s 
is  correspondingly  enlarged  from  the  siiine 
cause.  The  retained  see  ret  i<  ins  give  rise  to 
great  irritation  and  reflex  disturhant^cs.  The 
rational  treiitment  is  to  open  the  canal  by  free 

incinion  of  tlie  external  os,  and,  if  necessary,  by  dilatation  of  the 
internal  os.  Exploratory  ctirettjige  will  show  whether  the  endome- 
trium retjtiires  thorough  dilatation,  therapentic  curettage,  and  cauter- 
ization. In  order  to  prevent  the  external  os  from  closing  again  a 
plastic  operation  should  be  made  to  keep  it  open,  SehnVder's  ojiera- 
tion^  alrciidy  described,  will  suHice  for  tliis  |nirpose  ;  or  the  incision 
may  be  made  very  free  and  during  tlie  healing  pnKVss  kept  wide  open 
by  means  of  gauze-imcking.     See  Figures  128  and  129. 

The  pinhole  os  is  usually  congenital 
and  chiefly  confined  to  nullipara*.  It 
may,  however,  occur  as  the  result  of 
cautitics  or  of  too  tight  closure  in  the 

FiGUSB  129. 
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Cjinal  dllaterl  by  uterine  apcrerionpi 
from  ubs'lnictlon  at  os  extenium,  [Jnes 
on  elthtrr  side  of  ok  externum  Indicate 
deptb  of  proixwed  inci«itnis.9 


Crucial  incisions  in  Frltche 'ft  operation.* 


operation  for  laceration  of  the  cervix  uteri.  The  constricted  external 
ofi  may  be  opened  by  Fritche's  operation,  as  shown  in  Figure  129,  or 
by  forcibh'  dilatation.  After  the  applit^ition  of  either  of  these 
methods  the  os  is  liable  to  recontraet.  Schroder^s  operation,  which 
gi%'es  permanent  results,  is  therefore  preferable. 


«  Trom  Sjitem  of  Gynepology  by  Ameriran  Authorn. 
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CHAPTER    XVI. 

CH  RONIC    ENDOM ETRITIS. 

Ix  studying  t^iidometritis,  (hk-  slmuld  remember  that  tlie  infected 
end<mietriiini  is  nsually  only  :i  part  ot'an  iniV'cte*!  iitorus,  and  tliat  this 
infeotian  in  many  cases  is  not  limited  to  the  iitonis,  but  in  variable 
degree*  may  involve  the  uterine  appendages  and  parametria. 

The  layer  of  eitlumnar  eiliated  epithelium,  tlie  connective  tissue, 
the  lilfMMl-  and  lyni|ili-vessel.s,  and  the  nerves  whieli  com|x>fie  the 
endometriiini,  are,  like  the  similar  strnrtures  in  the  eervix,  ?inbject  to 
chronic  iufeetion.  Certain  j>atht>btj;jeal  ehanges  result  fvtnn  this 
infection,  and  are  the  essential  factors  of  chronic  endometritis. 

Etiology  of  Ghronic  EndometritiB. 

The  nredisposiug  and  exciting  causes  are  the  mme  as  already 
descrilRHi  for  acute  metritis.  The  most  uaual  source  of  tlie  infection 
is  from  the  eerviciil  mueosa. 

Pathology  of  Chronic  Endometritis. 

It  is  here  iin[i(trtant  to  remember  that  n<tt  every  increased  secretion 
is  proof  of  endometritts.  There  may  l>e  an  effort  tm  the  part  of  llie 
mncosa  to  relieve,  by  an  ieiereased  secretion,  a  chronic  %'enous  cotifres- 
tion  in  an<l  about  ttie  uterus  j  or  the  mucous  mendirane  of  the  uterus 
in  common  with  tliat  of  other  organs  nuiy  hv  engaged  in  vicarious 
elimination  of  etfete  matter  which  the  proper  excretory  organs  have 
failed  to  eliminate  ;  such  conditions  strongly  pre<lispose  lo  and  are 
present  in  a  large  proportion  of  cases  of  eudouietritis,  but  are  not  in 
themselves  endonn'tritis. 

In  studving  endometritis  microsco[>!rally  tin-  beginner  may  be  at  a 
loss  to  account  tor  <x'casional  ii'regiilar  apjwarances  of  the  uterine 
glands^  due  to  invagination  uf  the  glands.  Figures  130  to  137  will 
explain  these  irregularities. 

The  generstl  jiathology  has  alrea<ly  been  forecast  under  acute 
metritis.  The  sjK'cial  pathology  will  be  present*-*!  in  the  description 
of  the  diflerent  hi^ioKtgieal  anil  cliniciil  forms. 
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Classiflcation  of  Chronic  Endometritis. 

f  chronic  endometritis  are  :    1.  Histolc^i- 


ExfAftnatinn  of  scheme  of  Kland  inviicinatioii.  F[j;ft)rt»8  130  to  133  Hhow  TongltvidiiiAl  sections 
of  InvagltiattMl  uterim-  gluiuls:  Figures  1*1  lo  Ut?  (ihuw  ertis-k-seetioiis  of  thi- same  ^lanil.  The 
fflAiuli  show  li  ill  luntritii'lJiiul  sectiuii  Arc  rro&sud  t-nrh  by  a  IJiiP  Nlmwiiijj  tht:  t"liin*?ni  which  ihi» 
ero«?-0«ctkinA  aro  rnnUc.  Figure  }^>  sliows  iiivrtKlnnted  tlie  fuiKlus  dI'  a,  «laini  witli  socoiidaTy 
eversion,  Fiifnre  j;i:!  show^*  inlmelamiiitar  piipifinry  itiviicinnriiui  of  n  pliind  eplthi'lium  frmn 
the  Bi<l*»  of  the  jtlarifl.    Fiffiirt'  l.'A  shows  simnle  invopiiifttinn  nf  the  fiiiiniift  of  tt  ^land.    Figure 

ulAr  iin<l  tliL- lul'Mle  ftegTiient  invaglnated.i 

■  Amann.    Mlkrcwkoiiiscb-Gyuiikuloglsehbti  Dliigtiu»tlk. 
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Histological  Forms  of  Chronic  Endometritis. 

The  histoIo^caJ  forms  of  endometritij*  are  : 

Hyptrtrophic     Glandular      En- 


1.  Glaudular   Endometritis 


dumetritis. 
Iiy|*crplastic      Glandidar      En- 
dometritb. 

2.  Interstitiul  EiMlometritb. 

3.  Glandular  uiid  Iiiiirstitial  Endfimetritis — inixwl  form. 

1.   Glandular  EndonwtritiK. 

Glandular  Endometritis  ir.  tliaracterized  bv  increase  in  the  size  or 
in  the  size  and  numbpr  of  the  pknds,  and  acconlingly  is  subdivided 
into:  a,  Hifprrtrop/iir  (ifaiulular  Ehdumtiriiis ;  h.  Ht/ffer/tldstic 
Ofandttfar  En domt'tritiit. 

a.  Ufijwrh'ophu'  Glandtdnr  Eudometnfh.  The  normal  uterine 
glands  are  tubular^  appraximutcly  stnii^ht,  hnineh  but  little,  run 
almost  poqu-ndieular  to  the  surfaco,  may  extend  to  the  mii^ularis — 

FIOUKB  UB. 
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I    *'/Ttr'^"'T''^'<'  Kl*ni1ulaf  endomrtrltl«,  eroM-Mctfon  of  «rI«ndB.   a.  Slncle  InvurlnAUon  of  a 

that  ^^,  to  tht-  myometrium  ;  ami  but  rarely  <lip  down  so  far  as  to 
penetrate  even  to  the  superfieial  layer  of  it.  In  liy|KTtrophlc  endome- 
tritis, the  glands  inereasc  in  size,  become  pntportiorjuli'lv  irrepular  in 
outline,  pursue  a  dirt'dion  less  fwrpendiculnr  to  thf  surface,  dip  more 

>  Amaaa.    Mikr(»koplnh-0)ri4toIoiri«:h«Mi  [Ha»fn<wtik. 
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deeply,  develop  numerous  branches,  iK-eanio  tortuous  ;  and  in  conse- 
quence of  dilatation   in  some  placi'S  aiul  constriction  in  others,  fre- 
Jquently  takiMjn  grfjit  irrei,rularity  of  hinn^n.     There  i^  uhvuysa  single, 
[And  only  a  single  layer  of  columnar  epithelium,  with  enlargement  of 
rthe  indivithial  e|)ithe!ium  eells.     JSueli  is  the  nietin'e  ol'ehnniie  hvjier- 
tntpliie  glandular  eudometrttis. 

fK  Ilifperpfdsfic  (ilnnditJirr  KiuimniiritiA,  This  form  of  endome- 
tritis not  infrequently  presents  all  the  essentials  of  the  liypertrophic 
variety,  hut^  as  a  distinguishing  eliaraetertstie,  will  show  increase  in 
the  imn»ber  of  glands  ;  tiiis  increase  necessarily  takes  j)laee  at  the 
I  expense  of  the  intcrglandular  conuective  tissue,  sci  that  the  inter- 
glandular  spaces  no  longer  maintain  the  imrnml  ratiu  nf  fuur  times 
the  diameter  of  tiie  glands  ;  hut  may,  on  the  citntiiiry,  almost  wlutlly 
give  way  to  the  enertiaelinients  of  the  newly  formed  glands.  Increase 
in  the  numl>er  of  glands  results  from  a  prficess  of  buddiug  of  the 
glands  or  of  invagination  from  the  surface  epithelium. 

The  hypcrplastie  form  of  endometrilis  is  n-gardctl  by  some  patholo- 
gists as  a  new  growth,  and  is  sometimes  called  iitnifjn  adiwrnui.  The 
consensus  of  opinion,  however,  is  in  ttl^o^  oi"  attributing  \v  such 
growths  an  inflammatory  origin,  and  of  placing  them  in  an  interme- 
mediate  p(>sition  between  inflammatory  growths  and  new  formations. 
In  tins  work  the  term  ttthhuma  will  not  be  used  to  describe  hyper- 
plastic endometritis,  hut  will  be  reserved  lor  the  malignant  glandular 
'  growths. 

2.  Intei'stifial  Endomefritm. 

Interstitial  endometritis  is  characterized  by  an  increase  in  the  con- 
nective  tissue  (►f  tlie  endometrium  at  the  ex|K"use  of  the  glandular 
[elements  and  is  therefore   the  revei-se  of  the  hyperplastic  glandular 
\  forms.      In  the  normal  cnd<imetTium  the  connective  tissue  is  embry- 
I  ©nal   in   type  and   composed  of  spimlle  cells  loosely  ass(>ciated.     In 
I  interstitial  endometritis   these  cells  increase  and    mature  intc»    fibres 
■which    separate  t!ie  glands  widely.     The  efieet  of  these  connective- 
tissue  changes  is  to  shut  (iff  the  luitrition  of  th**  glands,  and  thereby 
to  crush  cvut  and  partially  or  completely  to  destroy  them.     The  out- 
lets of  the  glands  may  close  an<l  give  rise  to  retention  cysts;   this  is 
rcalled  cystic  endometritis.      Finally,  the  endometrium  may  become  a 
thin  layer  of  contracted  cicatricial  tissue,  not  unlike  that  produced  by 
the  atrophic  changes  of  old  age. 


3.   Glandular  and  Inlergiitkd  Endovuintk. 

Glandular  and  interstitial  endometritis  jire  often  combined  in  vary- 
ing proportions.     Part  or  all  of  the  endometrium  may  be  involved. 

Mucous  Pohjps  of  the  uterus,  commoidy  called  pofi/poid  eudoHiffntiSf 
are  to  \ye  regarcled  as  of  intlanim!it«»ry  origin  ;  they  are  found  both  in 
interstitial  and  in  glandular  cntlometritis,  atid  are  apt  to  be  developed 
where  there  i.«  a  concurrence  of  interstitial  endometritis  with  great 
glandular  enlargement  ;  they  are  marked  by  excessive,  diffuse,  glan- 
dular and  vascular  developineiit  and  by  cystic  degeneration  of  the 
15 
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are  not  to  be  regarded  as  new  growtlis,  aud  therefore  ghould  uot  be 
classed  a.s  adenomata. 


t^,:"^'    ■ 


FlOCBB  Ht. 


"'-.Mi 


FfOU«K  142. 


■-.^'H 


of  ni>rmal  iBUcnsa.    Transverse  Beo- 
tioQ.     Somi-diugramiuutic. 


Mucosa  mfHllfled  by  interstltlitl  endome- 
trUls,  Connective  ttiusue  increased.  <ilands 
crunhed  out  or  fhanm;d  to  retention  cysta. 
Semi-diagraminutic. 


Clinical  Porme  of  Chronic  Endometritis, 

The  clinical  Viirietie;^  (tf  endometritis  miiy  itsually  ho  referretl  to 
one  or  both  of  the  liistological  foriiiy.  Tlie  individiiai  pefidiarities 
are  dejjcndent  njK>Ti  intercurrent  eoiiditious.     The  clhiicul  f(^rras  are : 

1.  JVst-alvurtiim  eiidoiiietritis. 

2.  Exfoliative  eiKlonietritis. 

3.  Senile  eiiduinetriti.s, 

4.  Ttihcretdar  endumetritis. 

5.  Decidual  eiidonietritiH. 

6.  Septic  endotiietritis,  so-called. 

1.  Potif-ftbortuin  Efith/tiictritits,  Abortion  may  be  a  cause  or  an 
effect  of  cntlonietritis  ;  in  cither  ease  the  disease  niny  present  certain 
pwuliarities.  Tlie  i)iflamni:ition,  which  is  rather  interstitial  than 
glan<hdar,  cau?ies  an  arrest  t.*f  involntion  in  the  nincons  membrane  at 
the  site  of  the  ovide  and  of  the  adjitccnt  niticosa— i.  c,  of  the  tleciilua 
scroti  na  and  dccidna  vera.  The  a  ripest  of  involution  may  Ik'  only 
in  ]>hices  ;  tins  gives  rise  to  islands  of  decidual  cells  eireumscnlied 

.within    the  surrn(indin<2:    inneous    mend>rnne   by  the  nvund   cells  of 
'inflammatory  tissue. 

2.  Ej'fofidfire  EndomHriihy  railed  nicnd>ranoiis  dy.«Tnenorrho!a,  is 
characterized  by  the  detachment  of  the  outer  layer  of  the  endome- 
tritim  in  pieces  or  a.s  a  mIioIc,  and  the  expulsion  of  it  from  the  uterus. 
It  may  occur  at  puberty,  with  the  first  men.strtiatton,  and  continue 
indefinitely,  or  may  commence  at  any  time  tlnriiig  nicnstrnal  life. 
Xullipane  ami  multi]Kirte  are  hotli  siihjeet  to  it.  The  character, 
cpiantity,  and  cnmplcteness  <d*  the  thruwn-off  merul)rane  vary  with 
individuals,  and  froni  time  to  time  in  the  8ame  individual.  The 
microscopic  resemblance  between  the  exfolialcd  membrane   and  the 
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decidua  of  early  abortion  inny  lead  to  eniifusion  In  diau^nosif?.  The 
f*>Ils  of  the  detached  nidoim'triiini  and  their  nne!<'i,  however,  al- 
thttiigh  somt'tiiiies  eidarjjjcnl,  as  it'  iindcrgoitig  a  ehangt;  tn  decidual 
cellrt,'  are  iiever  the  pi\)duct  ut"  coiieejitiuu,  Tlie  nienihnuio  diseliarged 
from  the  uterus  in  the  ooiiise  of  extra-uteriiie  [iregnancy  reyernbles 
that  of  exfoliative  enduiueti'itis.  The  disiliarge  of  a  membrane, 
therefore,  may  require  earefid  diiferential  diagnosis  between  the  two 
conditions.  The  decidual  cells  in  tubal  pregnancy  are  much  larger 
ami  do  iiiit  contjiiii  glands  ;  those  of  the  dysnieiiorrhteal  inemhrane 
contain  uterine  glands.  The  pains  of  inembraiious  dysnieucfrrlitea  are 
like  severe  labor-paiiis  ;  they  itsiially  apjiear  before,  an<l  eontiune  with 
remissions  tliroughoitt,  the  How.  Subjective  synijjtoms  may  disappear 
in  the  intcrmenstnial  period,  or  they  may  be  the  ordinary  .signs  of 
endometritis,  the  inHammation  taking  on  a  somewhat  aente  character 
during  menstniati(m.  The  disease  is  persistent,  intnictablc,  often 
iucnnible.  The  treatment  is  tlte  same  as  ftyr  olistinate  endometritis  in 
geuend — /.  e.,  th«>rongh  sharp  curettage,  with  cauterization  of  the 
endoraetriam,  in  the  hope  that  the  new  endometrium  may  be  healthy. 
Maternity  .sumetinies  effects  a  radical  cure.     See  Chapter  LIIT 

3.  Seniie  Endonwinh'n.  After  the  nieuopanse,  when  the  uterus  has 
tindcrgt>ne  senile  atrophy,  it  is  subject  to  a  most  harassing  firm  of 
purulent  endometritis  ;  it  is  usually  the  relic  of  an  earlier  infection, 
and  is  due  to  the  action  of  bacteria  on  the  atrophic,  less  resi.sting 
cndnriietrium.'  The  disdiarge  contains  numerous  bacteria,  is  com- 
monly otfensive,  [>urulcjit,  often  tinged  with  blood,  and  is  so  irri- 
tating as  sometimes  to  cause  a  most  distressing  jiniritus  vulvte.  The 
infection  may  dcstniy  the  exhausted  senile  mucosa  and  jienetrate  into 
the  muscularis.  Cicatricial  stenosis  is  frequent.  C(jnq)lete  cicatricial 
occlusi(m  in  the  uterine  eanal,  usually  at  the  internal  os,  often  occurs. 
This  may  cause  the  uterine  .sccretitms  to  be  retainetl  and  the  distended 
organ  to  bcc<mje  a  thin-walled  retention-cyst.  The  cfjnditifni  is  called 
pyometra  or  hydromctra,  according  as  the  retained  fluid  is  puru- 
lent or  watery.  The  uterine  canal,  if  not  occluded,  is  apt  to  Iw  nar- 
rowetl  at  one  or  more  places  by  cicatricial  contraction;  this  obstruc- 
tion t«  the  drainage  of  secretions  aggravates  the  dispense.  Other  forms 
of  endometritis  may  retard  the  senile  atro])liy  of  tiie  cervix,  or  the 
corpus,  or  the  whole  uterus,  long  after  tfie  proper  time  for  the  com- 
plete mcn<ip;uise,'  and  the  organ  may  remain  large  from  this  cause. 
Such  enlargement  differs  from  that  of  distention.  In  the  former  the 
uterine  walls  are  thick,  in  the  latter  distended  and  thin.  In  most 
cases  of  senile  emlouietritis  the  uterus  is  not  enlarged,  but  rather  in  a 
state  of  full  senile  atrophy.  The  retained  proilucts  of  senile  endf>- 
nietritls  may  give  rise  to  reflex  disturbances,  innutrition,  and  to  sys- 
temic depression,  even  to  septic  poisoning. 

The  microscopic  changes  arc  like  fiiose  of  atrophic  interstitial 
endometritis,  already  described. 

» C.  Kunjdsc ;  oom[»arc  also  Ivihleiii :  Gest-lbch,  f.  Gtb.  u.  Gyn.,  February,  1886,  Zeitscbiift 
L  Oeb.  u.  ijj'h.,  xli.  S.  46.').    A.  Martin  ;  DistHM-a  uf  Women. 

*  Oif>te :  (Vom  Thumiu)  and  Mundt^,  p.  Cil. 

•  Felru :  Kevuv  m^dicak  de  SuiHse  RouiaDi,  IKSK),  No.  S.  Abelract  in  C^nlralMatt  ftir  Qynlk- 
kulofEle,  l»H,  No.  i. 
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The  glands  and  epithelial  elements  in  the  last  i<tages  of  the  di:!eaee 
are  destroye<l  and  the  ^ubmiicoii.-  strnctiire>  laid  bare.  The  destruction 
of  the  glands  makes  eatarrluil  iriflaniniation  inipissihle.  The  ex- 
poEure  uf  fibrous  tissue,  moreover,  is  tavurabix'  to  the  development 
of  supptu^ition,  granidation,  and  ulceration — three  elianK'teristies  of 
fienile  endometritis.  The  disease  may  he  eorporeal  t>r  eervieal,  or 
both.  Laceration  of  the  eervix  is  a  frequent  con]|)lieatiou.  The 
offensive  dischai"ge,  the  ocoiisional  uterine  enlargement,  and  systemic 
depression  may  lead  to  confusion  l)et\veen  this  disease  and  uterine 
cancer,  (.'ieatrixiition  may  bring  about  a  spontaneous  eure.  Usually, 
Jiowever,  unles.s  cut  sliort  by  ireaimi-nt,  thi^  sup[)nratJon  }M*rsi.sts. 

4.  Tubercular  Emlotitefritij<.  Ineipient  tubereidosis  of  ilie  uterus 
usually  takes  the  form   of   i-udonietritis.     It   nuiy   reach   tlie  uterus 

FiQvns  145. 
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Menstrual  deolrlua  in  inembrsDouii  dy6tnennrrh<i>a,  a*  hih-h  liy  *  mlcpoBcoti^.  A,  6urfko6 
CiJluiun»r  tiiiUlu-lluin  ;  /{,  decidual  cuU&—<.  <.,  stratum  pruprliuu,  which  shows  iiiflltratiun  of 
leukocytes ;  (',  gUnd.! 

from  without  by  hetero-infectiou,  or  may  be  transmitted  by  auto- 
infection  frtmi  atjoiher  inf4'<ir4l  organ.  See  Tubercular  Salpingitis. 
Hetero-infectiou  is  rare,  but  may  oeeur  through  the  vagina  by  coitus 
or  by  instnmiental  or  digital  interference.  It  sometimes  o<'eurs  in 
the  cervix  in  the  form  of  sharply  cut  ulcers,  and  when  far  advanced 
may  extend  to  the  corpus;'  its  clinical  resemblance  to  cancer  is  then 

?uitc  marked.  Auto-infection  generally  reaches  the  uterus  through  the 
''alloj>ian  tubes.'  lu  such  cases  the  disease  finally  extendi  from  the 
endometrium  to  the  myometrium.  There  is  also  usually  a  prior  in- 
volvement of  the  jK'ritoaeuin.  Often  the  pelvic  organ^ — uterus,  blad- 
der, colon,  rectum,  ovaries,  and  tubes — are  n»atted  together  by  adhcftions, 


I  Ajn«nn.    Mik^>«k[>pisch4iTnRkolnglsch4!n  DlAgncMtUt.. 
•  fiontiet  and  Pctilt.  p.  1»3.  figun  ei. 
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CHRONIC  ENDOMETRITIS, 

Avith  abscesses  ami  brcfken-tlown  tissiieJ  Tubercular  eiidtmietritis  is 
relatively  rare;  it  is  roi-oi^nrzed  by  the  history  oi*  the  ease  and  by 
microscopic  examination  iif  thf  scraping^.  The  disease  is  incurable  by 
any  mean.s  except  hysterecfoiny. 

5.  DeoUhial  Eufhniivtritix  arises  (luring  pregnancy.  A  positive 
fliaj^nosls  eanmit  lie  iiuuh'  until  jtregnaney  has  bern  terniinated  and  the 
decidual  changes  netted  under  the  mieroscufte.  The  symptoms  -sug- 
gestive of  the  condition  are  hemorrliage^  lenci>rrlifea,  and  pain,  all  of 
which  may  continue  throtighoui  pregnancy.     Tlie  jwnn  is  refemble  to 


-ill 


Cterine  decidua  cast  off  In  Hibol  pregimncy  :  nbBcrvf  laiye  decidu«il  cells  contninlng  no 
uleriue  Bland :  the  npeti  spaces  are  liloodvessela ;  obaervc  the  relatively  small  nuelein  tu  com- 
pared with  the  cfll  prototiiium.* 

the  Uterus,  and  may  be  of  the  enintiping  and  beiiringKlown  variety. 
Early  abortion  with  a  Hrmly  adlirn-nt  phici-nta  is  I  lie  usual  result. 

<J.  Septic  Emfomett'ift.'t,  Strictly  speaking,  all  eiidi>nie(ritis  is 
geptlc.  The  wnnl  septir  fs  nst^l  iti  a  clinical  sense  to  describe  such 
purulent  or  rnucopuruicut  endniuetritis  as  may  be  caused  by  pyogenic 
micrn-orgiinisms  after  labor,  al>i>rtiojis,  instrunn'ntatiou,  and  digital 
manipulations,  SfVcalh.Ml  septic  endonn'tritiri  begins  as  an  acute 
infection,  and  presents   the   characteristics   already  described  under 

1  Hc*>bcrg.    PfTUralblfttt  {\\t  Gyniiknloprie,  1892,  No.  fiO. 
*  Auiaun.    Mitsrofekupisoh+ljuiikuJoglscben  Diag:n«>&tik. 
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acute  metritis.  Whon  the  disensp  !)ctiomt*Hi  fhroiitc  it  usually  givos 
rise  to  a  persistent  ptirulent  discJmi'jL^c,  vvliirh  yJeUls  only  to  radical 
gurgit'al  treatment.     Sfe  Treatiiieiit  of  Eiulniiietritift,  Chapter  XVI. 


Sirmptoms  of  Chronic  Endometritis. 

The  symptoms  of  acute  eiidomL'tritis — that  is,  peritoneal  tenderness, 
hypog:istrir  paiii»  pelvic  weiglit,  rectal  and  vesiail  tenesmus — may  in 
some  dej2:ree  continue ;  but  as  the  disease  becomes  clironir  these  symp- 
toms cease  to  jiredoniiuate  ;  in  their  place  comes  a  symptom-group 
wliich  always  contains  some  of  the  fotlowtiig  factoi*s  : 

Menstrual  ami  intermenstrual  disturbances. 

Excessive  mucous  diseliarges. 

Purulent  discharges. 

Hemorrhages. 

Sterility. 

Dragging  sensation  in  pelvis. 

Tympjiny, 

Pain  in  e[>tgastrium. 

Vesical  and  rectal  tenesmus,  frequent  urination. 
Systemic  disturbaucci  and  reUcx  disorders  in  other  organs,  such  as 
finishes  of  heat  and  cold,  insomnia,  tninbled  <lreams,  and  sometimes  a 
radical  change  in  disposition. 

The  above  syniptoms  arc  often  observed  in  other  disorders,  and  are 
therefore  not  strongly  diagnostic. 

ObstrtH'tivt!  dysmeiiorrha'U  may  result  from  cicatricial  stenosis^ 
especially  if  the  menstrual  blood  coagulates  in  the  uterus  and  is  forced 
out  by  strong  cimtmctious.  The  piin  will  then  be  intermittent. 
Intermenstrual  pain  from  the  ex|>ulsitui  of  accumulated  secretion  ia 
the  uterus  uiay  oc<nir  in  the  same  way.  Tiie  exi'cssive  menstrual 
pain,  like  lalnn-  jiaiu,  in  exfoliative  cuilomctritis  has  already  been 
noted.  Congestive  dysincnon'lnea  ofien  precedes  the  tlow,  but  sub- 
sides as  soon  as  the  euji^orged  vessels  arc  relieved  by  tlic  establishment 
of  the  How.  The  uteritjc  nerves,  already  sensitive  frftm  neuritis 
easily  become  when  crowded  by  the  distended  ljl(K>dves»els  of  the 
swollen  uterus,  the  seat  of  great  menstrual  and  intermenstrual  pain. 
Hyiwrsccretion  is  a  constant  and  prononncc<l  symptom.  It  may  be 
catarrhal  ttr  purulent,  or  mixctl,  and  often  ctintaius  blootl.  Menor- 
rhagia and  intermenstrual  hemorrhage  commonly  result  from  glandu- 
lar and  cs|H'cially  from  interstitial  endometritis." 

St^'rility  and  abortion  are  frequently  asso<nate<l  with  the  disease. 
Sterility  may  result  from  eom|dieating  ovaritis  or  obstruction  in  the 
Fallopian  tulH's,  or  from  destruction  of  the  sj>ennatozoa  by  the  uterine 
secretions,  (jr  from  their  nn^'hanieal  exclusion  fniiii  tlie  uterus  by  the 
plug  of  tenacious  mucus  usually  found  in  en»liicervieitis ;  or,  as  soon 
as  the  ovule  entei*s  the  uterus,  abortion  may  occur  from  the  liostile 
environment  of  the  diseased  mucosa.  The  failure  of  the  ovule  to 
implant  itself  uprm  the  mucosii  may  give  rise  to  no  subjective  symp- 
i*mv^,  H»  that  the  existence  of  pregnancy  may  Im^  unrecognized. 

>  A.  MMftlu.     Dlieiuea  of  Women,  pp.  'JOb,  iOA. 
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The  systemic  and  reflex  dih-orik-rs  are  cljicHy  referable  to  the  nerv- 
ous system.  Among  tlicni  ari*  netiralgia,  itidigestiou,  nmltiiitrititui, 
nervou:^  <lys]>c"|»siu,  aiuemia,  elilf>r<>si>,  ^pitial  irritali<m,  and  by^iieriu. 
Tlje  I'lidiMiirtritis  may  he  a  t-aiise  or  an  etfeet  of  ilic  al)ove  associated 
disonlef!?,  or  logetber  with  tlient  may  l>e  a  eoaeurreut  result  of  wonic 
common  cause,  or  may  have  luul  primarily  no  patlutlogieal  eonneetion 
with  them.  The  iierviuis  symptoms  are  usnally  most  pronoiineed 
during  the  few  day?5  before  inenstriiatiuti,  and  may  be  very  marked 
during  the  flow- 
Diagnosis  of  Chronic  Endometritis. 

The  diagnosis  of  ehronie  endometritis  is  suggested  by  the  symp- 
toms outlined  above.  A  [lo^itive  diagnosis  must  depend  iiptm  micro- 
scopie  examination  of  the  seniping.s.  The  iiitroduetiou  of  die  sound 
or  probe  may  ^^lightly  wonnd  the  inHanied  endometrium  and  eause 
cramping  patUi*  and  slight  bleechng,  and  will  diselose  incn'used  depth 
of  the  uterine  eavity.  l>igital  examination  vvill  in  many  eases  show 
increastMl  size  and  Inirdness  of  the  ntcrusj  and  is  especially  essential  as 
a  means  for  the  <letection  of  eomplieations,  sueh  as  displacement  and 
cirenni uteri !H^  inHammatiims. 

Tlie  diifc-rential  distinefioii  between  the  numerous  varieties  already 
outlined  will  depen<l  ujion  the  removal  of  portions  of  the  diseased 
mucosa  and  examination  l.>y  the  niieroseope.  A  very  small  enrette, 
•without  previous  diSatation,  will  often  suffice  for  diagnostic  purposes; 
at  least  it  will  settle  the  question  whether  a  tlieraj>eutie  eurettage  is 
necessary. 

A  discharge  from  th**  vagina  or  from  the  Fallopian  tubes  may 
be  mistaken  for  the  prodiiet  of  end(»metritis,  Inspeetion  will  show 
wheth<'r  the  disehui-ge  eomes  from  ihe  uterus  or  not ;  a  small  j>iece  of 
cotton  left  for  a,  few  hours  against  the  eervix  will  sometimes  shcnv  the 
source.  Secretions  [»assing  through  the  uterus  from  the  inflamed 
Fallopian  tube  are  apt  to  be  rattier  {>enodieal  than  constant,  and  the 
|)eri««lieity  is  ofteji  marked  by  exptdsive  pains  in  tlie  uterus — "  colica 
scortiiruni" — and  followed  by  tem]X)rary  relief  from  pain — i.  r.,  the 
tubf  may  refill  and  empty  itself  at  intervals. 

Pus  from  a  [>elvie  abscess  is  recognized  by  finding  the  sinus 
through  which  it  discharges ;  such  a  sinus  often  opens  into  the 
vagina  near  the  uterua,  seldom  into  the  uterus. 


Differential  Diagnosis  of  Chronic  Endometritis. 

Tlie  diagnosis  Iwtwcen  endometritis  and  malignant  disease  will 
depend,  first,  U)K)n  the  history  of  the  ease^  the  nature  of  the  discharge, 
and  conjoined  examination;  second,  upon  the  findings  of  the  curette 
and  tlie  mieroseo]ie.  The  discharges  from  carcinoma  and  sarcoma 
are  more  profuse,  more  offensive,  more  watery,  and  usually  contain 
more  blood.  Cachexia  and  other  systemic  disorders  are  tjuite  marki-d 
ID  sarcoma  and  carcLnoraa,  but  usually  absent  or  slight  in  endo- 
metritis. 
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The  differential  points  between  the  two  forms  of  chronic  glandular 
endometritis  and  carcinoma  is  shown  in  tlie  four  accompanying  figures 
and  in  the  following  parallel  columns : 


Olakbular  Hypkhtrophic 
Endometritis. 

1.  Glands  increased  in  sise  bnt 

not  in  number. 

2.  Interglandular  stroma  not 

decreased. 
S.  No  proliferation  of  gland 

epithelium. 
A.  Gland  structures  nearly  or 

quite  typical   in   outline. 

See  Figure  148. 
b.  Hypertropbled    epithelium 

confined  within  the  limits 

of  the  tunica  propria. 


«.  Gland  tissue  does  not  in* 

yade  muscularis  deeply. 
7.  Can  trace  tortuous  glands. 

&  Stroma  normal  in  quantity. 


9.  Glands  evenly  distributed. 


Glandi-lab  Hvperplastic 
Endometritis. 

1.  Glands  increased  in  size  end 

number. 

2.  Interglandular  stroma  de- 

creased. 

3.  Proliferation  of  gland  epi- 

thelium. 

4.  Gland  structures  more  tor- 

tuous in  outline.    See  Fig- 
ure 149. 
6.  Proliferation  confined  with- 
in the  limits  of  the  tunica 
propria. 


6.  Gland  tissue  does  not  invade 

muscularis  very  deeply. 

7.  Can  trace  tortuous  glands. 

8.  Stroma  decreased  in  quan- 

tity, but  clearly  defined 
trom  glands.  Simple  fill- 
ing of  gland  lumen  with 
epithelium  does  not  ncces- 
sarlly  denote  malignancy 
so  long  as  epithelium  is 
confined  within  basement 
membrane,  i.  c,  within  lu" 
nica  propria. 

9.  Glands  evenly  distributed. 


Adeno-caronoma. 

1.  Glands    very    greatly    in- 

creased in  size  and  num- 
ber. 

2.  Interglandular        'stroma 

greatly  decreased. 

3.  Very  great  proliferation  of 

gland  epithelium. 

4.  Gland  structures  very  atyp- 

ical in  outline.  See  Fig- 
ure 150. 

5.  The     proliferating     gland 

epithelium  has  broken 
through  the  tunica  pro- 
pria and  is  in  direct  con- 
tact with  interglandular 
connective  tissue,  and  is 
multiplying  in  an  atypical 
manner. 

6.  Gland     tissue     may    very 

deeply  invade  muscularis. 

7.  Glandular  labyrinth -.cannot 

trace  tortuous  and  atypical 
glands. 

8.  Great  rarefaction  of  stroma, 

so  that  glands  touch  one 
another.  Glands  have 
broken  through  basement 
membrane  and  invaded 
interglandular  spaces  and 
muscularis.  See  Chapter 
XXVIIl. 


9.  Gland  elements  may  be  very 
unevenly  distributed. 


The  distinction  between  endometritis  and  sarcoma  is  difficult,  and 
in  early  sarcoma  sometimes  impossible.  The  following  points  are 
significant : 


Endometritis. 

1.  Progress  not  rapid  after  the  acute  stage. 

2.  Cells  do  not  vary  In  size  or  shape. 

3.  Walls  of  blood-vessels  clearly  separate  cells 

from  blood-supply. 

4.  Endometritis    first     Involves     superficial 

structure,  and  later  may  involve  deeper 
structures. 


Sarcoma. 

1.  Progress  very  rapid,  especially  in  the  small 

round-cell  variety. 

2.  Vary  most  widely. 

3.  Intimate   relation  of  blood-spaces  to  cells. 

Walls  of  vessels  may  be  absent,  leaving 
only  blood-spaces. 

4.  Sarcoma  often  involves  deeper  layer  first. 


Progmosis  of  Chronic  Endometritis. 

Helapse  is  very  common.     The   mildly  infectious  cases,  usually 
called  simple  endometritis,  yield  readily  to  systemic  treatment.     The 
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strongly  infectious  cases  alvrays  require  surgical  treatment.  This  in 
most  cases  will  bring  about  at  least  a  symptomatic  cure — i.  e.,  it  will 
stop  the  discharge  and  may  relieve  other  symptoms.  Whether  tlie 
diseased  uterine  mucosa  can  be  restored  to  its  functions  will  depend 
upon  the  extent  to  which  it  has  been  impaired  by  the  disease  or  must 
be  destroyed  by  treatment.  The  prognosis  is  especially  discouraging 
in  exfoliative,  senile,  and  tubercular  endometritis.  Hysterectomy  is 
sometimes  necessary. 


AFTER    X 


CHRONIC   EXDOMETRITLS  {CONTINUED). 

Treatment, 

The  treatment  varies  with  tlip  structures  involved,  the  nature  <if 
the  infection,  the  chronieity  of  the  disease,  anti  with  the  jire|Kuideriince 
of  systemic  or  loeal  orlg-in.  The  trcatmt-nt  of  cervieiil  differs  from 
that  of  corporeal  entloiiK'trihs ;  that  of  ti  fronoem^vus  infection  might 
have  to  be  cnerfretie  and  stronpr,  while  a  milder  infection  would 
require  only  jiimple  or  exj>ectant  treatment.  Obstinate  cases  of  long 
standing  may  yield  only  t<i  the  most  radical  surji-ical  measiins.  Many 
atithors  attempt  to  drnvv  a  line  between  what  they  entl  simple  endo- 
metritis and  wptic  endometritis.  This  line  can  have  neither  a 
gcientifie  nor  a  clinical  basis.  It  is  better  to  distinj^nish,  on  the  one 
band,  the  catarrhal  noti-pandent  cases  in  which  general  circulatory 
disturbances — that  is,  diathetic,  systemic  causes — preditminate; 
and,  on  the  other  hand,  the  cases  in  wliich  l<M'id  infcctiim  pre- 
<lrkminates  :  in  the  first  class  of  eases  predisposiiitr  causes  predominate  ; 
in  the  second  class,  exciting  causes.  tl>ee  Cha|>ter  X.  The  septic  cle- 
ment is  not  confined  to  the  second  class,  nor  the  systemic  element  to 
the  first.  An  appreciatit>n  of  the  foregoing  will  .suggest  the  following 
division  of  treatment : 


^^L  1.  Systemic  treatment, 

^^H  2.  Topic^il  treatment. 

P.'"""""' 


1.  Systemic  Treatment  of  Chronic  Endometritis. 


Systemic  Treatment  is  a{)plicable  to  a  very  largt?  class  of  cases, 
iinetimes  called  subinf^unimatory,  which  arise  not  so  much  from 
I  infection  as  from  stagnaticHi  of  the  general  cir<'idalif>n.  The 
stagnation  is  ass<M'iiited  usually  witb  disorders  of  the  heart,  lungs, 
liver,  kidneys,  or  with  such  disorders  as  aooemiu,  Icukiemia,  chlorosis, 
diabetes,  rheumatism,  antl  gout.  The  uterus  may  particijKite  in 
the  general  circulatory  disturbance  and  take  on  a  catarrlial  condi- 
tion. In  this  class  of  cases  the  catarrh  usually  involves  not  only 
the  uterus,  but  also  extra-pelvic  organs,  esjjeciaSly  the  organs  of  the 
respiratory,  digestive,  and  urinary  ^ysteni.s.  The  mucous  menihraues 
genei-ally  are  less  resistant  and  tlu'refore  more  liable  to  infection. 
Catarrh  is  often  the  vicarious  act  of  a  mucoua  membrane  to  throw  off 
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Wlwtr-nnMliicts   which    it    would    not   nomiully  have   to  eliminate  at 
fill.      Whfii    rclieveil    ot*  such  unnatural   function  the    rci^istiince 
till'  luii-rolH!  is  incrciisetl  thereby,  and  in  this  way  the  infection  niayJ 

It  i«  clewr  from  the  foregt>ing  that  In  the  absence  of  marked  local 
iufc«*tit>u   the   trcjitmont   should  be   not  so   much   local   a^   systemic,  i 
Indnnl,  when  ihc  uterine  ^li^jortler  is  mainly  consi^-qucnt  uymn  i^y.stemic 
cnuHCH  hwal  trcntiueut  umy  be  useless,  perhaps  injurious.  On  the  other 
hnml,  the  nlcrus  participates  in  the  jsreneral   improvement  when  the 
oxtru-pelvi<'  uud  .-systemic  di*ortlers  mentionetl  in  the  pivceding  para- 
tfnipfi  bnvc  lnTii  i\'Iicve<.l.     The  nccils  are»  first,  a  thorotigli  diagnosiis 
(foiu  lUi«  MfimilfHiiat  of  internal  nutlicinc,  and,  second,  the  ti*eatment 
uf  any  n»odiliim  which  may  disturb  the  balance  of  the  f^eneral  cir- 
culiiti(>n  or  imlrition.     If  ihe  uterine  secretions  are  purulent,  or  sys- i 
tcinic  treatment  pi-oves  iutide4uate,  topical  or  surgical  treatment  may  ' 
Ih'  inniemtivi'. 

KhfiHuatie,  jfouty,  and  syphilitic  subjects  require  special  hygienio  ^ 
and  nu'dieal  trt'aimrut.  Rhfiiniatisni  and  ^oiil  very  ot^en  cause 
and  prr|M'tuaU'  endometritis.  ll  is  imperative  thai  the  kidneys 
lnMunde  to  eliminute  their  proiwr  amount  of  urea  ami  other  solids, 
otherwine  Ihe  bimleu  may  fall  on  the  raucous  ^dands  of  other  organs^ 
loi'  nxamplc,  ihr  uterus.  In  every  case,  therefore,  a  t|ua»titative 
ni'Miatynit  Hhi>uld  be  made  to  estimate  the  total  solids  excreted  in 
tWKUlvdiiur  h»>urs.  In  tlie  uric  acid  diathesis,  lithia  s]>rin^  waters, 
nr  llu'  Hjdu  itfUthfa  in  solution,  are  must  usid'nl.  Thn  jrninular  effer- 
Vuneiujf  wiMlium  phosithate  in  copious  flrau^ltts  of  jmre  soft  water  is 
inilfe  a»*  moot!  a-H  mineral  sprint;  water,  possibly  better.  The  diet 
•houM  iueludf  less  suiimal  and  more  vciietabic  food.  Ana?niia,  nota- 
blv  iln'  aniemia  of  fat  women,  Is  <>fteu  the  ctinse  of  ltM^al  eiiijor^ement, 
i'upeeiallv  in  the  uterus.  In  such  eases  locjd  treatiueut  is  useless. 
Iron,  iiiMU^aiM'si*,  the  bitter  tcuiics,  mineral  waters,  nutritious  food, 
nd('«|Uat('  exrreiMC,  and  reticular  habits  are  essential.  The  thyroid 
iii^lnu'l  liJM  Ih'cu  much  pniised  in  the  treatment  of  this  class  of 
4liuunii<^  woun'ii,ancl  theusettf  it  is  said  tobefolh^ved  by  rapid  re«Iuc- 
thiM  nf  fat.  Endometritis  associated  with  syjihilis  wilt  often  yield 
jo  H|i«<eil)e   In'Mtmerit. 

<  onnli|Mtliou  is  ubmist  roustantly  assoi(nate<l  with  uterine  ♦•atarrh, 
|#«rjfi'  uet'umulahous  «<f  (►Id.  hani  feral  matter  tli>plnce  and  keep  up 
MOIi*«taii(  enK'»i>c*'tnrnt  i»f  the  uterus  and  other  jielvir  organs.  The 
fllieticiBful  treatment  of  constipation  is  essential  to  the  relief  of  the 
(«liilomelriti«.  The  treatment  should  be  rather  regvdative  tJian 
IMedh'lM(d,  Strong  laxatives  tend  to  congest  the  abdominal  and 
IMtivIe  <ti>,MUH  ihe  vc-ry  condition  we  want  to  retii-v*.- — and  should 
rht'Oloie  be  avoided.  Hygienic  measures  alone  may  be  adequate. 
'iU\ni>  Include  H'^nlar  prop'rly  selected  diet,  regularity  in  exeri'i.HC 
Mini  h*|H<elHllv  in  times  of  ^ding  to  stool.  Massive  is  n  most  v:diiable 
MMIMmIv,  bold  Ibr  itf^  direct  influeiiri*  nn  the  aetion  of  the  bowels 
uiid  on  ihe  general  eircididion.  Miuend  waters,  magnesium  sulplmte, 
OMu  eitrate,  lithium  citrate,  smliiim  plio-phate.  Carlsbad 
■  p  Hiiml  useful.     They  are  best  given  in  copious  dnuight.s  up<m 
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rising  in  the  morning.     A  larj^o  draught  of  mid  wat<^r  at  the  same 

hour  will  often  cause  free  action  of  the  bowels.     The  eonvenfinual 

I  pill  or  some  positive  eatliartie  like  :doin  or  podophyllin  at  tie<ltime, 

j  which  usually  acts  strotifjrly  (he  next  nioniiii^,  is  ohjeetionahle,  ami 

^eueh  drugs  if  ^iveu  at  ;dl  should  be  iu  siuall  (Iivtde4l  At.ty^i^ii  ertnihiiud 

with  iron  and  nux  vtunini^and  given  at  least  three  times  a  day.    The 

cathartie   tliKse  should   be  dimiuished   eueh   time   the   preseriplion    is 

renewerl     until    only    tlio    touic    reniains.     Polypharniacv    is    to    he 

ttvoidi"<l. 

Tablet  triturate  of  ealomel  long  continued  in  ven-  small  doses — 
one-thirtieth  tt»  one-lenlh  of  a  grain — three  times  a  day  fuUils  a  mul- 
tiple indication.  It  establishes  a  steady  stream  of  bile— bile  ts  a 
most  <"lfei*tivo  intestinal  antiseptic — throngh  the  intestines,  renders 
the  glandular  organs  more  active,  dishnlges  morbid  accumulations, 
and  secures  proper  elimination  through  the  bowels  and  kidneys.  All 
this  balances  the  circulation  and  stimulates  nutrition.  N<»  single 
drug  iias  greater  vahu'  than  cab.tiuel  in  tlu*  treatment  of  the  iuHani- 
matory  affections  of  ibe  nnicous  membrane  wjien  due  to  stagnation 
of  the  general  ctreulatiou.  The  bichlcu'ide  of  mercury  in  minute 
dose.s — one-huiidrMlih  of  a  grain — may  be  equally  useful.  In  the 
continued  use  of  mercurial  salts  always  observe  the  usual  rule  to 
seenre  n<»rmal  freetlom  of  the  IhpwcIs,  if  uecessary,  by  the  judicion.<j 
use  of  salines. 

O^louic  flushings  of  warm  eastile  soapsuds,  or  of  a  1  per  cent, 
golution  of  sttdiurn  bicarbonate — from  one  to  three  quarts—arc  nutst 
useful,  espeeially  in  ttie  early  treatment  of  obstinate  constipation. 
They  should  be  given  in  the  left  latero-prone  position — Sims'  position 
— or,  better,  iu  tlie  kja-e-cbest  position.  To  be  most  ofiective  they 
must  Ik'  very  copittus,  slowly  given,  and  retained  at  least  for  several 
minutes.  Fiv4'  [wr  cent,  of  glycerin  adds  t(t  their  eftc<'tiveness.  The 
prompt  disapiK-anince  of  iH-aring-down,  dniggtug- pains,  backache, 
fMiwel  distention,  intestinal  indigestion,  and  depression,  which  often 
follows  the  clearing  nut  of  the  bowels,  is  iu  striking  contrast  with  the 
frequent  dIsajqMiiutmeut,  not  to  say  increase  of  symptoms,  which 
usually  fiiUows  the  tiniedionored  tctplca!  treatnu'ut.  The  disease  is 
most  obstinate  in  virgins.  In  corpulent  young  wtuucn  cure  i.s  almost 
impossible  unless  the  nutrition  be  impntvi'il  ami  the  weight  reduced. 
The  general  and  sexual  hygiene,  to<i  often  neglected,  including 
droits,  exercise,  focxi,  t*exual  relatitujs,  and  caiN.^  at  menstriuition,  has 
already  l>een  discussed.  S|R'<'ial  attention  should  be  given  to  local 
and  general  bathing.  A  ronipreheusi  ve  grasp  of  the  subject,  however, 
involves  the  whole  field  of  general  iuterual  medicine. 

2.  Topical  Treatment  ov  Ciihonic  Endometritis. 

Topical  Treatment  has  been  as  much  over-estimated  as  systemic 
treatment  ha-*  been  neglected.  Multitudes  of  women  have,  unfor- 
tunately, funned  the  habit  of  rcct-iving  useless  routine  tn-atmeut 
for  the  relief  of  uterine  discliargos.  One*'  eliminnle  the  cases 
descrd>ed  in  the  foregoing   pamgnipb   which   re<piire  not  local,  but 


«0'4fi«3u<'  'vsKsuar^  nui  '5uh  ?»fmir3iii*r  v-Z  V  ?«Krt»£T  ^gsBljfr.  sad 

jrrwfMMCMnf  Vj-^dcj  fuho:  cnaa  nliH  :a  !iS.i!  -•^■jcaDene  Isr  ^fOBcdr 
jdrfwsMfiK  4ariuED«!ZX».  T^  xjim.:*!?  c  ^01:2.  <aae«  Ofifiandv  c«md 
iff  M^ofaL  Kscorasa^^uf.  vit^i  ^roLpLTfi  -v^x  :^  escu  ■■■ihff 
tKtsvtfdL  >  hH^rui^ajrL  li  TT.'? r i»r  T^iiia.  ^loiansHa  ««  nnst 
^rsKUirik  nu2u*--,ia»  ta««*??  w^z-z.  ia.--  2»t*i«ii*«i  jolt  >y«Sf9L3t  tresanent, 

JKU4    iceT*r    r>>^!:^    •r.'?**:    'Tj*r    TL   Si'.r-ri'Jra^ILZiljZtr   "^    .1  i  I'lfllTiwi    tOpicAl 

TV^  *a»yxzrr.Ti-x=.  lat-^  '-•»e-  :r»r  srv^?!;":  :-c  i  vise  i:»:«ia:  <«  soaMtiines 

y:0X  Vt  tz»*-  -A£E«^  'a.--4rrr:tl  ooi:~-.ci?-  i^ri  ^dr^ss  :o  liieca  fxvoi  the 
MUBW;  fsfW^Txi  fskuk-xyf.  •x-c^'tZr^rr  -v>  «::>i  ii>i>n&Te  r*>f>Kai  tnsBxmem  for 
tiMtu  aw/.  If  in  a  sir^:n  <ase.  :'.*r  ^rxa-np^-e.  :b^  vtp^^  :Qt««tim]  camal 
aod  hlacl^r  aoi  f^ixm^Tr-om  w«v  «:&::uT«ar.  h  mUr^x  he  quite  as 
Rautfioal^kr  Ut  appir  fomlztz  nitric  »csii  !•:•  all  a^  :•>  roe.  Sol4i  an  experi- 
fiKnt  wfiuld  WA  only  •Ik'V  tint  tbe  hoxnas  cirrss  ha?  rD^iarcd  an  im- 
ttititk-^.  ani'/ijnt  of  abar^.  bat  T.>al<i  ?ort>rS(>riI!y  demonstrate  the 
ab^unJity  »t{  topical  tr^tm^nt  appl:»>ii  to  a  mi>»G<  membrane  whoi 
th«:  'li-charg*:  i-  only  one  *ti  many  I-xal  evviea.>r?  "'f  a  general  condi- 
tion. Clearly  a  large  prr^p^nion  -'f  ca?es  k-I«Mic  ratber  to  internal 
rije'li'-irKf  than  to  g%rie*>ilog]k-.  Very  «io^ficant  i-  the  fact  that  loi^ 
coijtinu'r'l  and  often  repeated  handling  of  the  genitals  may  give  Hise  to 
pftyhi'r  irritation  or  deprv>i!>ion.  A  wi>man  •>»>?  habituateil  to  local 
treatment  may  even  U.-cr^me  a  monomaniac  on  that  subject. 

The  milder  intra-iiterine  treatment  a>  ordinarily  practised  is  long, 
trf?rlioii-,  and,  if  not  ii-^rl*-.-,  at  l*<i*t  uncenain.  Such  treatment, 
whether  mild  or  -^'vere,  at  the  d«ietor>  iiffi.v  orat  the  patientV  house, 
if  fnr*|iieritly  rej¥Sit*.-<l  with  inditferr-nt  a-^-piit'  t'an\  often  sets  up  new 
iiifffjtiori,  or  may  cArry  the  old  inf«Tiion  u*  dtipi-r  sinicturt»s.  This 
may  *L'irii.trrMi-|y  iiivolv**  the  iKirjiiierrie  lyniphatit^-  and  veins,  the 
myometrium,  F':iiIo|)ian  tiilK*-,  e«-lltilar  tisMi**.  jx -ritont-um.  and  ovaries. 
A-  a  nil'*,  the  fH"*-  whi^-h  do  well  on  mild.  topi«d  tn^atment  would 
offr-n  «lo  h«'ft<r  on  -y.-t**mif  trr.*atment  alone.  If  extvptional  cases  of 
non-jiiirriI*'nt  uterine  mtarrh  n-quin*  hn^d  applii-ations,  such  treatment 
mIiouM  n<-v'r  Ix-  ion^^  r-ontinunl. 

Iritra-iiterifK*  trr'atment  is  often  effective  only  in  pn>portion  to  the 
i'Ut-iyy  ol'  it.  Tfio-*-  apiili'-ation.-*  whirh  have  the  jxtwcr  to  dt»>tmy 
•he  <ii-<;i-«»l  -f rii»'tiir«-  will  >uin<-tiiiie>  arrot  purulent  endouietritis. 
Ill  <loifij.'  tlii-,  ho\v<-\'<-r,  tlifv  may  ilt-stroy  tlie  endometrium,  injure  the 
iiiyoiintriiiiii,  :iimJ  vtihu-i-  tin-  iii«'ni>  lo  a  <'irrhotic-like,  cicatricial  cim- 
<liiioii.  .SNiiiiiN  ;in(l  |i»niiaiu'nt  irfitahility  ot'all  the  jh'1  vie  organs  are 
a  iiaiiiral  i«-iili,  Klf<-tn»ly.«-i-,  iiiiric  acid,  ehromie  acid,  chloride  of 
/ill!-,  :i«i<l  iiitnit*-  «.!'  ni«nurv,  :in<l  th<*  actual  caiit<'ry,  esj)ecially  if 
oltiii  ii|i|»li«  <l,  |»p>«lii«'i-  <-i<-:in"i<'ial  ftcno>is  and  atn>sia,  with  all  their 
ivil  n-iili-.  .\lnii<l\  iiiitMcrous  o|)eratif)ns  have  been  devised  with 
hut   Hull'   -\\v('i'~   f<p   riMjMM  tlif  contracted  utcrinj' canal.'     The  chlo- 

"  of  II,.  N.  ihi.i  ..f  (Ml.,  kiivtiii  I.  ol  l»r.-liiii,  is  the  lau-Hl  and  mont  nulit-al.  CentnbUtt  far 
'•yiliiki>l"(rh  .   \>,   J<>.  I-''. 
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ri<le  of  zinc  penoil  produces  a  slough  of  the  endonietriiim  and  some- 
tifiier?  ot"  miisfiilar  tissiH:-  ;  the  use  of  it  may  be  fullowctl  not  only  l»y 
a  I'iinmic  |Hirtileiit  iJisoharg;e,  but  also  by  a  sieriims  inlectiori  of  the 
apjieiHliig-es  from  the  M'ptio  .siuu^iiiiio;  t-ndonietrium.  The  endo- 
m<'trHitii  now  has  Ifjst  ]H'niianeiitly  its  ijiithclial  ctrvfring,  the  chief 
j)rot*M'ti«)U  of  tht!  uterus  a*i|^:iinst.  bactoriid  invaision,  Conti-ast  this 
couditiou  with  that  in  which  the  diseiij^edl  structures  have  been 
reinove<l  by  an  aseptic  cut'ettaijre  and  the  healtliy  abntded  siirtaccs  are 
all  ready  to  reproduce  a  ucav  cn<loruetriiiin.  Tlio  fretjuent  applieatiim 
of  stronof  caustics  to  the  cudometriuui  is  jirohihited. 

Electricity  is  painful,  tedions,  daii*j;erous,  aud  often  unduly  de«tnic- 
tive.  Great  cicatricial  fonnatious  and  hopeless  stenosis  in  thi' 
en<I(»metriiua  are  aiimnii:  the  jwssiljle  results.  Thesr  eifect.s  are  \nA 
limited  to  the  diseased,  but  may  include  healthy  structures.  Tlie  im- 
mediate dangers  arc  (greater  than  those  of  aseptic  curettage.  Gener- 
ally s^ieaking,  the  method  is  not  to  be  approved. 

It  is  uot  the  author's  fwirpose  to  coudcniu  nnreservGdly  the  con- 
ventional treatmeuf.  lie  has  tested  carefidly  the  vau:iniil  iloiiche,  the 
swabbing  out  of  the  uterus  wilh  cotton,  the  injection  of  astringenls, 
the  vaginal  and  intra-uteriue  application  of  dry  powders,  intra-nterine 
pencils  of  various  alterative  and  c^instie  substances,  wor»l  glycerin 
tamponade,  electricity,  and  intra-uterine  gauKc  1nni|)oiiaile.  The 
piitient  use  of  such  moans  has  bi*en  follo\v<'d  by  nnich  disappoint- 
ment, to  say  nothing  of  positive  haruK  T(>])ical  treatment  should 
s^ldoni  be  long  ji^ontiuued.  It  has  a  more  legitimate  place  as  a  sup- 
plement than  a>;  a  substitute  for  systemic  and  operative  trealnient. 
A  reproach  will  be  lifted  from  the  medical  profession  when  the  indis- 
criminate use  of  topical  treatment  has  been  relegated  to  the  dark 
ages  of  gynecology. 

If  topieal    treatment  is  to  be   used,  especially  if  it  is  to  be  intra- 


uterine, let  the  aseptic  preeaution.s  be  as  careful  as  for  a  surgical  opera- 
tion. See  Chapters  XL  and  IV,  The  ]vatient  should  invariably  have 
had  a  thorough  vaginal  douche  of  nseptic  soapstuls,  with  ear<.^ful 
cleansing  of  the  external  genitals  and  vagina.  The  cervj.x  is  exjxjsed 
with  Sims'  speculum  ;  then  the  vagina  is  wiped  th(n-oughly  with  dry 
absorbent  cotton  on  tlressing-forceps  and  swabbed  with  cotton  satu- 
rated with  a  5  per  cent,  solution  of  carbolic  acid  oral  jH-r  cent,  solution 
of  creolin.  Slight  traction  is  now  made  on  the  cervix  by  tenacnia  or 
blunt-tooth  forcejis,  to  straighten  the  uterine  eaiml,  and  the  en<lome- 
trium  is  cleansed  by  means  of  cotton  wound  on  an  applicator.  The 
cervical  plug  of  mucus,  if  present,  should  be  removed.  The  desired 
application  may  then  be  carried  into  the  en<lonietrtuni  hy  means  of 
the  appliciitor  wound  with  fW-h  absorbent  cotton,  or,  if  the  eaiial  be 
very  open,  by  means  of  fine  <hvssing- forceps,  A  jdedget  of  cotton 
saturated  witli  glycerin  or  a  10  per  cent,  mixture  of  aenmoniated 
ichtiiyol  and  glycerin  may  be  place*!  in  the  vagina  as  a  protection  and 
for  its  hygroscopic  etfect.  Over  this  place  a  pledget  <»f  dry  cotton,  to 
keep  the  first  in  position  and  to  absorl>  nioJslure.  The  vaginal  tam- 
pon shiKild  be  removed  in  twenty-four  hours.  Iiitra-uteriiu'  cleiui- 
lincss   is   the   first    reij^uisite.       To   secure   this,   an    open   caiud   and 
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trmtm^nt   can    meet   them.      Ichthyol   in    int<T5*titiaI   endometritis, 
iiltli«>(it(li  timrful,  httM  not  fulfilled  it^  early  pmmlse. 


Under  the  t'onditidiis  and  restrictions  alr<eady  set  forth,  the  autlior, 
in  cases  of  (jl>.-stir»ati%  [iroiuse  rudoniftritis,  sometimes  raiikt'S  an  appli- 
catinii  of  4U  per  eent.  formalin  to  the  eiHlomctriuni,  and  in  some  very 
intractable  cases  may  repeat  thi.s  unce  or  twice  at  intervat^^  of  a  itionth. 
This  appliciition  iti  West  made  by  metms  of  a  uterine  applicator  wound 
with  cotton,  tlie  vagina  being  protcoted  by  a  wad  of  cotton  placed 
behin<l  the  cervix  ntcri. 

More  cfinscrvative  and  perhaps  more  eifective  than  turmalin  is  the 
iufni-utcrinc  injection  of  idwflute  alcohol.  l*r<'|janitory  U»  the  injection 
of  tlie  alcohol  the  endometrinm  should  thortnj*^hly  be  cleansed  either 
by  wiping  out  with  cotton  or  by  irrigation  witli  water.  One  or  two 
drachms  of  alcohol  shoidd  be  injected  at  each  treatment.  In  order 
to  prevent  the  alcohol  from  being  furced  through  the  Fallopian  liibes, 
it  sluHiId  Ik?  thrown  in  gently  jind  allowed  tn  run  out  j  t!ie  injection  is 
to  be  repeated  twice  a  week  :  if  in  two  months  there  is  not  marked 
iniprovement,  ihe  treatment  should  Ite  interrupted  ami  after  curettage 
resumed.  The  technique  of  injecting  the  uterus  with  alcohol  is  shown 
in  Figure  lol.  In  place  of  tne  instruments  here  presented,  may  be 
useil  an  t>rdinary  small  glass  female  catheter  attaclied  to  a  common 
ear  syringe  by  means  of  a  sliort  rnl>ber  tube. 

3.  Surgical  Tjieatment  of  Chronh'  Endometritis. 

Technique  of  Curettage.  The  aceomininying  series  of  five  illus- 
trations, Figures  152  to  ].5G,  shows  the  steps  i>f  the  operation  of  sharp 
curettage.  The  dilatation  shoukl  be  Ijegiin  with  a  small  Hglit  dilator, 
Figure  152,  and  C4uitinued  with  a  larger  dilator  *tf  the  Wathen  tyjie, 
Figure  158,  This  instrtuoent  is  of  heavier  construction  and  the 
blades  of  it  have  great  ex[«nding  power.  After  the  uterus  has  been 
dilated  to  the  extent  of  onc^-half  to  three-quarters  of  an  inch 
the  en<ionietriura  is  subjected  to  sharp  curettage,  as  sliown  in  Figure 
154.  In  curettage  of  the  uterus  the  perirical  retractor  may  to  advan- 
tage give  place  to  tlte  index  and  rn iridic  fingers  of  the  left  hand,  while 
the  opcrjitiim  is  (K-rfurmcil  by  means  of  the  curette  in  the  right  hand. 
After  thorough  curettage  tlic  uterus  is  fluslied  out  with  sterile  water, 
Figure  155.  As  shown  in  Figure  155,  the  cannia  used  for  this  pur- 
pose may  be  a  simple  glass  female  catheter  attached  to  a  rub!>cr  tube. 
This  tube  leads  tVoni  a  funnel  held  by  a  nurse  above  the  patient.  The 
water  flows  from  the  funue!  thrinigh  the  tube  and  the  glass  camda  into 
the  uterus  until  tin- endometrium  is  thorougldy  irrigated.  During  the 
irrigation  thecanuhi  shrtuld  ccuitimially  be  witlnlrawn  and  reintroduced;^ 
ill  order  to  prevent  the  jmssible  forcing  of  the  injected  fluid  into  the 
Fallopian  tubes.  Observe  the  forceps  fastened  to  the  rubber  tube. 
This  ij*'  a  practical  device  for  reducing  the  size  r>f  the  rubber  tnlte  so 
that  it  will  fit  a  canula  or  eatheter  of  smaller  size.  Nftt  infrequently 
ibis  dit^erence  in  calibre  between  the  tube  and  cannia  gives  rise  to 
considerable  annoyance  during  an  operation,  wbirb  may  be  obviated 
much  more  readily  and  quickly  by  means  of  the  forceps  thus  nse<l 
than  by  the  common  means  of  tying  a  strong  cord  tightly  around 
the  end  of  the  tube  at  the  point  M'hji're  it  receives  the  canula. 


V  ,»r«i!»f«1  l>y  ptTlficJil  rvtriirtor  in  rifrht  hfttwl 
,  III  h'rt  liftud  of  uttaisUut.    X>li«tatioii  he^un 


mow  itt  flctiiil.     The  operation  is 

.j^^iindoyf*     Thcrofore  tlic  ciirtnin  n«ay 

fc^^rtiii  Iov»tI  with  safi'ty-pins.     Thr  upiwr 

^  wri.    Thr  rfJ»i*<»"  *'•«' 'itilizin^  a  towol 

JjiMtrf  the  lowpl  in  rlt'an,  while  the  curtiiin 


•      hn>tt  c^'tiipl'''''^^  thr  fintrrrs  of  (ho  ojKTafor 

►  ^•'^''^  .^^  jI^j,  j,criiHMjin  fifjraiii  retracte<l    hy  nu-ani* 

^"•>".  IwimI  of  the  niirst'  or  assistjint,  ami  the 

df  ct^tton  wound  on  a  dressing-forerps, 
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Figure  156.  The  cotton  may  hv  saturaletl  with  any  tlpsircd  disinfect- 
sint.  A  witiintt'd  soliition  (d"  itHliiio  rrystnls  in  95  ]K'r  ot-nt.  of  carbolic 
acid  is  perlmjis  ino.st  f'lvijuttitly  u*c<l.  It'  very  tliomiigli  disiiilection 
h  rc'(juirei]»  -jft  per  cent.  tVtnnsdin  may  lie  (nnpltntHl.  Because  of  its 
destriidive  power  formalin  slmidd  Uv  UM-d  with  carr,  lest  it  cause 
cicatricial  eontnictinti.  In  onk-r  to  prevent  the  a|>j»lieation  from 
coming  in  contact  with  ttie  vagina,  it  is  well,  us  slH)wn  iji  the  iignre,  to 
protect  the  vaginal  mucosa  with  a  jylcdget  of  cotton  placed  between 
the  posterior  wall  of  the  cervix  and  the  perineal  retractor.  Hcfitrc 
nuiking  the  applicution  two  forceps  or  a[>|>Hcaturs  sliould  be  wouDd 


CiircllAK""  Fiiurtli  ftfp;  iJyreiil  iMmititjii.  IVritu  uiu  n  ?r;ii  t.  il  liy  tMo  finxin*  of  ••f>crtilor't 
U*n  hninl.  rti'nin  drHwn  flown  tfv  viil^flliiin  forrtfpM  in  It  R  IuukI  of  uMl>t{int  Kit<li>iiiririuin 
lrrii;att<l  l>y  ratitilu  i»i»irio<l  Into  VubbtT  tulu'  in  uperator's  rijfht  hiiinl.  Flufuri-a  .1  liiij  /;  ^llow 
II  f>.'Uiit<iih  syrliik'c  nituchcd  to  a  towel  by  inf«nB  of  pri-sNun-ftirrejin.  The  lnwel  may  Ix'  fm- 
tviic-tj  tou  ctirtum  ur  utht- r  ImuKinR  by  uieuiiB  of  »a/ijty  )>lii£.  1  hi<  fountAin  bytingv  tamy  Iw 
ujM_"«i  iii!4tciid  o(f  thu  fuuaul. 


with  absorbent  cotton,  and  one  .shonld  be  pushed  into  the  nterine  canal 

with  tlie  coltfMi  dry  in  orfler  to  al>s<)rh  any  tliiid  which  nuiy  remain 
after  the  irriiratitju.  Th*-  ccatnu  i»n  the  other  foreepn  slio(dil  now  be 
dipped  iit  the  de^ire<l  disinfectant  ami  iutrn«lMfiMl  jtjst  as  the  first  is 
witjiilrawn.  The  wati  of  cotton  posterior  to  the  cervix,  tlic  u|)p]iciition 
forceps,  and  all  other  instruments  are  now  rcmove«l.  No  clrcsyiiig  is 
reipnrcd.  A  vaginal  douche  cnntaining  <inc-hnJf  of  one  per  cent,  lysol 
sliouhl  be  given  twice  daily  for  a  j^criod  of  two  weeks.  Tliis  is  the 
only  special  after-treatment. 

When  tlicendontctritis  isdi>ttinctly  infcctiouitund  chronic,  both  topi- 


cjii  :nul  ^yjstf'iuic  treatment  are  ii^iually  iiiadequale,  allhougli  either 
niav  jiropcrly  MjjtplcTiieiit  sur^it-a]  measure?;.  The  dit^use  (4'  the 
imicosa  shoiiltl  th<'ii  hr^  reiuovpil  hy  tlie  t<harp  rniritr.  The  ujMn'a- 
tion  is  rendered  extra-hazardous  by  active  itiflfininiati«)ri  in  the 
Fallopian   tuhes   (►r   hy  any  other  active   pelvic   inHaniiriation  whieh 


i-'HiVKt:  K>6. 


(^liTf ttflsri'.    Final  nni>:  'l"r>.ii   |.  -  i  i  :i      I    rmeiim  rL'tra<"U'iJ  i>y  simun  rotnulnr  Jn  riglil 
lui  I'tervis  ilnuMi  «l.nv[i  \,y  \  iilsclhiTTi   ^l^^ct■[^s  lit   U-a  IiuikI  of  a&tiititaril.     Eiidit- 

D"  iii;«u-il  |jy  tH>iton  wtiiirxJ  on  Kiuincl's  dressing  Corccps  and  BUturatcd  wltli  d,t-ijir«d 

«Ji-  A]>(^licntluii  (uade  by  ri^'ht  baud  of  operator, 

renders  the  uteni!*  imrnohile  or  very  sensitive  to  the  toiieh.  If  for 
any  reason  it  mii.st  be  flone  under  these  adverse  eonditions,  the 
greatest  aseptie  care  shoidil  lie  taken  to  prevent  danj^i Tons  lymphan- 
gitis, phlebitis,  and  pcritnuiti.s.  A  rreneml  description  of  eurc^ttiige 
will  Ik'  found  in  Chapter  V.  Salpintritis,  ovnritis,  |>eritoiiitis,  and 
ceHulitis  wore  fi*rmerly  considered  positive  etjntraiudications  for  in- 
vading the  ulerine  mvity.  At  present,  aUhongh,  these  <lisea.scs,  if 
chronic,  call  for  esiiceial  eare,  they  arc  not  to  be  consitlered  as  neees- 
asirily  proliibitinu;  intni-uterine  o]x^niitions^  provided  these  operations 
are  of  8«eh  a  eli:ira4'tcr  as  to  remove  (he  disease  fVotii  the  ciuloine- 
trinrn.  Tliey  do,  Imwcver,  prohibit  all  intni-nlerine  interference 
which  falls  short  of  th.is.  Ordinary  intm-iiterinc  trcutnteut,  Oven 
examinations  with  the  sound,  may  be  tmire  dangerous  than  tlun'ongh 
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dilatation  aiiti  .sharp  curettage.     Incomplete  dull  curettage  is  6j>eci- 

ally  <!angeruus,  for  it  ex|Mi.M's  tlu-  surfaces  to  ahsorjttion  and  at  the 
fs'iini'  tiJiu^  may  leavo  iiifertitni.s  matter  to  he  ahsorlH-d.  Iiitlamed 
tulx's  aiul  ovaries  ofteti  Ihtohh."  healthy,  or  at  lea^t  ^yniploiTjatically 
cured,  ai'ter  tlie  [Hiioary  iioiiri'c  ot'  iiitVction  ha.s  Ik'cd  reiniivcd  tVom 
the  titenis.  in  order  to  lacilitate  ttie  ciii*ettage  and  insure  drainage 
let  the  dilatation  he  thomugh. 

Ihgenc ration  of  Endotiuinum  after  Vurt-Hfujf,  Not  oidy  is  the 
sharj)  curette  eftieieni,  but  the  recH'nt  investigtilifais  of  AVerlh  '  and 
others^  i^how  tiiat  |»ronipt  regrnenitittn  (d"  thr  uterine  mucosa  tollnws 
it.s  use.  iStutlic.-.  of  tlie  recently  eureticd  iMulnnictniim  shcAv  that 
the  work  i?>  often  imperfectly  done,  and  tliat  large  portions  oi' the  dis- 
eased mueosa,  }>articularly  in  the  cornua  and  lateral  walls,  are  appjir- 
ently  inaeecs^iible  to  the  ordinary  eun-tte,  t?|>eeial  small  curetti> 
shouhl  therefore  he  used  i'or  tliese  jKirtK. 

Fir.i'itE  V.u. 


b \ 


\hWM 


Vertical  s«?cUon  of  uteri rif  ginnds  three  monlhs  hIUt  nharprurrttuge.  o.  i<iirf«ce  eplthir- 
Hum.   6.  New-formed  filttmls.   c.  Inttrglundular  tisauc.    r, «».  liloodveiwelji.   rf.  Mu^L-ulnr  i<ic*in'.« 

Wertli  reports  histological  {examinations  of  six  uteri  removt-d  at 
jK>rioils  varying  from  three  to  sixteen  days  after  curettage.  All  eases 
showed  unequal  results  of  the  Hcniping  on  the  V4»ri<Mis  parts  of  the 
uterine  niueosa.  Sime  parts  were  untouelied.  In  some  the  su|M'r- 
ficinl  layei-s  ha<l  heeu  removed  and  the  de^'jMT  layers  left,  and  in  other 
parts  the  museularis  had  hecii  attaekt^<l.  The  mueosi  in  the  funtliis 
and  in  the  lateral  )»ort»ous  of  the  <'avity  was  nio'^t  tVeijueiitly  left 
intact.  The  ahiitsi<tns  on  the  anteriftr  wall  were  dt'ejMT  tlian  on  the 
{KKsterior.  They  were  als<k  deeper  in  the  lower  |Kirt  td'  the  ct»rpus 
near  tlie  internal  os.  This  is  exiihiined  by  the  convergence  of  the 
dftwnward  strokes  of  the  eiirelte.  Exee]>t  In  places  where  the  mus- 
eularis had  been  injured  l»y  the  eurette,  the  entire  lining  of  the  uterus 
was  covered  with  (H'u  tiiueusi,  the  glands  ttpening  freely  on  a  surface 
of  unlirttkeu  sn|M'r{iei:il  ejiithelintn.  This  young  nHico>a  was  eharae- 
terized  hy  a  great  prepjiuleninee  of  tibrillary  connective  tissue  over 
the  connective  tissue  of  the  stroma.     The  regenerating  tii«sue  wa« 

I  ("intralliltttl  Atr  0)Uttk<.K.Kk\  No.  7,  1«).\ 
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supplietl  wU!i  bl(XKl vessels  which  grew  out  of  the  niiiscuhiris  or  out 
of  tlie  rennunint^  miieosa.  The  ve.-.'selrt  were  surrounded  with  at  broad 
inatithMif  fibrillary  cnnneetive  tis^^iie  vvliich  followeil  their  nimifirations 
almost  to  llie  jiurfaeo  of  the  nineo^a. 

The  glaudd  were  retreueratert  IVom  their  deeper  portion?!  that  the 
eiirette  had  snarerl,  esiK'ciuUy  from  tliose  which  were  situated  wliere 
the  mucosa  (lips  deep  dowti  into  the  museiilartis ;  they  grew  out 
toward  the  surfaec  tnjTetlier  with  the  surroiindinir  bloodvessels  and 
fibrillar  connective  tissue.      The  surrounding  stroma  was  observed 

Fi<;ri{F.  ir.,S. 
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Uterine  maeosa  fillly-lhPeH  dnj-s  nfter  cauterization,  n.  Surface  epithelium,  b.  Connective 
tissue,  e  and  d.  eross-scfrtlon  of  kIhh'Is  dt'iirlvt-tl  nf  their  opitbcUum  and  in  &  atnte  of  cystio 
degenentioD,  some  or  thetiv  mueb  dilated,    m.  Musrulttria.' 

frequently  to  grow  more  njpidly  than  the  glands,  and  to  give  a  sorae- 
"  If  hat  irregular,  jagged  contour  tn  the  regenerated  endomelrium.  The 
BU{)erfieial  epithelium  was  found  to  be  regenerated  principally  fntni 
that  of  the  glands.  In  some  places  the  young  epithelial  cells  were 
found  flattened  and  enhirged.  In  the  laler  stages  of  the  regen- 
eration of  the  mueo.^a  the  excess  of  filirillarv  connective  tissue  was 
ob.*erved  to  disapjx'ar  by  hyaliix'  degeneration.  This  process  on  the 
6fth  day  after  curettage  was  visiljje  in  the  subepithelial  layers;  and 
on  the  tenth  day  only  a  few  tibrilhe  were  left  in  the  superficial 
stroma;  in  their  places  were  large,  spindle-sliaped  cells,  with  several 
processes  of  protoplaspnt.     Only  in  those  |iarts  where  the  nuiMcularis 
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had  been  abraded  existed  a  condition  which  resembled  tliat  of  granu- 
lation tissue. 

Figure  158  will  convince  the  student  tliat  destructive  eaiiteriKation, 
at  least  diiriti^  the  a^c  of  maturity,  is  most  objeetioiiable. 

A  thorough  applittition  to  the  endometrium  of  a  saturated  solution 
of  itwline  crystals  in  lit}  per  cent,  carbttlic  acid,  inimetliately  after  the 
curetlagc,  is  flesiiiible.  Its  action  un  any  neglected  portion  of  the 
diseased  endometriiuu  may  be  gtrod  ;  it  insures  aj^^psis,  and  hy  its 
eoai^ulatiui;  cft'eet  pluj^s  the  o|X'n  lymphatics  and  veins,  which  Mth<*r- 
win'  migljt  lu-eome  tlw  carriers  «f  piissiblc  infection  to  the  dc»'|MT 
struetJircs.  Tiie  applicatioiu  if  indirated  by  the  uterine  dischari^es, 
may  Ijc  repeated  just  before  the  next  menstruation.  When  the 
application  is  made  immediately  after  the  curettage  all  bloo<!  shoukl 
have  been  previously  waslied  out  ol'  the  uterus,  and  its  flow,  if  pro- 
fuse, stop|>ed  by  means  of  a  satiu-ated  ai|ueous  solution  of  antipyrine. 
Many  operators  Nmiit  the  io<line  application,  and  maintain  that  the 
results  are  better  when  it  is  not  i\i^v(\.  The  autlirtr's  exjterience  h;is 
been  in  favor  of  its  use.  Uterine  gauze  tamponade  immetliately  after 
curettage  is  strongly  indorsed  by  most  oi>enUnr.s.  Entirely  good 
results*  may,  however,  be  obtained  withcmt  it.  The  objections  to  iti; 
use  are  that,  even  though  lightly  packed,  it  is  often  promptly  expelled 
by  [Kfwerful  uterine  contractions,  and  that  iiistc:ul  of  dniiniug  it 
may  reinfect  the  uterus.  The  more  thttrongh  the  <lilatation  is  before 
curettage  the  less  liability  there  will  be  to  expulsion  of  the  gjuize  by 
uterine  contractions.^ 

The  treatment  of  endoraetritig,  even  with  tlie  eurettCy  is  not  uni- 
formly successfid.  DilatctJ  and  obstructed  bloo*lvessels  cannot  always 
be  restored  to  their  proper  calibn*.  Disorganized  lymphatics,  nerves, 
and  glands  <lo  not  always  resume  their  normal  fiuu-tions.  Regenera- 
tion of  h)st  structures  is  not  always  possible.  In  these  respects  endo 
metritis  olfers  a  close  analogy  to  nasal  catarrh.  In  the  glandular 
forms  of  the  ilisease,  in  which  the  endometriinu  yet  retains  siitfici<'nt 
integrity  to  insure  regeneration  of  the  glandular  and  epitlielial  struct- 
ures, the  sharp  curette  otters  lioth  a  syni[>tomatic  and  a  histological 
cure.  Wfien  the  disease  has  progresse<l  to  the  atrttphie  stage  of  iuier- 
stitial  euihimetritis  and  (he  eudornctrium  is  physiiflogically  destroyetl, 
atnitoniical  cure  is  impossible  and  only  a  degree  of  symptonujtic  cure 
is  possilfle.  When  eiidouietritis  is  compliciited  with  extensive  clironte 
metritis  autl  obstinate  pelvic  infection,  the  uterine  discharge  will  per- 
sist reganHess  of  curettage  or  of  any  otiier  intra-uterinc  treatment. 
Untler  stich  (roriditioT)s  hysterectomy  may  be  the  only  means  of  relief. 
8ince  this  extreme  nu^asure  itiiglit  be  indieatetl  more  for  extni- 
utcrine  than  for  uterine  iuHamnuition,  the  eonsidenitirm  of  it  is* 
referre<l  to  the  subjet't  of  It)flammati<ui  of  the  Uterine  AppendagCR. 


Ibid.,  p. 


i  Krue:  Aiaerican  Gynecological  ftud  \>bstc>tricA.I  Juurual,  Jauuarj,  1806,  p    TV.    Prynri 
I.  10.  —  -"- 


<Locoit 


IRONIC  metritis  is  usually  iindersttKid  to  nn?an  inflammation  of 
the  uterine  nMisculuri.s,  a  i-oiiclition  more  accurately  ikvscribcd  by  the 
word  myonit'tritis.  The  t'orniiT  term  is  Ijcrc  tnkcn  in  its  hroa<ler 
literal  st'Hsi',  and  is  used  to  ili'sifrnate  chrtmit:  iurtiimmution  of  the 
iilcTiis  as  a  wlii>le,  and  to  include  clironic  metriti>,  i-hrouio  cndot'ervi- 
eitis,  clironic  endometritis,  myometriti>,  and  [icrinictriti^i.  Uterine 
inflammation,  acute  or  <'liroiiic,  generally  starts  in  tlie  mucosji.  Tlie 
varions  parts  ot'  the  uterus — i.  t.,  tlie  endometrium,  myometrium, 
perimetrium,  corpus,  and  cervix — are  never  involved  in  sharply  cut 
areas  of  disease,  atthoutjh  any  one  of  them  may  be  tlie  spteially 
afl[ecte<l  part  of  the  diseased  or^in.  In  this  respect  chronic  andai^ite 
infec^tion  are  alike.  The  enihjmetrium,  however,  often  furnishes  the 
groundwork  for  the  pat!inh*g:y,  diag:uosis,  prn^nosis,  and  trcutnient.  Jii 
some  eases  the  infection  is  nearly  ur  wholly  cojitined  to  the  endo- 
metrium. The  disease  is  comuiinily  tiie  consequence  ui'  endometritis 
and  coincident  with  it. 

Infection  nf  the  uterus  as  observed  by  the  clinicians,  except  acute 
gonorrhreal  and  puerperal  metritis,  is  generally  ehnmie. 

The  strikin*;  phenomena  of  acute  metritis  are  tlie  active  infective 
and  inthimniatory  processes.  The  term  chronic  metritis  stands  not  so 
much  for  detinite  proees.>i<'s  as  f<>r  eertaiji  ehrnnic  changes,  more  or 
less  jwrmanenr,  in  the  quantity  and  quality  of  the  trhmdular  elemenls, 
muscnlaris,  bloodvessels,  lymphatics,  and  connective  tissue.  These 
changes  are  usually  hvpcrh'ophic,  hyperjilastic,  or  atrophic. 

Chronic  heart,  luu«:,  liver,  and  other  visceral  diseases  wliich  ern- 
barra-ss  tlu-  cinailation  apfM'ar  to  cause  conditions  wliicli  are  histo- 
logicidly  similar  if  not  identical  with  those  of  chronic  metritis.  These 
coinlitions  have  been  the  subject  of  a  h>ng  and  unsatisfactory  dis- 
cussion, and  have  variously  been  dcsi equated  as  infective,  inflammatory, 
irritative,  sid>inflanimatoryj  and  congestive.  .\lthoui;ti  the  changes 
may  not  always  conform  to  the  strict  idea  of  iuHanmiation,  there  is 
yet  a  clear  propriety  in  calling  them  iuflaurmatory,  because  tlie 
essentia!  element  of  inflammation — round-cell  infiltration — is  usually 
present.  As  in  other  chronic  inilammations,  niigrati<m  of  these  celts 
occurs,  if  at  all,  more  slowly  than  in  acute  inflammation. 


Etiology  of  Chronic  Metritis. 

The  chief  predisposing  causes  are  these  : 

1.  Acute  metritis,  endocervicitis,  and  endometritis. 

2.  Septic  pnerperium. 
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3.  Alxtrtioiis*. 

4.  Iiifwhoii  following  operations  and  cxamiuations. 

5.  L'tfrine  tutiiors. 

6.  FrtMjnt'iit  parturition. 

7.  Uterine  tlisjdaooiiient*^. 

8.  Obstructetl  cirtnilutiuu  in  the  abdominal  viscera,  especially  the 

liver. 

9.  Exec's:?ive  venery. 

lU,    .\rt<'ri«i-M-Ierosi<  of  the  titenis. 
1 1.    Hheuijiatisiii,  pnit,  lilhiemiii,  and  cholsemia. 
The   bacterial  exciting  causes  are  the  same  as  in  Acute  Metritis, 
see  Chapter  X. 

Pathologry  of  Chronic  Metritis. 

Since  ehronic  metritis  is  the  snm  of  all  the  inflammations  of  the 
uterine  mueosa,  uterine  miisculuris,  and  uterine  jieritoneum,  it  follows 
tliat  the  pathology  ^ii'  it  must  he  ombniced  in  : 

I.  Chronic  elmn^es  in  the  mneosii — emlotnetritis  and  endocer- 
vieitis— of  which  the  patholticv  has  been  descrilx'd  in  Chapters  XV'. 
and  XVI. 

II.  Chronic  changes  in  the  perimctrinm — peritonitis — which  will 
be  (Hitlined  in  the  ehaj)ter  on  IVIvic  Peritonitis. 

III.  Chronic  eliiinsj^es  in  the  luuscuiaris  of  an  inflameti  iiterii>i, 
which  o<*eiir  in  X\\i\  ibrjns: 

1.  Ilyfiertropliic  metritis. 

2.  Interstitial  metritis. 

1.  Pathology  of  Hvi^Ein'nopinc  Metritis. 

In  this  form  of  chronic  metritis  there  is  increase  of  all  the  histo- 
losriinil  elements.  lIy|)ertropliy  of  pnerperal  ortjj^iu  hhould  be  distiii- 
gnished  from  that  of  ijon-piierpenil  origin. 

Puerperal  hypertrophy,  conmionly  known  as  »Hhini'olttiion,  is 
prodiicetl  as  follows  :  The  muscular  elements,  cin>rnionsly  increasted 
during  the  evolution  of  pregnarjcv,  fail  to  undergo  the  normal  phy&io- 
litgical  (legenerati(vii  and  al)s{>rption  after  labor.  The  connective  tisrtue 
tiUt*  remains  sui>erabiiu<lant.  The  lymph-vessels  and  blocMlvcssek  con- 
tinue large,  full,  an<l  stagnant.  The  uterine  walls  are  ihiekeneil  from 
e.tu^-e-^tion  and  intiltration.  The  entire  uterus  is  usually,  although  not 
always,  uniformly  enlarged — that  is.  the  hypertropliy  may  |»intnin 
esjK'cially  to  the  cervix  or  in  the  cor|»us  nleri.  The  uterus  may  l>e 
twice  an  large  as  normal,  and  the  canal  may  measme  three  or  four 
inches.  The  orgjin  remains  soft  and  mobile.  This  flexibility  ac»connts 
for  the  faet  that  many  uterine  flexures  date  fnuu  the  puer(K'rinni. 
Suhini'oinfifni  nxiif  tfuitfore  fw  ihfinetl  oj*  ihf  J'aiimr  of  n  jthifnUtltM/icii/ 
htfprrtrophji  t<>  fufiftith  nfirr  /nhor. 

Non-puerperal  hypertrophy  is  jmthologicnl  from  the  beginniiifTf 
and  •>ften  occurs  in  women  who  have  never  been  pregnant.  It  is 
sometimes  clinically  impossible  to  distinguish  between  the  puerperal 
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anil    nim-)miTi>eral    varietiesi.      Butli    are   apt   to   he    tlic    result    of 
myometritis. 

Great  hypertrophic  elongation  of  the  supravaginal  and  enlarge- 
ment of  (lie  infruva«^in:iil  portion?;  of  the  cervix,  with  ileseent,  are 
de.scrilx'il  in  the  chapters  on  Laet-ration  of  tlie  Cervix  ami  Dis^jjlace- 
ments.  Sometimes  liypertrophie  enlargement  [x-rtains  ehietJy  to  the 
oorpns  uteri,  sonietinirs  to  tfie  eervix  ;  or  it  may  uniformly  involve 
the  entire  organ.  Hy]H'^tro]^hy  of  the  cervix  ofteti  is  eonfoinnh-tj 
with  hieeration.  The  symptoms,  Hke  the  causes,  are  almost  idintiral 
with  those  of  the  asstH>iateil  entlometritis.  In  the  absence  of  rnarketl 
endometritis,  perimetritis,  or  pariimetritis,  the  uterus  is  not  very 
sensitive    to    the    toneh.       DowuvvarJ   displacement    from    inereascil 
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weight  is  usual.     Perverted   menstrual  and  other  functions  are   the 
same  as  in  endometritis. 

The  prognosis  is  much  more  favonihle  for  piier|>eral  than  for  non- 
pnerpeiid  myometritis.  SijhinvidiitioH,  if  uon-infections,  is  ot^eu 
only  tempomrv.  Thi'  disease  is  apt  to  be  obstinate  and  clcstnictive 
in  proportion  as  the  infcetiona  element  predominates. 

2.  PATHoi^onY  OP  Interstitial  or  Cirrhotic  Metritw. 

In  this  form  of  metritis,  sometimes  called  areolar  htfpet'phfsinj 
there  i^  increase  of  the  connective  and  loss  of  the  niiiscalar  tissue. 
The  musculature  is  pale  and  indiinited.  The  microscojH^  will  shnw 
hyper|»lasia  of  intermuscular  ciiniiective  tissue,  corresponding  atrophy 
of  miist^le-fibres,  and  eontrjiction  of  hhnwlvessels.  Tlie  chronic 
changes  in  these  various  ]iarts  may  Ix*  the  outcome  of  acute  prf>ceRses 
already  descrlljed  under  acute  metritis;  or  there  may  have  tteeu  no 
clearly  marked  acute  stage—/,  r,,  tfie  disease,  at  least  ajipanntly, 
may  have  l)een  chronic  or  stihaeute  from  the  hegiuuing. 

HyiK-rplasia  of  the  connective  tissue,  whether  puerperal  or  non- 
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puerppra],  may  follow  hypertrophy  or  may  develop  independently  of 
it.  Tliis  ffirtii  of  the  diseuj^e  ofteti  restiltH  in  u  H>rt  of  putlmlogicjd 
involution,  with  tlie  following  pLrniuneiit  changes  :  The  lyuiph-vessels 
and  ldoodve?>>els  shrink  :ind  witlier,  tlie  nutrition  of  thi-  niii«cnlar 
elements  is  cut  (►!!*,  and  they  ili?*ap[)eur  as  if  cro\vde4l  out  hy  the  in- 
creasing eonneettve  tisHUe  ;  the  litems  now  l>ecoine8  hard  and  iinapniie  ; 
it  ?*tili  may  ronuiiti  large  from  the  snperahnndant  e^inneetive  tissue, 
hut  finally  this  may  eoninict  and,  eieatrix  like,  rtdiiei'  tin*  r>r«r.in  i-ven 
helow  its  normal  size.  The  re-iilt  of  these  ehangcs  is  great  ntirine 
irritation  and  pelvie  p:nn.  The  wliole  orgnn  with  its  ap|Hmdages  and 
ailjaeent  sfruetures  is  in  a  state  ol"  [lernianent  malnutrition. 

In  connection  with  the  {itrophie  cliaitge.s  fif  interstitial  and  cir- 
rhotie  metritis  may  \w.  mentioned  two  sjH-eial  fonns  of  atrophy  :  puer- 
peral atrophy — suj)erinvolntion — and  a  eertain  form  of  non-puer|>eral 
atrophy. 

Puerperal  Atrophy — siiperinvolntitm — is  the  direet  f>pposite  of 
snhiuvoluriori.  In  snperinvoiution  the  proeess  of  *h'genenition  and 
absorption  after  lahor  jmsses  Ix'vond  the  physiological  limits,  and  the 
nterns  shrinks  helow  the  normal  size  and  hfK'ome.'*  soft  and  exeessively 
mohile.  'I'he  eMnditJon  resemhle??  senile  atropliy  of  the  menojiause. 
Apparently  there  are  tw<j  distinct  varieties  of  sn|iennvolntii*n — one 
temporary,  (he  other  permanent.  They  are  dilVereutiated  by  the  i'act 
of  a  normal  puerp'rinm  in  the  temporary  form,  and  \*\  the  liistory 
of  a  febrile  puerperinm  in  the  pertnanent  variety.  In  the  hitter 
case  one  or  nmre  of  tlie  reproduetive  iirgaus  or  parts  then^of — L  e.^ 
tlie  endon»etriiim,  myometrium,  and  the  uterine  appendage;* — beeome 
infected  and  pliysiologieally  destroyed.  In  the  tetn])orary  variety 
.siHtntaneoii.H  recovery  may  occur  and  the  womaji  may  again  hear 
children.  In  the  destructive  form  there  is  jK'rmanent  atrophy  of  all 
the  structures  involved.  Menstruation^  if  it  returns  at  all,  is  geanty 
and  generjilly  paiJiful.  Immediate  amenorrho*a  is  the  rule.  Tliere 
is  «ometitnej*  a  painful  molimen  in  place  of  menstruation. 

Non-puerperal  Atrophy.  There  is  another  class  nf  eases  in  m  hieh 
atrojdiv  i»f  tile  repriMluetive  <jrg!ins  ticf'urs  imlependeirtly  <>("  parturi- 
tion. This  form  of  atrophy  is  generally  the  residt  of  chronic  wasting 
disease,  like  tuhereidosis  and  dialx*tes  ;  or  of  acute  infectious  disease, 
like  {«ejirtatina,  rnbectJaj  and  enteric  fever.  There  is  always  ccHsation 
of  menstruation.  This  is  a  conservative  effort  of  natui*c  to  save  the 
patii-ni's  bhutd  and  strength.  Utdbrtunaiely,  however,  the  ill-healtli 
<>f  the  patient  often  is  attnl>uted  wrongly  t**  the  ameeiorrhfci,  and  treat- 
meiu  designed  to  stimulate  and  re-<'stalilish  menstriiatinn  s<nne- 
times  is  used.  By  ^ueh  means  the  woman'.s  vitality  may  still  fiirlher 
Ix^  exhausted.  The  ab<ive  facts  irom  the  lheraj>cutic  standpoint,  cs[h'- 
ciidly  ill  tnlMTcular  and  other  wasting  diseasets,  are  very  signiti<'ant. 
Clearly  (h<>  trealnn'nt  sboidt]  no(  be  local,  but  systemic. 

Snperinvoiution  and  non-pnerjientl  atrophy  aix-  rare  ;  the  cause's 
are  obs<nire  ;  the  precise  relati<tn  ot"  (nflammiati<»n  in  them  is  unknown. 
Kxwpt  in  the  temjmrary  non-iid«<'tioijs  form  already  nientione«l, 
recovery  rarely  or  never  takes  phu  e. 

Aiternvtcitv'OftiH.      Chronic    metritis    in    advanced    vears   U    not 
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uncommonly  associated  with  sclerosis  of  the  uterine  arteries,  and  in 
some  instances  with  calcareous  d^eneration  of  the  vessels ;  these 
changes  if  looked  upon  as  senile  degeneration  may  not  be  always, 
in  the  strict  sense,  pathological,  but  may  be  rather  the  natural  changes 
of  old  age. 

The  Physiced  Sifirns  of  Chronic  Metritis. 

1.  The  uterus  is  enlarged  symmetrically,  and  on  bimanual  examina- 
tion is  harder  and  firmer  to  pressure  than  normal.  Atrophic  changes 
later  may  cause  the  uterus  to  contract  to  rudimentary  size. 

2.  Tenderness  on  pressure  is  not  very  marked  unless  there  is  com- 
plicating inflammations  of  the  uterine  appendages. 

3.  The  uterus  may  be  freely  movable  or  fixed  by  adhesions. 

4.  The  uterus  may  be  displaced  ;  and,  if  so,  the  deviation  is  apt  to  be 
anteversion  and  descent ;  this  gives  rise  to  vesical  and  rectal  irritation. 

5.  Enlargement  of  the  uterine  cavity  is  demonstrated  by  con- 
joined examination  and  by  passing  the  sound. 

The  Symptoms  and  Diaernosis  of  Chronic  Metritis. 

1.  The  temperature  is  normal  or  only  slightly  elevated. 

2.  Pain  is  not  acute ;  there  is  usually  a  sense  of  aching,  pressure, 
weight  and  dragging  in  the  back,  hypogastrium,  and  thighs. 

3.  Menstrual  disturbances,  such  as  menorrhagia,  intermenstrual 
uterine  hemorrhages  and  dysmeuorrhoea,  singly  or  combined,  are 
usually  present. 

4.  Sterility,  which  may  be  due  to  coexisting  lesions,  is  usually 
present. 

5.  Defecation  and  urination  are  commonly  painful. 

6.  Reflex  and  sympathetic  disturbances  of  extra-pelvic  organs, 
especially  the  organs  of  digestion,  and  faulty  general  nutrition,  are 
present  in  most  cases. 

Differential  Diasrnosis  of  Chronic  Metritis. 

The  differential  signs  are  between  metritis,  small  fibroid  tumors, 
and  early  pregnancy. 


Chbonic  Mktbitib. 

1.  Menorrhagia  and  intra- 
mcnstral  uterine  hemorrhages 
not  invariable. 

2.  No  signs  of  pregnancy. 


3.  Uterus  hard  and  regular 
in  outline. 

4.  Uterus  commonly  in  i 
pathological  anteversion  and  , 
descent ;  may  be  in  retrover- ' 
sion.  I 


Small  Fibroid  TmoBS. 

1.  Menorrhagia  and  uterine 
hemorrhage,  the  rule. 

2.  No  signs  of  pregnancy. 


8.  Uterus  hard  and  irregu- 
lar in  outline.  ' 

4.  Uterus  liable  to  be  dis- 
placed in  any  direction  ac- 
cording to  the  mechanical 
inilutince  of  the  fibroids,  I 


Early  Prkgnancy. 
1.  Amcnorrhoea. 


2.  Signs  of  early  pregnancy : 

a.  Morning  sickness. 
6.  Breasts  enlarged. 

c.  Blue  discoloration  of 

vaginal  mucosa. 

d.  Softening  of  the  cer- 

vix uteri. 

3.  Uterus  soft  and  regrular  in 
outline;  may  momentarily  con- 
tract and  harden  on  handling. 

4.  Uterus  commonly  autu- 
verted. 
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The  least  doubt  as  to  the  existence  of  pregnancy  should  lead  one 
to  await  developments.  Under  no  circumstances  should  the  sound 
be  })assed  if  pregnancy  is  a  possibility. 

Treatment  of  Chronic  Metritis. 

The  treatment  of  chronic  metritis  is  that  of  the  associated  lesions. 
The  reader  is  referred  therefore  to  the  treatment  of  endocervicitis, 
endometritis,  perimetritis,  parametritis,  and  inflammation  of  the 
uterine  appendages. 


CHAPTER    XIX. 

PELVIC  INFLAMMATION. 

Routes  of  Infection.     General  Etiolog'y  and  SignMcance  of* 
Pelvic  Inflammation. 

Inflammation  of  the  uterus,  as  outlined  in  the  preceding  chapter, 
may  extend  to  the  .surroiindini;  lyinph-ehaiiiiels,  veins,  eellular  tissue. 
Fallopian  tubes,  ovarie.-^,  and  peritoneum.  The  subject  of  pelvic 
inflammation  therefore  iiiidiules  lymphangitis,  phlebitis,  cellulitis, 
salpingitis,  ovarititi,  and  pelvic  peritonitis. 


Routes  of  Infection. 

Sinee  the  source  of  eircuniuterine  infection  is  usually  endometritis, 
it  follows  thtit  the  routes  by  wliich  it  passes  to  the  outlying  structures 
must  often  lead  from  the  endometrium.  Two  routes  liave  already 
been  outlined,  one  by  continuity  of  uterine  and  tubal  mucosa;  the 
other  by  the  lymph- vessels  and  blootlvesscls  of  the  uterine  muscularis 
and  of  the  puni-uteriue  connect tvc  tissue.     See  Chapter  X. 

Transmission  by  continuity  of  nuicosii  does  not  invariably  involve 
all  the  epithelial  surfaces  over  which  the  infection  has  passed.  It  is 
probably  possible,  although  not  usual,  for  infection  to  travel  from 
the  endometriinn  to  the  abdominal  end  of  the  tube  without  inter- 
vening infection  of  the  uterine  end.  Even  though  the  uterine  end 
has  been  infected,  it  may,  owing  to  its  smoother  surface  and  greater 

^resistance,  have  recovei-ed,  leaving  the  disease  only  at  the  abdominal 

'«nd. 

The  lymith-channel  may  l>e  the  mere  carrier  of  infection,  and  may 
itself  show  no  trace  of  inflammation,  or  it  may  be  inflamed  tlirough- 
out  ;  this  is  because  the  barteria  by  whatever  route  carried  may 
colonize  only  at  points  of  least  resistance ;  freedom  from  inf*ection 
in  the  ves^^els  therefon?  docs  imt  prove  that  infection  has  not  passed 
through  them. 

A  third  route  of  infection  from  extra-pelvic  organs  is  illustrated  by 
tJie  cases  of  Binkley  '  and  Krtbb.^  Binklev's  <.^se  was  pnndent  sidpin- 
gitis  following  purulent  apj>eudicitis,  a  sequence  frcc|uently  observed, 
TuWrcidur  jHM'itonitis^  often  extends  to  the  tube,  ovary,  and  uterus. 
In  very  rare  cases  it  originates  in  the  cervix  uteri  and  reaches  the 
ovaries  and  lubes  from  that  |w>iut.* 

*  Binkley.    ClnclnnHU  lAucet  Bud  rltiilc.  Mftrcli  81, 1895. 
«Robb.    Jnhiis  H^.t.kliiH  Hospftnl  Hiilk'tlu,  N*>.  2fl,  189'J. 
"Kesar.    •.fenltftl  Tiit.i'ri-dl.M-  nlor  Wtibtr.    StutlKBrt,  1886. 

•  WUUama.    Joliua  Uopkiita  Hoj.i.iUl  Heport.  UH«. 
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Stnop  PXtra-utiTiiu'  [tclvii'  iiif<rtioii  ustmlly  oriijftnateB  in  the  endo- 
nietriimi,  the  caii.scrt  will  ior  tfu-  most  ])art  t'orre.spimd  with  those  of 
f  lulometritis  ;  it  niuy  jirisi"  uls*>  from  the  intestiues,  hhHhlcr^  peri- 
toneum, vai^itut,  or  from  the  irentTal  ciroihition,  as  a  sotjiR-l  of  the 
acute  infeotioiis  diseas<?s.  Pclvii-  htieiiiatot't4e  may  become  the  scat  of 
iiifL'ction  ami  he  the  predis|M>!?iiig;  eaiise  of  a  jwlvic  ahscesd.  See 
T I  il  lal  P  rcg  iia  n  i^  y . 

Ijaceratioti  of  the  jieriiifiim  ami  ec^rvix,  ami  other  tnuimutisms  of 
parttiritioii  ami  (tf  surgery,  may  opeii  the  way  for  the  t^iitranee  of  in- 
fection through  tlie  lijooii-  ami  lyiiiph-eiiamiels.  The  puer]H'ral  ami 
traiimatie  infections  more  fre(|iu"titiy  take  this  rouJr.  Infeetion  of 
lymph-vessels  and  hi (hj<1  vessels  may  he  carried  to  the  nterine  apj>end- 
ages  from  external  cervicitis.  One  of  the  most  fretpient  modes  of  in- 
fection is  hy  nneleanly  ojierations,  hn-al  treatiucijis,  uud  exan^iuations. 

TIjc  miercMH-jiranisms  oi'  infeetioiis  tliscases,  wliieli  havi-  heen  quite 
ji;enenilly  found  in  the  trerjitals,  are  iulrodneed  most  frequently  by 
uncleanly  operations,  l(N-nl  treutment,  and  examinations.  Cnief  among 
these  micro-organisms  are  the  folio win^r  : 

Ciomicoceus,  Klchs-I/dlhT  baeillllii. 

Colon  bai'illns.  Typhoid  baeillns. 

Tnl>crcle  baeilhts.  l^neunnK^iX-ens. 

Strept«x'<M>cns  |nv)pene9.  Aetimvmye<t!His, 

Stnphyloe«x'cns  pyogenes  albiis,  citreus,  and  aureus. 
Bacillus  of  malignunt  crclema. 

« After  Polrlcr,  in  PoaxI.    Treatluc  on  Oynccoluinr. 
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Sigrniflcance  of  Inflammation. 

Ci  re  urn  uterine  inflaniniation  involves  diverse  changes  in  the  Fallo- 
pian tubes,  oviiries,  pelvic  pt^ritoneiini,  lymphatics,  lymph  spaees, 
veins,  and  pelvic  cellular  tissuo.  Infection  of  the  Fallopian  tubes  or 
ovaries  may  have  the  closest  relation  with  infection  of  any  or  all  of 
these  structures.  In  this  connecti<m  it  is  essential  to  grasp  not  only 
the  nature  and  anatomical  results,  but  as  well  the  signiticau{-e  of  the 
iiiflammaton'  process.  The  greatest  danprer  is  not  from  tlie  inflamma- 
tion, but  from  the  infection.  Inflammation  is  an  effort  of  nature  to 
defend  the  general  system  against  infection.  Chajiter  X.  If  the 
infection  has  passed  by  continuity  of  surface  through  the  tube,  it  no 
sooner  reaches  the  pelvic  cavity  than  the  peritoneum  attempts  to 
protect  itself  from  furtlior  invasion  by  prompt  closure  with  inflamma- 
tory adhesions  L>f  the  alxlomiiial  o])ening  of  the  tulx'.  The  uterine 
end  may  likewise  be  closed,  and  the  poison  thereby  shut  off  also  from 
the  endometrium. 

When  the  infi-ction  has  reached  the  pelvic  cavity  and  produced 
pi'ritonitis,  the  inHanimatory  process  may  pronijuly  confine  the  poison 
by  thrombic  plugging  of  the  vessels,  or  the  lymph  effusions  may  be 
Lphut  off  l»y  |>entoncaI  adhesions  and  a  protective  wall  be  formed;  in 
■case  neither  of  these  prwesses  takes  place,  the  infection  will  speedily 
involve  the  whiile  ptritoneum,  and  its  jwisonous  pnKhif-ts  avJII  be 
nipidJy  increased  and  prtured  in  fatal  ijuatitities  through  the  broad 
peritoneal  surfaces  into  the  general  circulation. 

We  are  familiar  with  the  profound  depression  of  the  nervous 
system,  the  fontinned  nausea,  the  anxious  facies,  the  jiaretic  and  dis- 
tende<l  bowels,  and  the  tympanites,  which  gc>  to  make  up  the  symptom- 
group  of  perit4>nitis.  These  grave  symptoms  are  attrilmteil  wnuigly 
to  pi-ritonitis  ;  thry  are  rather  the  result  of  the  profound  ptouuuno 
poisoning  which  tlie  peritonitis  is  striving,  perhaps  unsuccessfully,  to 
shut  off  from  the  general  circulation. 

When  the  infections  piison  starts  from  the  endometrium  and  goes 
forward  by  way  of  the  lymph  channels  or  veins  in  the  cellular  tissue 
of  the  broad  ligaments,  these  vessels  may  simply  transmit  the  poison 
to  the  peritoneum,  tul>es,  or  ovaries,  aud  themselves  escape  infection; 
or  tbe  course  of  the  poison  may  be  arrested  by  thrombic  plugging  of 
the  vessels  and  by  consequent  extensive  and  destructive  perilymphan- 
gitis or  periphlebitis.  The  result  may  be  an  almost  overwhelming 
pelvic  cellulitis.  The  inflammation  may  ho  for  tbe  most  part  confined 
and  the  poison  may  spend  its  force  within  the  limits  of  the  cellular 
tissue  rtf  the  broatl  ligainent.  The  destructive  process  in  the  tissue 
may  be  si>  great  as  to  end  in  permanent  impairment  of  the  pelvic 
nutrition  and  in  chronic  invalidism;  hut  the  i>elvic  cellular  tissue  lias 
taken  the  brunt  of  the  poisonous  attack,  sacrificed  itself,  and  perchance 
saved  the  life  (tf  the  woman.  See  the  follow! [ig  chapter  on  Pelvic 
Cellolitis. 


1 M.  Levator  anU 
Three  dlrlilonB  of  th«  pelvic  cavity— vie,  perlto&eal.  subperitoneal,  and  i(ubcut«neau*.i 

and  Woodvpflscls,  and  nerves  connect  the  uterus  with  it8  appendages, 

and  hrinir  tlii-m  ;dl  into  rl(»s<»  anatoniical^  pliysiolfijjieal,  ami   ptitho- 

logical    nlahons,     Tin*  eelluUir   tifisuo,  and   jKUiif'tilnrly  tlnil   of  the 

broad  hganient**,  bet'onio?*  therefMre  a  most  ^igniJkaiit   factor  in  jjelvic 

infection. 
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Exception  has  sometimes  hern  takfii  to  the  name  cellulitis,  since 
all  titisiies  are  made  of  viAU,  aiul  jiiiiee  therefore,  in  the  wide  sense, 
all  iu  flam  mat  ion  is  celluliri.s.  The  word  is  used  here  in  aecordatice 
with  the  f'stablishi'd  usage,  and  is  limitetl  to  inflaniniatinn  of  the 
cellular  tissue  around  the  uterus  and  vagina,  more  especially  that 
between  the  folds  of  the  broad  ligaments.  The  term  pap.imetritis  is 
too  restricted,  sinec  the  disease  may  ocvnv  in  the  lower  regions  of  the 
pelvis  aruund  ihe  vatijina  and  howel.  Cellulitis  bears  siuuewhat  tlie 
>  same  relation  tu  jK'ritonitisas  pneumonia  bears  to  plenritis — that  is,  it 
is  associated  usually  with  a  varialile  degree  of  |)eritonitis. 

Etiology. 

Parametritis,  or,  as  it  comraonlj  is  called,  pelvic  cellulitis,  is 
usually  of  puerperal  origin.  Its  causes  therefore  arc  largely  identi- 
c:il  with  those  of  puer[H'ral  iiifecti<>n.  The  etiology  in  general  is 
considered  in  Cliapter  X.  The  gejuuctx^eus  lias  heun  found  in  con- 
iieetive  tissue,  llegar  lias  ubst^rved  it  in  the  lymph  vessels  of  the 
parametria.  The  most  frer|uent  bacteria  in  cellulitis  are  tlie  common 
pus  cocci.  The  source  ttf  the  infection  is  usually  the  inflamed  uterus  ; 
but  it  may  start  from  tlie  jx'rineinu,  vagina,  bladder,  or  rectum.  The 
rectum,  urethra,  and  bladder  are  frequent  sources  of  cellulitis  in 
men.  It  may  be  tlue  also  to  unclean  thera|>eutic  appliances,  such  as 
tent*!,  and  jH'ssaries^  and  to  se[>tic  manipulations  generally.  Trau- 
matisms, esjK'eially  tliose  of  [Kirturition,  ojien  the  way  for  the  entrance 
of  the  bacteria.  Although  cellulitis  most  frequently  occurs  as  the 
result  of  pueqwiiil  infeetiun,  it  is  confined  by  no  means  to  that  state. 
The  bacterial  causes  are  the  same  as  tho.sc  given  in  the  foregoing 
chapter  on  Pelvic  Inflauiination, 


Pathologry  and  Pathological  Anatomy  of  Pelvic  CelluUtia. 

The  disease  may  affect  not  only  the  cellular  tissue  in  the  broad 
I  Jigameeits,  pnithieing  parametritis,  but  sometimes  the  ntero-sacral  or 
utero- vesical  I  cellular  tissue.  Occasionally  the  diae^ise  encircles  the 
uterus  and  is  then  calleil  circurauterine  cellulitis. 

Cellulitis  reaches  the  eelhdar  tissue  by  way  of  the  lymph  channels 
or  veins,  and  is  primarily  tlierefore  a  lymphangitis  or  phlebitis. 
The  lymph  sjKiees  have  no  walls  save  the  cellular  tissue  around 
thera  ;  inflammation  of  this  tissue  must  be  cellulitis.  When  infec- 
tion is  travelling  by  way  of  the  lymphatic  vessels  and  veins,  which 
do  have  walls,  and  inflammation  results,  it  will  first  be  in  the 
walls.  An  early  attempt  is  made  to  check  the  spread  of  the  dis- 
ease by  thromI)osis.  Destruction  of  the  walls  of  the  vessels  may 
follow.  The  inflammation  will  then  spread  to  the  surnjunding 
structures.  This  wouhl  be  iK^rilymj^hangilis  or  periphlebitis.  The 
tissue  around  the  vessels,  however,  is  cellular  or  connective  tisaue. 
The  disease  in  its  full  development  is  therefore  cellulitis.  Hence  to 
define  cellulitis  as  perilymphangitis  or  i)eriphlebitis  might  be  strictly 
accurate. 
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The  cellular  tissue  of  the  pelvis  binds  the  various  organs  together 
and  fills  nearly  all  the  space  in  the  pelvis  not  occupied  by  tliem  ;  it 
exists  in  great  quantities  around  the  uteru.*,  vagina,  roctnni,  bladder, 
and  the  p^oa^  and  iliaeus  muscles,  and  furnishes  an  abundance  <»r 
material  for  the  development  of  cellulitis. 

Cellulitii*,  like  other  inflammations,  is  dividetl  into  three  stages :  1, 
cong:estion  ;  2,  effusion  ;  and  3,  suppuration.  The  disease  may  ter- 
minate with  either  of  these  stages.  Snccestiful  abortive  treatment 
may  arrest  it  in  the  contrestive  stiige.  If  it  goes  to  eflPiision,  it  may 
end  in  res^dution  and  complete  recovery,  or  continue  as  chronic 
cellulitis,  or  go  on  to  siippunition  and  f(»rm  a  |K»lvic  abscess. 

The  bloofl  and  lymph  ves.«cls  here  and  there  are  plugged  with  firm 
inflammatory  thromboses.  If  resolution  does  not  follow,  the  throm- 
boses brejik  down  and  the  corres]>ondi ng  places  are  filled  with  pus. 
The  infection  spreads  from  these  small  collections,  which  are,  in  tact, 
small  abscesses,  and  frequL^utly  leads  to  the  formation  of  single  or 
multiple  abscesses  in  the  broad  ligaments.  These  abscesses  creep  along 
the  meshes  of  the  loose  connective  tissue,  avoiding  the  firmer  and 
stronger  jiarts,  and  unless  opened  by  incision  burst  into  the  vagina, 
bladder,  urethra,  or  intestine,  or  above  Poupurt's  ligament,  rarely 
below  it,  or  intn  the  labia  majora,  peritoneum,  or  lumbar  region, 
or  through  the  obturator,  sacro-sciatic,  tir  saphemtus  openings.  Ab- 
soeases  of  cellulitic  origin  most  frequently  biirst  into  the  vagina  j 
those  of  tubal  orij^in,  especially  if  surrounded  by  |K'ritoneum,  are 
more  apt  to  break  into  the  bowel  or  bladder.  The  bursting  of  an 
abscess  through  the  cutaneous  surface  or  into  an  organ  which  affords 
ready  drainage  (nay,  if  it  does  not  cause  fresh  infection,  be  followed 
by  s[>r>ntanerMis  cure.  The  breaking  of  an  abscess  into  (he  peritoneum 
may  set  up  fatsil  iHiritonitis. 

In  very  severe  eases,  with  extensive  invasion  of  the  lymphatics,  the 
whole  cellular  tissue  of  the  |»elvis  may  be  involve<l  in  paracystitis, 
paraculpiiis,  ijsiraprwtitis,  parametritis,  salpingitis,  and  ovaritis. 
Such  infections  usually  result  in  multiple  abscesses  and  great  systemic 
<lihturbance.  It  is  known  as  the  eryxipthta  vwllgnum  inicnium  of 
Virelutw,  <ir  dlff'ttiie  cellulUii*  of  Pozzi.  There  may  also  be  extensive 
hemorrhuges  from  destruction  of  the  bloodvessels.  The  cliuieiil 
picture  in  tliese  cases  is  that  of  an  aeuto  gi'ueral  septicjcmiu.  The 
infection  may  result  in  general  j>eritonitis,  and  accumulatiinis  of  pus 
may  form  througliuut  tlte  abdominal  cavity.  The  condition  is  rare 
and  the  mte  of  mortality  high. 

Formerly  cellulitis  was  considered  the  central  lesion  in  pelvic 
inflammation.  ^Salpingitis,  ovaritis,  and  peritonitis  were  scarcely 
reeognizt^l  as  surgical  diseases.  A  great  advance  was  made  in  prsicti- 
cal  iK'lvic  psttholofry  when  Battey,  Hegur,  Tait,  and  others  sliowe<l  the 
vastly  grwiter  n-lative  imjiortance,  fnnu  the  surgiad  standpoint  at 
least,  of  tubal  inflammation.  When  purulent  accumulations  in  the 
pelvis  were  commonly  attributcfl  t*i  cellnlitis,  and  were  therefore  left 
to  themselves  or  treated  by  incisiuu  and  dniinago  into  the  vagina, 
the  failures  were  many  and  unexplained.  As  soon,  Irowcver,  as  they 
were  generally  recoguized  as  accumidatious  of  pus  in  the  Fallopian 


tubes  it  was  easy  to  undcrsstand  why  incision  and  drainage  were  so 
often  followed  by  failure.  It  vva.s  because  the  tube  i.^  lined  by  mueous 
membrane  and  becjiiise  ehnmie  suppuration  cif  mucous  surfaces,  even 
when  drained,  is  most  intractable.  (Jn  the  other  hand,  a  cellulitis 
abscess  surrouuded  by  eeUular  tissue  when  emptied  in  apt  to  close 
spontaneou:5ly.  Pelvic  cellulitis  therefore,  unless  conijjlieated  by 
tubal  e<immunication,  either  terniinjitcs  rapidly  by  resolution  with 
complete  recovery,  or,  if  suppuration  occur,  it  empties  spontane- 
ously or  is  evacuated  by  incision,  and  like  a  furuncle,  which  it 
resembles,  promptly  disap{>ears  ;  hence  the  cellulitis  abscess,  unless 
of  tubal  origin,  sckloni  becomes  chronic,  and  therefore  has  little 
or  no  part  in  the  more  familiar  chronic  pelvic  suppuration  for 
which  the  uterine  ap^K-ndages  and  sojuetimes  also  the  uterus  have 
to  be  removed. 

Clinical  exjierience  shows  [lelvic  suppuration  to  be  primarily 
almost  always  in  tlu*  tube;  nirely  in  the  rclbdar  tissue  below;  and 
if  perchance  ixn  abseess  l>e  iound  there,  it  usually  gives  evidence  of 
having  bui"st  from  the  tube  into  the  brnud  ligament. 

Tlie  above  facts  have  led  to  a  tendency  of  late  years,  especially 
among  the  laparotoiuists,  to  deny  the  existence  of  pelvic  cellulitis,  and 
to  annoimee  the  triple  prupositittn  :  that  cashes  of  extra-uterine  pelvic 
inflatnmatton  are,  except  in  rare  instances  of  puerperal  origin,  essen- 
tially of  tubal  development;  that  ovaritis  and  peritojiitis  are  always 
secondary  to  tubal  disease ;  and  that  an  abscc^ss  in  tin-  broad  ligament 
is  there  only  when  a  previous  infe<?tion  of  the  Fallopian  tube  has 
forccil  its  way  through  the  mesosaljiinx  into  the  [larametrium.  In 
this  connection  let  ns  remember  that  the  disease  occurs  in  men,  who 
have  no  Fallopian  tubes.  Why  shtjuld  the  cellular  tissue  of  the  pelvis 
be  free  when  th(»  same  tissue  in  every  other  part  of  the  Ixjdy  is  subject 
to  infection?  Would  it  not  be  just  as  reasonable  to  assume  that 
plenntis  is  the  central  lesioTi  in  all  pulmonary  infection,  or  that  peri- 
nephritis is  the  essential  factor  in  all  cases  of  contracted  kidney?  The 
question,  however,  is  lujt  settled  by  a  prlvri  reasoning.  Post-mortem 
studies  prove  the  frequent  existence  of  acute  cellulitis  abscess  not 
only  by  rupture  of  a  sactosalpinx  into  the  panunetric  cellular  tissue, 
but  also  by  the  dii-ect  lymphatic  or  venous  route. 

Pelvic  cellulitis  gives  rise  Ut  numerous  disj)laceraents  and  distor- 
tions of  the  pdvic  organs,  chief  among  wliich  are  : 

a.  Uterus  drawn  forward,  backwanl,  or  to  either  side. 

b.  Ovaries  and  tubes  displaced  and  fixed. 

c.  Bladder  may  be  displaced  or  distorted. 

d.  Kectuni  rarely  constricted. 

Chronic  Atrophic  (-eUttfifis,  There  is  a  form  of  chronic  cellulitis, 
described  by  Freund,  characterized  by  atrophic  changes  analogous 
to  cirrhotic  disease  in  other  organs.'  This  disease  may  originate 
in  inflammation  of  the  uterus,  bladder,  or  rectum,  an<l  is  especially 
apt  to  include  chronic  atropliic  pericystitis  and  periproctitis — /.  c, 
iiiflammation  of  the  connective  tissue  around   the  rectum  and  blad- 

Freund    Parametritis  chrunica  atruphicaiia  cLroutuacrtpla  et  diffbaa.    CenU-alblaa  fdr 
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der.  Tins  would  cause  contruction  oftherte  viscera  and  .shortening  of 
the  vagina. 

The  alr<)}>hio  ocmtrartcd  cicatrix-like  rt4 hilar  ti.«suo  may  cause 
exces-sive  ver?^ioti.s  Mnd  Hextmis  of  the  uteru?^.  Since,  hrnveverj  the 
symptoms  would  be  due  rather  to  the  eirrholie  rliseiii^e  than  to  tlic 
uterine  deviations,  nieehanieal  support  would  Iw  of  little  or  no  vahie. 
Perineuritis  ;  neuritis  ;  destruction  of  hhxKl  and  lymph  vesseis  ;  pinch- 
ing of  the  ner%et-,  lynipliaticy,  bloodvessels,  and  uretei*s  by  tlie  con- 
tracting celiuhir  tissue  ;  pain  ;  hioal  nialntitrition  ;  u  wide  variety  of 
reHex  nervous  disturbauees  ;  chrt)nic  invalidism  :  all  thctse  are  among 
the  results  of  the  atrophic  process. 

In  cttntrjist  with  tlie  ehroiiie  atrophic  cellulitis  of  Frennd,  is  the  so- 
caUe<l  cellulitis  of  Stapfer.^  It  consists  of  hard,  tedeniatous  indura- 
tions in  the  abdominal  walls  and  in  the  walls  and  floor  of  the  jielvis. 
The  disorder  is  cburacterized  by  pelvic  ilise«>iidiirt  {uid  pain.  The  pain 
18  sometimes  neuralgic  in  ebanictcr,  UMially  inconstant,  tninsitorj*,  and 
severe.  The  iiiflannnatioti  is  of  very  mild  ivpe,  witli  slight  systemic 
disturbance.  The  transient  nature  of  the  disease  .suggests  the  analogy 
of  urticaria  and  a  probable  angioneurotic  element  in  its  causation. 
Stapfer  declares  that  the  condition  is  common,  and  often  mistaken  for 
more  serious  afiections. 

SymptomB  of  Pelvic  Cellulitis. 

The  symptoms  are  nearly  identical  with  those  of  inftammation  of 
the  uterine  appendages.  The  rentier  i.s  refernMl  therefore  to  that  sub- 
ject, es|M'eially  wht-n  the  tnflamniation  is  st'cyn4lary  t<i  .-«ul[)iiigitis  or 
ovaritis,  or  is  sttuattHJ  in  the  upper  part  of  the  bmad  ligament  near  the 
tubes  and  ovaries.  When  the  disease  is  at  or  below  ihe  base  of  the 
hroad  ligament  away  irnni  the  uterine  ap|M*tHlages  (he  location  of  |>ain 
and  swelling  will  correspond  to  that  of  the  inflammation.  In  acute 
cellulitis  there  will  be  severe  radiating  pain,  in  many  eases  pinn  shoot- 
ing down  the  thighs,  high  lev«.*r,  clidls,  great  local  sensitiveness, 
inability  to  walk  or  stand,  and  j>ainfid  urination  and  defecation. 
Acute  synipttmis  may  decrease,  and  when  .-iippiiration  occurs  reajjpear, 
moiiitied  by  the  signs  of  pus- formation — that  is,  chills  and  hectic  fever. 

Diagrnosis  of  Pelvic  Gelliilitia. 

The  strnpitoms  outlined  in  tlx*  foregoing  paragraph  would  always 
euggest  a  tumr>r  in  the  j>elvis  ciiniposfd  of  proihR-ts  of  inflammation, 
which,  if  present,  may  be  felt  as  a  hard,  boggy  mass  usually  in  the 
lower  jxtrtion  of  one  of  the  broad  ligjiments,  erowiling  the  uterus  to 
the  ojtposite  siile  td"  the  pelvis  and  bulging  into  the  vagina.  Not  infre- 
quently tlie  utero-sacral  folds,  s*»-called  ligaments,  are  involved.  When 
tnese  fohls  are  infiltrated,  the  iuHammatory  mass  will  be  felt  posterior 
to  the  uterus  crowding  tiie  organ  to  the  anterior  ]>art  of  the  jwlvia. 
I^ter,  when  resolution  has  taken  place,  ct)ntractittn  of  the  ligaments 
may  rennlt  in  retroversion  or  antetli'xion.  Post-uterine  cellulitis  ia 
examined  best  by  rectal  touch.     If  the  inflammatioo  has  progressed 
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to  the  third  stage — that  is,  to  the  formation  of  an  abscess — the  inflam- 
matory produot,  wherever  situattMl,  tisiuilly  will  give  on  digital  exami- 
nation the  SLTisatifHi  of  a  bo)»'i>:y,  fhictiuitiii;^  mass. 

The  illaijno.siH  of  jielvio  wllulitis  is  doteniiined  hy  the  presence  in 
the  pelvic  eotinective  tissue  of  an  intlainmatory  exudate  sitJiated  at 
some  point  ailjacent  to  the  uterus  or  to  the  upper  [tart  of  the  vagina. 
This  exudate  may  be  observed  with  referenec  to  the  following  chanie- 
teristics :  1,  loeation  ;  2,  form  ;  '^,  relations;  4,  immobility  ;  o,  con- 
sistency ;  6,  pain. 

1.  Location.     The  exiulate  may  be  situated, 

a.  On  one  or  both  j*ides  of  the  uterus  ;  if  unilateral,  it  will 
crowd  the  uterus  in  the  opposite  direction  and  depress  the 
lateral  fornix  of  the  vagina  im  tlir  atfected  side. 

b.  Between  the  folds  of  the  broad  ligaments  high  in  tlie  pelvis, 
with  a  tentleney  to  extend  around  the  rectum. 

FlOlTRK  16S. 


Pftrftraetritlii.  Kxiiddtc  in  t*"ft  nubjH'ritom'nl  I'nvlty,  crowfUne  rorpua  ul*ri  to  rirfit.  Para- 
cnlpiUo  in  riKlil  sulHuniTUMn-  cavitv,  <rnw«linu  cervix  uu-ri  mi4  v*j:ina  ti>  It-ft.  This  latter 
would  proiluct!  a  iwrlftrmi  iil.s<-.ss.  miil  wt.ul.l  usinilly  l»f  follfiweil  liy  lltitula  in  nun. 

e.  In  the  post-cervical  cotinective  tissue,  blocking  up  the  cul- 
de-sac  of  Douglas  atid  depressing  the  posterior  fornix  of 
the  vagina. 

d.  In  the  connective  tissue  between  the  cervix  uteri  and  blad- 

der— very  rare. 

e.  In  all  the  connective  tissue  around  the  uterus — circumulerine 

cellulitis. 
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/.  In  the  8iibciitaiieou.s  reg:ion,  as  shown  in  the  accomjwinying 

figure,  crowding:  i\w  cervix  utfri  and  vatriiui  to  the  op]M>- 

^ite  ?»ide   aud    iiaving  n  ttMidency  Ui  prodtice   a   j>eri-iinal 

ab**ee.s.s  with  residtatit  fistula  in  uno. 

2,  Form.     The  exudate  will  take  tlie  shape  (if  the  resisting  .struct- 

tires  hy  whieh  it  is  limited,  and  therefore  will  vary  in  form  from  a 

round  to  an  ohlunjr^,  flat,  or  irregular  mas?;  it  may  t^harply  he  circum- 

serihed  *\v  (liti'd^t*. 

'\.  Rt'hrtiouM,  The  exudate  nmy  suirrmiMl  or  liK-nd  with  neigh hor- 
ing  parts,  sneh  as  the  rectum,  ecrvix  uteri,  vajjinal  ronuxjaiulbludder. 

4.  Immttf/ifittf.  The  exudate  nsuidly  is  fixed,  the  degree  of  fixa- 
tion increasing  with  the  progress  f»f  the  ilisease. 

5.  ( 'oiMiatt'iinf.  The  exudate,  aceoitling  to  the  location  and  reeist- 
anee  of  surrounding  structures  and  to  the  conij>osition  of  it,  may  \w 
soft  and  elaslie^or  liard  and  less  elastic  ;  it  may  eonlain  pus  or  serum, 
and  therefore  may  give  rise  to  Huetuation. 

a.  Pitin.     Usually  tenderness  and  pain  are  present,  hut  not  always. 

Differential  Diagnosis  of  Pelvic  Cellulitis.^ 

Pelvic  cellulitis  has  many  chamcteristics  in  common  with  the  fol- 
lowing diseases  : 

Pelvic  ]>eritoniti8,  Pcrityphlitic  abscess,  appendicitis, 

Pyosalpinx,  Psoas  ahscess, 

Pelvic  lupmat<K!ele,  Siihsenms  myoma. 

The  frequent  association  of  pel  vie  celhditis  Avith  |)elvic  peritonitis 
and  with  saljiiugitis  may  render  the  dittereutiation  most  ditticult.  It 
is  esi^eeially  difficult  when  eetlulitis  and  jwrifoiiitis  coexist  in  puerperal 
cas<^.  Early  cxaiui nation  in  most  eases  of  cellulitis  is  bo  painful  as 
to  be  impraetieable  without  aaiesthesia. 


PELVTC    PBIim>NlTI9. 

1.  Utcrufs  luually  «urroiio«Ie<1  and  fixed  by  an 

exudate. 

2.  Blocking  up  of  the  vaglnat  fornix  all  round 

tiCcrui. 

3.  Tontlcncy  lo  «u(>puratJon  not  iiuirked. 

4.  P«l u  severe  and  pamxyimal  In  acuteaUge. 
ft.  Mats  rather  bi^b  in  pelvl*. 
«.  Cervix  U!»aaUy  fixed  In  median  line  with 

corpus  ill  linteverslon  ot  anteflexion. 

7.  rrequenUy  resulta  in  gcner&l  peritonitis. 

8.  Anxious  hclal  exprenion. 
K.  Both  le^B  flexed  on  abdomen. 

10.  Nausea  and  v<>niitfnK  frequent. 

11.  Exudate  may  extend  to  up[ter  xone«  of 

pelTis. 

Rktbo-iteeiwb  PsKiTosma. 
1.  Mj««  preaentd  ronnd,  charp  outline,  and 

may  InvoWe  whole  poaterlor  aurfkcc  of 

uterus, 
a.  rtertit  forced  forward. 

5.  rtectum  pref«ed  backward  In  median  line. 
i,  Adhe«lon»  later  binding  posterior  iurfAce 

of  ut*Tn»  and  nnidiu  uteri  lo  rectum. 

>  These  tahuUr  •talements  of  dilTerentisI  dUcnoaU  tuve  been  sdaptod  fMiu  Duiuerotts 
works  on  gynceology. 


Pklvic  Ckllvutib. 
1.  Tumor  usually  at  side  of  utenu. 

Z  Btilging  of  one  or  both  ijiteral  fornlces. 

3.  <;reat  tendency  toHuppuration. 

4.  I'liln  loss  severe  and  more  eontlnuous. 

h.  Mass  lower  In  pelvis  and  efti«ilj  palpnted. 

6.  rtenia  usually  displaced  laterally. 

7.  Not  fh?qiiently  so  complirated. 

».  Fai-lal  expression  not  chBracterlatle. 
9.  One  \ift  flexed. 

10.  I, «•«.■!  frequent. 

11.  Mure  generally  confined  to  lower 


flat,  dilTuse,  and  usually  limited  by 
retro-uterine  fbid  of  peritoneum. 

2.  Cenrix  uteri  forced  forward. 

8.  Pmsed  to  one  aide  or  backward. 

4,  Adbealons  lower  and  nearer  cerrlx  nterl. 
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Pyosalpimx. 

1.  Situated  to  one  or  both  sides  of  corpus 

uteri,  or  bound  behind  uterus  in  cul-de- 
Mc  of  Douglas. 

2.  Sharply  outlined,  {>ausage^haped. 

3.  Limited  mobility  of  mass. 

4.  May  fluctuate  or  be  very  hard  and  resist- 

ing. 
6.  Usually  bilateral. 

Pelvic  Rsmatocele. 

1.  History  of  tubal  pregnancy  with  sudden 

and  alarming  signs  of  internal  hemor- 
rhage. 

2.  No  chill,  fever  slight  or  absent.    May  be 

subnormal  temperature. 

3.  Rapid  development  of  tumor. 

4.  Tumor  soft  and  doughy  or  fluctuating; 

later  hard  and  may  be  elastic. 

5.  Usually  circumscribed  mass. 

6.  Exploratory  puncture — blood. 

PEBmrPHUTic  Abscess,  AppendicitI8. 

1.  Onset— constination,  pain,  fever,   nausea, 

Tomitlng. 

2.  Tenderness  at  McBurncy's  point. 

3.  Exudate  high— surrounds  csecum. 

Psoas  abscess. 

1.  Usually  history  and  symptoms  of  tnbercu 

lofiis. 

2.  Spondylitis. 

3.  No  history  of  acute  inflammation. 

4.  Exploratory  puncture— typical  tubercular 

pus. 

ScBSEROus  Myoma. 

1.  Slow  development. 

2.  No  hiBtory  of  infection. 

8.  Contour  of  tumor— usually  round,  sharply 
circomscrlbed,  intimately  connected 
with  the  uterus. 


Latbkal  Celltjutib. 

1.  Situated  low  and  blocking  up  vaginal  for^ 

nices. 

2.  Usually  not  sharply  outlined,  but  fiat  and 

difl\ise. 

3.  Usually  fixation  of  mass. 

4.  Often  hard  and  resisting  before  suppura- 

tion and  fluctuation. 

5.  Usually  unilateral. 

Pelvic  Cellulitib. 
1.  History  of  infection. 


2.  Chill  with  slight  or  high  temperature. 

3.  Slower  development. 

4.  Tumor  usually  hard  until  suppuration. 

5.  Usually  dlfflise  mass. 

6.  Exploratory  puncture— negative,  serum,  or 

pus. 
Pelvic  Cellulitis— Right  Side. 

1.  Onset— pain,  fever,  little  or  no  nausea  or 

vomiting. 

2.  Not  present. 

3.  Low  in  right  broad  ligament  or  I>os^uter. 

ine  connective  tissue. 

Pelvic  Cellulitis. 

1.  Absent— history  of  non-tubular  infection. 

2.  Absent. 

3.  Usually  acute  at  first. 

4.  Ordinary  pus  or  serum. 

Pelvic  Cellulitis. 

1.  Development  more  rapid. 

2.  History  of  Infection. 

3.  More  dl£E\ise,  not  so  intimately  connected 

with  the  uterus. 


Prognosis  of  Pelvic  Cellulitis. 

The  prognosis  in  the  acute  form,  uncomplicated  by  tubal  dis- 
ease, is  good  usually.  The  inflammation  may  terminate  in  speedy 
resolution.  If  abscesses  form,  there  may  be  rapid  and  complete 
recovery  after  evacuation  of  the  pus.  When  pus-tubes  coexist,  the 
removal  of  them  may  be  necessary.  The  chronic  atrophic  cellulitis  of 
Freund  is  obstinate  for  symptomatic  and  hopeless  for  histological  cure. 


Treatment  of  Pelvic  Cellulitis. 

Treatment  of  Acvie  Parametritis.  The  prophylactic,  palliative, 
abortive,  and  surgical  treatment  is  the  same  as  that  of  Acute  Metritis, 
Chapter  XIV.  When  the  disease  is  secondary  to  salpingitis,  the  treat- 
ment should  be  directed  to  tlie  uterine  appendages.  If  the  source  of 
the  acute  infection  has  been  a  wound  made  in  a  surgical  operation 
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partiiriciou,  let  the  exposed  surfaces  be  cauterized  thoroughly. 

i.- -^^  j^  jjj^y  ^  necessary  to  remove  the  sutures  from' a 

or  perineum.     Should  the  s^ourct^  of  infection  he  an 

rium,  sharp  curettage  of  the  endonietrium   irmy  be 

Ste  Chapter  XIV.     Avuid  routine  uterine  treatment, 

MM»  form!»,  it  should  Ik.'  oi>eued  and  ilraiufd ;  the  tech- 

W  lilt  ODCtaiMXQ  is  the  same  as  thjtt  described  in  the  next  para- 

iic  iip<Hl«r  lind  draining  a  jielvie  abscess. 

•/"IwoiiK*  Cagf'ft.    When  aeiite  symptoniii  suhsitle^  absorp- 
9fh»  tmtrnrd   by  the  apniieation  of  Chnrchilt's  tincture  of 
to  tkv»  vaginal  fornix  iiml   the  inguitml  rcgjcuis,  and   by  the 
mi^UMJ  Joiiche,  as  descriljetl  in  Chapter  J  V.     Small  do:?ies 
1^  gw^ixk-e^niieth  of  a  grutn  three  times  a  day,  witli  saline 
l»  aMnre  regularity  of  the  bowels,  are  indicated  i^trougly. 
«wl  b»t  ftmientations  are  palliative  nnd  promt>te  resor[>- 
1^  Ml  ibiumwi   forms,  it  should    be  opened  priim])tty.     When 
mHPS    wirly    in    tlie    di.^ease,    evaenation    of    the    pus 
Ml  by  coniph'ti'  cui"e.     Chrunic  ,*U]>pu ration   indicates 
^IkKtis^*  whI  theivfore   may    require   removal   of   the 
A   pi?lvic   ttl>st>e88  due   to   celliditirt   alone   usually   is 
I  iklMKb  Um  vagina.     The   pus   in  esisily  made  out  by 
MaMnr  lo  tme  Ride  of  the  uterus,  and  ttie  presemre  ttf 
J  Viriiikil  bv  the  aspirator  or  by  u  large  hypwlcrmic  neetlh'. 
ki^  be  UH?U  as*  a  guide,  and  the  opening  enlarged  by 
^kiin>.pointe«l    scissors   and    sprending    the  blades ; 
MQT  iMcMon  throng])  tlie  viigitml  vvatl  the  remainder 
«k«oribiM^I  in  Chapter  XXIII.,  be  made  with 
MMil^tllb•  or  gauze  dniin  may  be  inserted  aiul  the 
_3^<^mA  fMMMk     Sliould  the  surgeon  evacuate  a  supposed 
j,i,_„ni     tmSl^  decase   prove   to  liave   lieen   pyosalpinx 
.^^  ^  Whi  doiic»  ft>r  such  accunuiktions  of  pu*j,  es{>e- 
nin   .uairrTi^""  "•"'''  to  the  Fnme  operation  of  incision 
iiiiovf  for  eelbilitis  abscess.     I^ater,  the 

Itanoved  by  abdominal  or  vaginal  section. 

ibr  Trct««"  '**  iiuieeessible  for  after-treatment, 

-^<^.  &v^^«<»  rxMufeetion  of  the  abscess-cavity,  and  is 

la  iM*  e^umection  the  reader  is  relerrcd  to 

if  ^i^MMMalittu  by  incision  and  drainage — Chap- 

Hvs  in  wliich  itarametritis  resulted  in 

«rnim  ii»stead  of  pus  in  the  cellular 

<mA  to  exist  occasionally  in  considerable 

.{«r  Mpiration   results  in   i-adieid  etire;" 

i|gid  prove  to  lie  serum,  and   not  pus^ 

-.»v  b*»  unnece-ssary.      Pus,  however, 

alar  demerits  ns  to  resemble  pure 

111'  fluid   therefore,  to  settle 

;e,  may  be  necessary  at  the 


S^jX-X' 


^  ^p  ^IvC^Cttl  ticlonccB,  April,  1877. 
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The  treatment  of  chronic  nonHsuppurative  cellulitis — that  is,  ihe 
atrophic  variety  of  Freund — ^is  discouraging.  The  estimated  value  of 
sea-bathing,  electricity,  glycerin  and  tannin  tamponade,  vaginal  and 
rectal  douches,  and  painting  with  iodine,  varies  widely  with  different 
physicians.  The  author  has  not  found  such  measures  of  great  value. 
The  chief  reliance  must  be  in  local  and  general  massage  and  in  sys- 
temic treatment. 


CHAPTER    XXI. 

INFLAMMATION    OF    THE    UTERINE    APPENDAGES— SAL- 
PINGITIS, OVAKITIS,  PELVIC  PERITONITIS. 

SALPINGITIS, 
Salpingitis  is  intiatumation  of  the  Fallopian  tube. 


Normal  Anatomy. 

Tho  F;ilIo|jia»  tubes  :irp  (k'V<'bt|RMl  by  thai  part  uf  Miillor's  ducts 
above  tlif  nmiiil  li^janient.s.  The  part  below  the  ruiind  lig-amenl?, 
together  witli  the  Wolffian  diiet.^,  converges  to  form  the  uterus  and 
vagina.  The  tubes  therefore  are  dtrcetly  eontiniiong  witli  the  nteriis. 
The  bifureated  uterus  of  the  lower  animals  is  a  coinbiuation  of  these 
two  organs.  The  mucous,  inu«?ular,  and  peritoneal  layers  of  the 
uterus  are  directly  contiiuiotis  into  and  form  the  tubes.  By  analogy 
of  uterine  lufmeuehiture  these  tliree  layers  of  the  tube  are  named 
from  within  outward,  as  follows: 

1.  Tlie  endosilpiux. 

2.  The  myosalpinx. 

3.  The  peri.salpinx. 

The  tubes  extend  frtnn   the  horns  of  the  uterus  oiitw^ard  on  either 
side  and  follow  a  bending  eourse  along  the  upper  border  of  the  broad 
ligament  to  a  vurialde  leugth  of  from  three  to  five  inches.     They  are 
divided  into  three  [mrt^  : 
The  isthmus. 
The  atanulla. 
Till*  limbriated  extremity. 

The  hfhmm — /.  *'.^  tin-  eoustricHed  portion  of  the  tube — start,s  from 
the  endometrium  at  the  tiorn  of  the  uterus,  runs  through  the  uterine 
wall,  and  eoiitiiuifs  outward  towaivl  tlie  lateral  wall  of  the  pelvis  about 
ouc  iueli.  The  ealibtv  of  the  isthmus  at  the  uterine  junction,  >fi<(iiiiu 
utt^rinttm,  is  ^t*  .small  as  sc:ir(vly  to  admit  a  bristle.  This  eonstrietetl 
iKirtittu^  unless  dilated  by  disease,  would  prevent  an  intra-uterine 
inje<*ti«n  or  secretion  from  entering  the  abdonninnl  cavity.  It  also 
serves  to  prot«'ct  the  tube  against  infeetiou  frt>ni  the  nterus  and  tlie 
uterus  against  infection  from  the  tnbi*. 

The  Ampufltt  is  the  ex|wuideii  portion  of  the  tube,  and  easily  admits 
the  uterine  proln'.  Il  runs  fnnu  the  isthmus  baekwanl  and  downwartl 
around  the  outer  border  i>f  the  ovary,  auil  terminates  in  an  expandtnl, 
tnun|»et-sliaiH.'d  jjart  called  the  infnndibulum. 

Thf  Fimbriated  KcdTinit^  at  the  abdomina 
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jminal  opening  is  really  the 
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termination  of  the  ampulla.     It  is  made  up  of  irreguhirly  shajwd  pnw- 
esse^,  all  freely  movable  except  tme,  which  runs  along  the  tiibo-ovariau 
ligament  and  joins  the  ovary.     Thef^e  fimUriDe  are  hrauchesi  from  the 
:  high  iiuieoii?!  folds  of  the  endo.salpinx. 

The  abdominal  o|>ening8  of  the  tnbe.s  are  sometimes  multiple,  with. 
more  than  one  fimbriated  extremity  for  a  single  tube. 

The  EndoHafpithv,  or  mucous  lining,  continuous  with  that  of  th& 

Figure  IM. 


'^^ 


Cro«MeclioTi  of  thp  normal  Fallopian  tul*e  at  the  ontlum  uterinum.  HBrtnack  Oc.  2,  ObJ.  2. 
m.  Mucosa,  r.  Circular  muscle  flbrea.  fr,  Lungitudliiftl  muscli'  flbrt-s  I.  Subporitoneal  con- 
nectlvf  tiMue.i 

Uterus,  is  made  of  loose  connective  tissue  eovered  with  a  sinpjlc  layer 
of  ciliatwl  efvlumnar  epithelium.  The  eilia  are  always  directed  towani 
the  uterus,  and  prolKibly  serve  to  propel  the  ovum  in  tliat  direetion. 
The  mueoj^a  in  tfie  isthmus  is  relatively  smoctth  ;  in  theanipulhi  it  rises 
ia  numerous  hij^li  folds.  Tlds  is  abtiudantly  shown  in  cross-section  by 
Figure  165.  The  presence  nf  glands  in  the  Fallopian  tube  has  been 
denied-  Bland  Sutton,  after  an  extensive  comparative  study  of  the 
tabes  of  the  lower  animals  and  of  woman,  derlares  that  the  plications 
or  folds  of  the  tubal  uinrous  membnuie  are  disposed  on  the  same 
prineijde  as  the  glands  in  tlie  uterus. 

The  probable  function  of  the  tubal  folds  is  to  provide  an  albii- 
minons  fluid  for  the  ovum  as  it  traverses  the  tube.  The  tube  par- 
ticipates only  in  slight  degree  if  at  all  in  menstruation.  As  shown  in 
ectopic  gestation,  it  retniirs  some  pctwcr  to  develop  the  fertilized  ovum. 

The  }[i/(u<afpinx  is  nuide  of  two  umscular  layers,  inl<'rual  <"i renin r 
and  external  longitudinal.  TIicm-  layers  are  et>ntiniiou.s  with  lln*  eor- 
res]»omling  lay<'rs  in  the  uterus.  It  is  not  known  whether  or  not  the 
tube  has  i>eristaltic  [tower. 

'  August  Martin.    Kmukht-iten  dor  Eileiter. 
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The  PerUalpinXf  or  m-ritoneal  investment  of  tht-  UW,  raeetn  tbe 
mucous  lining  at  the  alxiornina]  opening.  It  covers  aUoiit  four-fifths 
of  the  cin'Mniforcncc  of  tho  tnbo,  and,  ronvurging  toward  the  hnmd 
ligament,  forms  a  narrow  mesosalpinx.     Bctwecu  the  layers  of  the 

FlotiRE  165. 


^, 


m 


droMeetion  of  ibe  normAl  Fan<>],i..u 


.«Mnin  nMomlnale.    Hnrtrmck  Oc.  2,  ObJ.  2.» 


mi'sosal]>Inx  i.s  an  aburxhmrc  of  looso  connective  tissue  through  which 
the  lymph-vps-sels  and  blrtoil vessels  and  nerves  directly  reach  the  tube. 

Classification  of  Salpingitis. 

The  following  \arieties  and  |)ha;ios  of  wilpingiti^  are  distinguished  : 

1.  Catarrhal  Salpingili^i — Salpingitis  Serosa. 

2.  Puruli-nt  Salpingitis— Saljangitis  Purulenta. 
Catarrhal  sal[)iiigili.'  may  i-esidt  in  : 

Sactosal]»inx  serosa — hydnisalpinx. 
Purulent  salpingitis  may  restilt  in  : 

Saetosalpinx  purnh*nta — pyosalpiux. 
If  saetosalpinx  is  compliojited  by  hemorrhage  into  the  tube,  it  is 
called  saetosalpinx  hjemorrluigiea  or  hjcniatosjdpiux  ;  thit*  is  more 
common  in  WTousthan  in  purulent  infeetions,  Tiutereular  .salpingitis, 
an  especially  imjK>rtant  variety  of  purulent  iufit^tion,  will  be  descril>ed 
separately. 

1  AUffiut  MAftln.    Krankheltrn  Act  Elleitcr. 
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Etiologry  of  SalpiBgitis. 

The  causes  maybe  classified  into:  I,,  pre<lis[x>6ing  causes;  TL, 
exciting  causes. 

I.  The  predisposing  causes  are  : 

1.  AtKtrnon,  labor,  iiistninfoiitation,  and  manipulations, 

2.  Infectious  in  iieigiihoriiig  orgtms  wliicli  niiiy  reach  the  tubes 

by  extension.     Tubal  disca.sc  is  raroly  primary. 

3.  Menstrual  congestion,  injudicious  exercise  at  the  l)eginning 

of  menstruation,  taking  cold  during  menstruation,  exces- 
sive coitus, 

4.  Acute  exanthemata. 

6.  Viseeml  disease,  as  of  the  heart,  lunjjs,  liver,  and  kidneys. 
6.  Constitutional  disease,  sui-h  as  syphilis,  chlorosis,  uric  acid 
diathesis,  gout,  rheumatism,  and  chohenda. 

II.  The  exciting  causes  are  bacterial,  and  aro  the  same  as  those 
set  forth  in  Chapter  XIX.,  on  Pelvic  Inflamnuition  in  general. 

Oeneral  Pathological  Anatomy  of  Salpin^tie. 

The  pathology  of  catarrhal  and  purulent  salpingitis  presents  many 
points  in  common.  To  s<Mnc  extent,  therefore,  one  description  will 
answer  for  both, 

Xo  sharp  clinical  lines  of  demarcation  can  be  drawn  between  the 
inflammations  of  the  diH'eifut  layers  of  the  tube. 

The  infection  usually  passes  to  the  tube  from  the  endometrium, 
catarrhal  endometritis  giving  rise  tei  cntarrhal  salpingitis^  and  puru- 
lent endometritis  to  pitndent  salpingitis.  Other  possihje  routes  of 
infection  have  been  fleserihed  in  Chapters  X,  and  XIX,  Tubercu- 
luus  salpingitis,  for  example,  usually  reaches  the  tube  from  above. 

FiaruE  166. 


Iiaublt;  hydrosalpinx,! 

Endosalpingitis,  whether  ciitarrlial   or   suppurative,  may  extend 
beyond  the  tul>e  in  three  different  ways : 

1  B&tidl,  iu  AiiierloAn  Hystem  of  Oynectilogy. 
18 


JSB  ALLIED  niSOKDEJiS. 


X^Jk  Tib»  iMbnMndJ^i^  «fflA»  idk*  wiins  ofK'n,  the  jsecretion 

iMHt  pukooeum  and  the  oiritlicliul 

iMMiia  inianimation    is  tlion    p4>t't- 

Mlftir  naea  fix-shly  nijnurotl  Graafian 

iii^  «MiarT  simI  prodiu'e  ovaritis 

fca^iiHgll  dfc^  virnUs  of  the  tnbc  l>v  wsw 

iiK«>  ftriifaiitiu(/i{iii — I,  <■„  inflainiua- 

^  ni  imt  IuIh«;    thus  IfK'iil    |MTito]iiti:i 

itinlrfwifnil  prritomiiiii.     All  three 

■ml  s«Tou.s,  to^rt'tlMT  witJi  all  the 

'  involvtil  in  a  diffuse  inflaninm- 

,  lianl,  and  mnvtvluted,     Adhe- 

Kxn'oriiiK  an4l  ndjawnt  oi'irans. 

■  «r  wMlv  ubHterated.     The  secret  tons  itun' 

„.^_Jllttl«r  Miffttlt'nt,  ami,  tmless  the  alxlDniiriril 

,  <4aMillb5  ;tw.lhi^|g  OP  bv  adhi'siims,  may  lie  forced 

T^  <«*Jttioo  hns  been  described  under  the 

fe^M^^i^  aiiJ  Di/fititr  Sfifpht(^iih. 

i  9ta^  }f9B9- fhfom^  tlie  mesosalpinx  into  the  loose 

brtwM*  lk»  fbUs  of  the  hriiad  li^anuiit.     Under 


iM^ 


•n^   rHTiphlebitis    may  (K-rur — (".  c, 
lvw|»h-<diannels  and  vein>  may  heconie 

t<    jH'lvie  eellnlitis,      A  tliseussion  id' 

vyuautun^  4«JI  ito  l»>ii>>«trr  to  salpingitis  nuiv  be  fount!  in  the 


.  .^^ular  t^;»lli») 


ladrti  v^f  extension  are  more  likely  U*  oeeur 

^  ^'tkTuibtt  bai^%t<M1»  <llitf»V>i  ^*y  p»Tholo;jieal  seeretittns,  a  rtimniun 

t^^^  ^MlrfNMHMft  Mif  tWc  two  ends  or  of   ineehanieat  etosure 

Ob'^«^i:sk«Afe  (Km* swell in«j  dims  in>t  continue  if  recovery 

^^  -  ve  iiillaniinution   5s  usually  permanent. 

lAc  miSVi'V"  p"''^'^  ^'*'*   ihiiiu^li   the  abdominal  ojH'tiinp  of 

^bUM^iM  W^  liv^  V'C^'P'"-'^  ^^^'^  adjaeent  |>entonenn)  iH.-eiirs. 

v^y^   I^M^  ^tWW*    the    tube    aiiiE    wliatever    {K'Htoneal 

V-   iu  coolttc*  ^^  *<•     The  ovary  also  may  be  in  the 

"^  !  to  the  ahdoniinal  ojieniii^  as  eom- 

JJ^"  ...  uiIk'  and  ovary  then  may  l*e  rolled 

^^  ill  the  jiosterior  io]d  of  the  brojid  ligii- 

"^  '  inioti  in  the  suppunitivc  than  in  the 

Itis  may  be  either  ttenti-  or  chronw. 

i  ehan*;e.-.  shade  off' one  to  the  other, 

n\  Is  one   nither  of  dcgn*e  than  of 

Una  already  been    deseribed    under 

in  Cliapter!*  X.  and  XIX. 

dj>ease  are  niiieh   nmrc  frequently' 

-oie  snlpin^iti-.      In  ehronie  salpiii- 

III,     dironic  aeenmiilationH  of 

-:.  r.,  til*'  niir?-o-organi>nis  have 

4t»r  infeetion?.     It  is  said  that  the 

»kVM«'  *'   "^  \ht^'\r   own   protluets.      The 
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escape  of  such  sterile  pus  into  the  pelvic  cavity  from  ruptured  tubfs 
(luring  operation,  or  from  juiy  other  eausv,  is  not  mi  dangerous  as  it 
was  supposed  to  be  when  pus  was  cousitlered  always  infectious. 

WU^n  both  ends  of  tlie  tube  arc  clo.sfd  either  by  swelling;  or  by 
adhesive  intlumniatioji,  and  the  walls  become  distended  with  the 
aeeuniuluted  secretions,  the  <]isease  is  called  sactosaIi>inx.  Three 
varieties  are  distinguished,  as  follows  : 

S!ictosal|)inx  serosa — liydn)sal[aux. 

Saetosalpinx  purulenta — pyosalpinx. 

Suctosalpinx  b.einurrbagiea — iijematosalpinx. 
The  serous  ai:eiiniulafion  uf  (-atarrlial  salpingitis  is  kuf>wn  ag  saoto- 
salpiux  serosa,  or  hydrosalpinx.     A   ]>urulent  aecumulation  is  sact-o- 
salpiux  purulenta,  or  pyiisidpinx.     H.-eniatosalpinx,  or    sactosalpinx 
hemorrhagica,   is  an  accumulation  of  blood  in  the  tube. 

FiJl-RE  167, 


ir 


Extensive  and  firm  adhesions  usually  take  place  between  the  pus- 
tubes  and  the  adjacent  organs,  esj>ecially  the  ovaries.  Tubo-ovarian 
abscess  or  [junilent  tubo-ovariau  cyst  may  form  in  consec|uence  of 
such  adhestnns. 

The  othir  r>f  the  [uis  is  often  very  offensive,  and,  if  the  tube  be 
adherent  to  the  rectum,  may  be  fecal. 

Pus-sacs  often  burst  into  adherent  organs — rectum,  bladder,  or 
intestine.  Unlike  eedlulitis  abscess,  |)yosiil|)inx  does  not  often  burst 
spontaneously  tntt)  the  vagiiui.  I'lie  relief  which  comes  from  the 
rupture  of  a  pus  tube  into  an  adjacent  <u'giin  is  a[)t  to  be  temporary, 
for  the  pus  usually  reaccumu lairs.  Tlie  esca[te  of  fluitl  from  a  hydro- 
salpinx or  pyossdpinx  into  the  uterus  wnll  be  discussed  under  Salpin- 

'  Mundr.  In  ThoniJUi  iind  .MuiidiJ,    Di-WHAes  of  Women. 


J. 


0»  op 

AUtM  i     «.  nMipinsTtttt   r«^»rrh«M*  H»m«prh#itfl«ni.   Crt>i«i   Section     m,  Musolc  of 

ii.' tub*       PltTocurmUie  at«m     iHnrt- 
nflf  bliui.l   pjflmont   with   normul   r*d 

'      ■ '  •■  7.) 

'txii  tif  tubo.    oa, 
-.  .     pa«t.#rinp  viaw. 


>u.ii«i|lil«   InirnlvnTB   rhrontrn    rtrr^rni     oh.  t'i.rkna  ond   of   r,,i..      «,i 
I  And  of  t  rjnyut. 


INFLAMMATION  OF  THE  UTERINE  APPENDAGES.  277 

The  distended  tube  often  has  the  form  of  a  pear.  The  narrow 
part  toward  the  isthmus  will  correspond  to  the  stem  ;  the  wide  part 
will  be  the  distended  ampulla.  In  hydrosalpinx  the  fluid  is  clear, 
and  in  the  absence  of  adhesions  to  the  broad  ligament  the  sac  often  is 
found  freely  movable  in  the  pouch  of  Douglas. 

Ha;matosalpinx  may  occur  as  the  result  of  hemorrhagic  salpin- 
gitis. The  sac  walls,  esi)ocially  if  the  hemorrhage  be  non-inflamma- 
tory, as  in  tubal  pregnancy,  are  very  thin  and  easily  ruptured.  The 
blood  may  or  may  not  be  mixed  with  tubal  secretions,  and  if  rupture 
does  not  occur  may  be  absorbed. 

Admixture  with  blood  may  occur  in  all  forms  of  inflammation. 
An  inflamed  tube  must  contain  blood  in  considerable  quantities  in  order 
to  be  designated  by  the  term  hemorrhagic  salpingitis  or  hcematosalpinx. 
The  latter,  however,  may  occur  without  inflammation.  The  blood  of 
h£ematosalpinx  due  to  tubal  pregnancy  is  always  clotted ;  that  due 
to  salpingitis  is  often  quite  thick,  and  may  resemble  tar,  but  is  not 
usually  clotted. 

ThiJho-ovarian  Ci/at  and  Tuho-ovarian  Abscess  may  form  as  follows : 
The  adhesion  of  a  sactosalpinx  to  a  cystic  ovary  may  be  followed  by 
the  bursting  of  a  small  ovarian  cyst  into  the  tube  and  the  establish- 
ment of  a  permanent  communication  between  the  two.  During  the 
farther  growth  of  the  tubal  sac,  which  is  now  part  of  a  tubo-ovarian 
cyst,  the  ovarian  cyst  is  subject  to  the  same  pressure  as  the  walls  of 
the  tube  ;  hence  the  ovarian  structure  becomes  flattened  out  so  as  to 
form  a  thin  wall  for  the  ovarian  portion  of  the  composite  cyst,  and 
thus  the  characteristic  structure  of  the  ovary  is  lost.  This  is  not  to 
be  confounded  with  ornrian  hydrocele.  Tubo-ovarian  cyst  may  occur 
in  connection  with  cither  hydrosalpinx  or  pyosalpinx.  If  the  sacto- 
salpinx communiciitcs  with  an  ovarian  abscess,  this  condition  is  called 
tubo-ovarian  abscess. 

Comparative  Pathology  of  Catarrhal  and  Purulent  Salpingritis. 

PtiRi'LENT  Salpingitis. 

1.  Infection  usually  by  extension  from  puru- 
lent endometritis ;  may  be  by  extension 
ft-om  the  peritoneum,  as  in  tubercular  sal- 
pingitis. 

2.  Apt  to  extend  and  become  difRise,  Involving 
all  layers  of  tube.  Walls  of  tube  very  much 
thinkenod  and  infiltrated  with  round  cells. 
Peritonitis  common  as  a  complication. 


Catarrhal  Salpingitis. 
1.  Infection  by  extension  from  catarrhal  endo- 
metritis. 


3.  Pain  and  tenderness  pronounced. 


2.  Essentially  confined  to  mucosa— endosalpin- 

Ritis.  Walla  of  tube  in  acute  stage  slightly 
thickened  ;  in  chronic  stnge,  more  thick- 
ened. Complicating  iH-ritonitis  not  com- 
mon. 

3.  After  acute  stage,  little  orno  pain  or  ten<ier- 

ness.  "  I 

4.  Tubal  adhesion."?  absent  or  less  pronotinccd.      4.  Adhesions  usually  extensive  to  cul-de^ae 

Mobility     and      ola.sticity.      Fluctuation   i  of  Douglas,  walls  of  uterus,  broad  liga- 

through  thin  walls.  I  ments,    or    posterior   segment   of  pelvic 

I         floor;  tube  immobile  and  inelastic.    Fluc- 
I         tiintion   masked   by   thickness   of  tubal 
walls. 

5.  Sactosalpin-x   will  bo    hydrosalpinx    i.  r.,   '   5.  Sactosalpinx    will     l)o    pyosalpinx— <.   e., 

tube   distcndi-'l    witiiscnim:    Hnm«>timfs  tube  distended  with  pus  ;  pus  may  contain 

hfL-niatosalpiiix.  blood. 

6.  Alxlomiual  end  (-f  tulic  u.-iially  cl. -ifd  l.y      rt.  Hoth  ends  of  tube  closed  by  adhesive  in- 

adhesions  of  finibri.i'i  uterine  end  of  tultc  ■  flammation. 

less  often  closed. 
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CATASaHAL  SALPlNGlTta. 

7.  S*ctoattlpitix    may  b«  due  to  occlosion  ut 

tulie  cither  from  awuilin^;  of  uiuco«i&  or  ud- 
beaive  inQaiutnutiiiit ;  If  th<:;  former,  tub« 
miiy  peric>«iicull>'discb&n;u  contcuU  into 
uterus  orpt'ritoucum,  giviny  rise  to  Co  llrky 
^ioA—hyxlropB  tuiix  profiutnt,  ealpingUinpro- 
JIucru. 

8.  Kuldsof  mucosa  pressed  togellicr  by  fluid 

conteats ;  epithelium  dihappeiira  by  press- 
ure and  folds  grow  togKhtT ;  dt-ep^-r  purls 
of  inOamcd  muco»A  tnay  bo  partly  or 
wholly  shut  ofl*  ttom  lumen  and  form  small 
vytU—mlpmoitU  foUieuiaris. 


9.  Hueoiu  folds  may  atrt»phy,  bcGontc  attenu- 
ated, and  floating  in  tlie  fluid  havo  n  wavy 
appearance  described  by  SavrinotT  under 
the  name  aalpinffitiM  vajftatu.  Lumen  com- 
posed of  one  cavity. 

10«  Tube  thinned  and  tranaluccnt  In  propor- 
lion  to  distention:  walls  atrophy ;  Hmbrlie 
gradually  Itxst.  T^iJ.e  iiiotlLTately  convo- 
luted. SUe  tiot  luuully  larger  than  thf  finger; 
ihapc  regular,  tpindU,  round,  elcngalcd,  or 
eonvotuttd. 

11.  Tttbe  mrely  ruptures  and  discharge*  ron- 
tent*  into  bowel,  Tagiuu.  bladder,  or  f>eri- 
tonetua. 


7.  Tube  usually  ocijuded  by  permanent  Jn- 
llamniatory  atlhesions ;  lit-uce,  soipingitit 
projturtui  Ifsr  fretiueni,  aliliuugh  tube  may 
rupture  ul  time*  and  dlhcburge  contcuta. 
Purulent  salpingitis  pnitluens  la  more  dan- 
geroua  than  serous  ealpiugitls  proflueni. 

S.  Folds  of  mucosa  maybe  adherent  or  oblit- 
erated ;  lumen  may  be  tlivlded  partially  or 
■wholly  inin  spaces  by  constricllons  or  ad- 
hesion!*; Ibeise  spaces  may  l>e  dlt>t<.>nded  by 
different  fluids;  henct'  the  jKi*8lbility  of 
pyosatplnx.  hydrfsalpinx,  Rud  hsemaUi- 
salpiux  fn  une  tube  with  lumen  compiled 
of  several  cffivitks.  Very  much  thlckt.<iied 
walls  of  iuIkj  may  contain  small  abscesses 
usually  formed  between  adherent  folds  of 
mucosa. 

9.  Salpingltta  vegetans  never  oecura. 


10.  Tube  more  and  more  thickened  (Irregfulaf 
thickening)  in  pr<^>p<:tTtloD  to  distention, 
much  convoluted  and  nodular ;  gise  may 
equal  that  qf  a  ehild'a  head;  ithape  moet 
irrfffulnr. 

IL  Such  rupture  and  discharge  not  tittoonunon. 


Symptoms  of  Salpingitis. 

Ovaritis  ami  jK'lvic  jK'ritoiiitis,  altliotijih  in  u  st^nse  separatt>  diswLses, 
usually  arc  rolatinl  m>  closely  to  BalpIiijLritis  tliat  ihr  .symptoms  and 
diagnosi.s  of  ovarian  and  jH-ritinK-al  inlvctions  art-  iiu'Iiidi'tl  iargely  in 
tlioso  of  saljnn^i^itis.  Inrtainniation  of  liii'  tnl>Ls  and  ovurift;,  taken 
as  a  wlifJe,  i.s  tlo.-iigiKitefl  .Hmietinies  a.s  udticntl  iitjlammitlinn,  or 
injlnmmaiion  of  (he  nfa-hif  fipjioidftf/ca. 

The  symptoms  of  inflarnniation  of  the  uterino  api>endages  vary 
with  the  exti-nt,  vinilence,  aoutent'ss,  com  plications,  and  mcehaiHcal 
conditioiis  of  the  <li.M'ase.  Usually  the  tiibcjs  aiv  \t'<^s  ?*cn.-<itive  to  jjiiiii 
than  thi'  ntt'riijs  and  ovaries.  The  milder  catarrhal  inflamniatii>ns» 
even  though  acute,  may  cuti.^c  .sym]ttom.>^  so  slight  as  scarcely  to  fix 
the  patient's  attention  iip<.m  the  diseased  part ;  they  may  even  run 
their  eonrse  and  fli>ap]M'ar,  leaving  no  trace  except  perhaps  gi*eater 
liahility  tr)  future  infect tf»n.  Such  unrecoirnized  mild  congestive  and 
catarrhal  attacks  of  .sidpitigitis  are  prohubly  more  IVcquent  than  is 
generally  sl(ppo^cd. 

Local  pain  or  discomfort  in  the  affected  part  dm-s  not  always  cor- 
respood  to  the  .'icrionsncss  id"  the  iiifcctimi.  There  may  he  only  a  (hill 
aching  or  a  sensation  of  burning  not  sntficient  to  inipi*ess  the  patient 
seriously  iinh'ss  aggravated  hy  hteal  pressure,  t»y  vaginal  examination, 
by  exertion,  or  by  defecation,  and  yet  the  tube  may  be  distended, 
ready  to  hurst  and  dist^iarge  ils  poisonous  contents  into  the  peritonea! 
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cavity.     The  pain  of  salpingitis  i^^   always  much  increased  when  the 
disease  includes  fwritonitis  and  ovaritis. 

In  a  sniiiil  minority  of  raises  salping:itis  is  characterized  from  the 
beginnintr  of  tlie  attack  by  very  acute  eolicky  pains  in  the  region  of 
the  tubes,  witli  intervals  r>f  comparative  coinforL  This  symptom, 
from  itri  frequeney  in  prostitntes,  has  been  called  coftfa  gcorforum  ;  it 
has  iH'en  attributed  to  salpintritii?  profluenri,  to  spasmodic  eontractions 
of  the  mnscnlar  wall  of  tlie  tnl>e  or  nterns,  to  peritoneal  irritaticMi,  to 
leakage  of  tubal  secretion,  and  to  oceasional  rupture  of  the  walls  of 
the  tube ;  there  is  no  satisfactory  explanation  of  this  pain. 


FmuBK  170, 


M,^ 


fef);  ' 


.:,c^t^ 

SAlpJnffitis  psentltifHillicularls.'    Papillap  Infillrafcil   with    i  >'  swollen 

mucosa  have  prown  together,  fpith*liuin  has  disaiipciired.  and  I  .  .  ,  j..  .  ,.  -..i...  J  mucosa 
have  thus  [•tt.rlly  or  whrtll}-  t>een  abut ofT from  lumen  «Qd  formed  inmail  cy«U— a  uul  uimommon 
result  of  Ctttnrrnal  aal  pingitja.^ 

During  the  monthly  period  the  patholc^ieal  congestion  is  siipple- 
mentLMl  l>y  that  (tf  menstruation  ;  hence  the  pjiins  are  increased  and 
dysmenorrhrt'a  is  the  rule.  Increased  menstrual  How,  even  to  the  ex- 
tent of  menorrliagia,  iseomiiion.  Aniemirrluea  i>r  scanty  menstruation 
seldom  is  observed,  and  wlien  present  points  to  passible  tuberculosis. 

Greatly  ditatetl  and  swollen  tubes,  espeeijilly  wlicn  associated  with 
Iwal  |>er!{nTiit«s,  always  produce  mechanical  disturbances.  Tliis  is 
more  marked  when   the  swelling  lias  been  rapid.     The  more  gradual 

1  AmBQn.    MIkroakopIsch-GyDa.ltologl«:heo  Dlagnoetlk. 


^ 


ixnjuuLinoxs,  asd  allied  dl^ordlrs. 

the  pans  have  to  adapt  tKemsclvcR 
f  ciinirii   f^yniiUom^  art-  variuldc  and 
TWf  aHihi^  faailbl  urination  aiul  (lofcairion,  ditticiilty 
^crin^p  aad  ctMMfal^  pelvic  neuralgia,  and  many  reflex 
>  l»  titt  CMvlwQfipinal  and  digf.stive  systems. 


of  Catarrhal  and  Purulent  Salpingitis. 

I'tRrLEST  SaLFISGITW. 

1.  Fever  high  in  acuu;  Htage.  UsaHlly  flight 
evening  lemp*.' rut  tire  in  chronic  8tage.  If 
pus  becomes  sltrlle.  leoiperature  may  bo 
normal. 

X  Pain  and  systemic  diiturbance  (anzlooB 
faciei:,  naus^ca,  depresKionl  more  pro- 
notinct't)  In  arute  »lm^i.\  Pain  am)  Keticral 
malnutrition  usuully  present  in  chrfniic 
Stage.  yymptom»  partly  due  toexleuaion 
of  infectiOTi  i<t  noigliburing  nrfrans,  pn>Juc- 
ing  ovaritis.  (Milvie  porltarittls.  and  cellu- 
Utia. 

S.  SaipingiU*  pruflunu  aucommon. 


of  Salpingitis — Sactosalpinx. 

^}MMMN» ^MlllUwd  in  tlio  fon^fjoint,^   [>ani^ra|ihis  point  to  the 
pv  tY  ttiflmmnintHMi  an>«ind  the  iitcru.s.      Indwd,  it  is  usiiallv 
^IgMV  ngk  t^v  \w  |»n*»emv  ofai'iite  pelvit;  iiiflariinuition^espedally 

%|Mii  lUir  v*H\*<'  «.-<ivily  is  eniwtled  with  inHanicd  c^rpin^^  and  with 
liiJilN)lli  W  WlilTiftimi*^"'  riu'  physical  ex:iiiiinalion,  liovvever  neecs- 
^iK>  WVviwI^  lke>  4ili|Stb\<is  will  fr.H|nenlly  not  only  fail  to  ostahlish 
ftk^l'«^  ^tKW»K*lk*  K»»e»  Itt'twit'ii  inflatnination  of  tlie  difltTont  jM^lvic 
V  '>s*  fc^HvrivwiH^lvif  ioHamination  and  other  morhid  eondi- 

y«^,w^  ,M^r»  .,>.  HMli^Mrs  wiln  which  the  intlanniintory  nuuss  may  Im»  coa- 
MiJL  CW  ^^^Mv^Miw  Aym^>tnms  in  the  milder  cane^  may  wholly  he 
IIJI^I^L-Iltj^.      Immii'^I.  tKt'  existence  even  of  pyosdjiinx  is  sonx-time^^ 


1>|>ypX^^^  ^^^^^  rapture  of  tiie  tuhe  and  <-sea{H'  t>f  pus  liave  ^et 
\l||  \|^lig^tTrtr  y»<iMlil>l>  The  presenre  of  endometritis  even  should. 
3^^^  v<«M...  oiM  k»uA«\l  .4^«al  |MMsih!e  satpin^^itiM. 

I     the    nwiih'ntiil    rnpttire    of    a    pus    tnhe   or 
lljl^vvi  ««^u  ji^-^w  s^«v  »«   the  jjalpation   of  nterine    appendages  is 

iWiNt  ^  WNMi^^  *  fwipnt  or  ri'mote  anteeedent  harkfrronnd  of  aente 
yyt  V'iwV'JW  t*^*4H^M  i«  "it^iw  i>eiuhhorin^  ort;an  ;  the  tliatjnosi.s  there- 

itlanu'tl  appeuduL^'s  and  the  anteeedent 

s  ondonirtritis,  hut  soinetitneH  vaginitis, 

r  apjwMMlteitis, 

■;>toiu.'*  will  In-  didl,  often  hnrning,  eon- 

iit    pain    and    local    ti'iitlenu'ss.      The 

.   .drt'ady  nji-ntidne*!  under  .symptoms, 

.Mi»nal  e*xaeerliati(»t).H  nf  hnty]  j-writonitia 

>n\  other  HiHirees  are  eharacteri.Ktic  of 

r  (■)  i-,fahli^!t  the  diagnosis  tlic  8)Tiip- 
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toms   already   outlined    must    be   supplemeuted    hy   pbysicul    cxutu- 
inarinn. 

Phi/sffai  J'Jj'^atii ination  is  by  external  palpation  and  noiijoiiiod  manipu- 
lation. The  former  is  usually  inadequate.  The  latter,  which  inehules 
external  pal^Mition,  is  maih-  with  tirt>  k'ft  index-finger  in  the  vagina 
and  the  right  liand  over  the  hypogastriani ;  or,  as  set  forth  on  jiage 
5£>,  with  the  left  iudex-Hnger  in  the  rectum,  the  thntnb  in  the  vagina, 
and  the  right  hand  over  the  hypoga.striuni.  liglit,  eunjoined  pali>a- 
tion  will  show  an  irregular  elongated  swelling  on  one  or  both  sitles 
of  the  uterus,  frequently  extending  into  the  pouch  of  Douglas,  or 
even  sometimes  in  front  of  llie  nterua.  It  is  often  impossible  to 
make  out  tJie  eouiptmeiit  parts  of  siieli  a  mass.  They  will,  however, 
usually  include  the  iiiHiinied  tube  or  tuljes  together,  in  varying  degree, 
with  diseased  ovaries,  |)eritonouni,  intestine,  onu-ntum,  lihuhJer,  and 
uterus.  These  strui'tiii-es  may  be  matted  t<igetlier  hi  an  irregular, 
indefinite  tunior.  The  one  nearly  constant  factor  iu  sueh  a  mass  i^ 
Bactosalpinx. 

The  Diiff/fifMiK  of  ntu-toiiafpin.r  depends  upon  the  finding  of  a  tumor 
connected  with  the  uterus,  sjitisiige-shaped  or  retort-shajMMl,  and  ten<ler 
on  pressure.  (fun»trrliu'a  and  tul)eri'iilosis  are  liie  two  nujst  i'vv- 
qiient  and  sigiiitieaut  Ibrnis  of  infection  ;  it  is  tiierefure  important 
to  distinguish  between  them.  Gonorrhieal  aactosu/jjinx  wili  be  recog- 
nizcd  by  : 

a.  History  of  iiifeetion. 

If,  Presence  of  gonarrh(eal  infection  in  uterus,  vagina,  or  vulva, 

(\  Bi  la  tend  infection  ;  not  invariable. 
Tubercular  Salpingitis.  The  disease  is  genendly  secondary  to 
tubere'nlosrs  in  other  organs,  ami  is  of  fre<pient  oeeurrenee.  Whit- 
ridge  Williams  foun<l  it  in  7.7  jx-r  cent,  of  ninety-one  cases  of  removal 
of  the  uterine  appemlages.  It  very  rarely  oeeurs  from  direct  infec- 
tion by  coitus  or  otlier  media.  It  has  been  observed  as  early  as  the  fifth 
year  of  life,  and  is  the  otdy  form  of  salpingites  often  found  in  virgins. 
It  ustially  attacks  b'tth  tubes  and  extends  to  the  surrounding  parts. 
Tubercular  [«'lvic  disease  is  charaetenzt'd  by  mild  f>yjTxia,  weakness, 
often  s])lenic  enlargement,  and  thickening  of  the  sub|K'ritoneal  tissues. 
The  tendency  of  the  ilisease  is  toward  ati-esia  of  the  tube  and  the 
formatitui  of  pyosalpinx. 

Tubercular  salpingitis  may  be  ncute  or  chronic.  The  abdominal 
end  of  the  tube  is  in  general  open  in  the  acute  and  closed  in  the 
chr<uiic  eases  ;  the  contents  of  the  tube,  if  elosed,  arc  serous,  purulent, 
or  cjLseons.  The  mucnsii  in  acute  c:vses  may  contain  many  small 
tubercular  ikmImIcs.  In  these  noilules  are  ibtuid  few  giant  cells  and 
many  tuberch'  baciili.  Chnuiic  tul>ercnlar  siu-tosalpinx  is  oft^n  a 
lai^  sac  containing  fluid  or  caseous  jul**.  The  mucosa  is  destroyc<l,  and 
the  sac  is  linc«l  with  granidar  tissue,  which  contains  mnnerons giant  and 
epithelioid  ei-lls.  The  tubercle  bai'illns  in  this  tissue  is  often  injpos- 
.'•jble  to  tiud.  The  perisalf>inx  ju-csents  the  same  microscopic  a[j]M^ar- 
ances  as  the  mucosa — that  is,  tluTc  are  mnnerous  giant  cells  and  few 
if  any  tubercle  bacilli.  Chronic  tibnnd  tulwrculosis  of  the  tubes  is 
a   peculiar  form  described  by  Williams.     In  this  variety  the  fonua- 
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tton  of  eonnectixT  tissue  is  the  final  sto^  of  the  tiilienjiilar  iufeetion. 
TIk'  l^^nt^^ot^np:  fihrx>«s  tissue  an>uiul  ilir  tulHTciilar  ii«Mliilt'j>  cnislies 
out  the  iiiilinrv  luUTi'les*  and  |>PfV<*iits  ^|^rt'atl  of  tlie  dii^Lusi-. 

DiiMrnosis  of  Tubercular  from  other  Forms  of  Salping^itis. 
Ou  avcimnt  »»r  the  ^iimilu^ity  of  symjvtoms  and  phyt^ir-iil  signs  the 
dklgnoeos  may  l»r  ven-  ilirtii-ult.  In  i'oin|»;iriMJii  wilii  iIk'  ntluvr  forms, 
ohiOttie  tuhorxMilar  inftvlion  i*  mor«^  n\>\  to  .*;ho\v  an  evt'ninf;  ri^e  in 
tonipt'miiin-  i>l'  ul«»ul  one  th'^n-v,  ami  a  marked  increase  in  the  ^rv- 
«»urno\  i»r  tht'  pulse.  Pain  and  menstnial  distiiHuinoes  are  not  par- 
ticularly diagm»c<tie,     Ascitc:?  txtjurs  in  a  t*mall  niiuurity  of  cases  and 

FiCOBJC.  17L 


Tilttorrulur  FiillapiAD  tulie. 

4iitf||Wlio,     Tlie  pl>\>i<'al  A^n^  are  suhHtaiitially  the  same  as  in 
||Mf|WIIV«  ^»f  wlpin^'itis.     Tlu^  cliief  dia^n<j.sti<L'  points  are  : 
(♦,  '^^d^'^vulo,■<is  in  ottuT  origans ;  symjttoniH  intensified. 
^.  TulMMX^ultv-tis  in  linshand. 
^   liViuUy  iuHlory  nf  rnhtMvulo>is. 

li  MMJl^iii4(itt**  in' virgins;  tniiLi-cular  in  W  per  cent,  of  all  cases. 
•i   ISweUW  oC  tulK'tt'li'  bacilli  in  leiicorrhtea. 

'\  Hu'UMirnaiitm  or  anionorrlitea ;  not  iinfominon. 


rt'  '»v^liou    of  One   Form    of  Bacterial   Infection  from 

,,  ..  do|>4'Mti    upon  tlif    rxaniinntiun  of  tlio  swTclinns  for 

.  »»\aniitiatii>u  is   always  {le^iraldo,  luit   sometimes 

its*  vulvo-vairinal  an<l  utcrini*  sccrotions  in  the  acute 

oil  the  eansiitivc  germs*.     Pns  long  confined  in  the 

-t*'i'ile.     Tins  explains  the  freedoTii  from  infec- 

A   i»l\er  a   i>ns  tnhe    ha>;  rnptiirert    within    the 

,,  lu  »iprnition.      The  inflammation  may  con- 

K\\  gcrnts  have  disapjieared^  or  at  least  after 

.  r  U'  det»ionstrate<l. 

..  ,   iUv  various  aduexal  iufltnnmntionsi  from  one 
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another,  especially  in  the  acute  stage,  is  often  difficult.     Ovaritis, 
usually  a  consequence,  sometimes  a  cause  of  salpingitis,  is  not  easily 
distinguished  from  it  when  the  two  organs  are  fused  toother  by. 
adhesions.    When  the  tube  is  distended  with  fluid  the  difficulty  is 
increased. 


Differential  Diagnosia  of  Salpingitis — Saotoealpinx. 

The  principal  affections  for  which  sactosalpinx  may  be  mistaken 
are  set  forth  in  the  following  parallel  columns : 


Sactosalpinx. 

1.  Commonly  bilateral. 

2.  Tube  oblong  and  tortuoiu. 

3.  Commonly  adherent. 

4.  Ovary  often  palpated  and  distinguished. 

5.  Usually  not  larger  than  fist. 

Sactosalpinx. 

1.  Common. 

2.  Usually  bilateral. 

8.  Sensitive  to  pressure. 

4.  Usually  fixed. 

5.  Elastic  or  fluctuating.  ■ 

6.  Result  of  infection. 

Sactosalpinx. 

1.  Usually    sharply    circumscribed    and  of 

rounded  contour. 

2.  Commonly  bilateral. 

3.  Elastic  and  fluctuating.  Not  a  reliable  sign. 

4.  Position  relative  to  uterus:  mass  usually 

higher  in  pelvis  near  fhndus  uteri;  not 
connected  with  cervix.  Vaginal  vault 
not  Involved. 

Sactosalpinx. 

1.  Mass  usually  elastic ;  may  fluctuate. 

2.  Adhesions  common. 

3.  Sensitive  to  pressure. 

4.  Uterine  end  of  tube  enlarged. 

5.  History  of  infection. 


Sactosalpinx  (Right  Sidk). 
1.  Tumor  felt  by  vaginal  touch. 


2.  After  acute  stage,  size  of  tumor  may  not 

materially  diminish. 

3.  Recurrence  less   dangerous  and  less   fre- 

quent 

4.  More  frequently  of  gonorrhoeal  or  tuber- 

cular origin. 


Cystic  Ovabian  Tdmob. 

1.  Commonly  unilateral. 

2.  Spheroidal  or  sphericaL 
8.  Less  commonly  adherent. 
4.  Tumor  is  diseased  ovary. 

6.  May  grow  to  enormous  siae. 

Solid  Tcxob  or  Tvbk. 

1.  Rare. 

2.  Usually  unilateral. 
8.  Not  sensitive. 

4.  Usually  f^e  and  mobile. 
6.  Firm  consistency. 
6.  Cause  unknown. 

Pelvic  Cklluutib. 

1.  Not  sharply  circumscribed;  mmy  ho   flat- 

tened. 

2.  Commonly  unilateral. 

3.  Less  elastic  and  fluctuating.  Not  reliable. 

4.  Position  relative  to  uterus,  usually  lower 

in  pelvis,  often  closely  connected  with 
uterus.  Vaginal  vault  commonly  de- 
pressed. 

Tubal  Pkbonancy. 
L  Consistency  often  quite  firm. 
2.  Less  common. 

5.  Not  sensitive. 

4.  Commonly  normal  except  interstitial  tubal 
pregnancy. 

6.  History  of  pregnancy. 

a.  Amenorrhoea. 

6.  Increase  in  size  of  uterus. 

c.  Enlargement  of  breasts. 

d.  Morning  sickness. 

e.  Rupture  of  tube  with  great  pain,  collapse 

(pelvic  heematocele),  uterine  hemor- 
rhage, and  discbarge  of  decidual  mem- 
brane. 

Appendicitis. 

1.  Tumor  not  usually  within  reach  of  vaginal 

touch,  but  felt  on  external  palpation  in 
region  of  McBumey's  point. 

2.  After  acute  stage,  tumor  apt  to  disappear. 

3.  Recurrence    more    dangerous   and    more 

frequent. 

4.  More  frequently  due  to  colon  bacillus,  less 

frequently  of  tubercular  origin;  never 
gonorrhoeal,  unless  by  extension  firom 
tube. 
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Ainoii^  the  otlier  conditions  which  may  in  some  respects  resemhle 
saclotsaljniix  tiro  tlicse  : 

Displiifed  nttTu.s,  Displaoed  alidominal  organs, 

'i'lnnnr-surtlu'sacTuni  and  ilium,     Adheivut  intestines, 
FtH-al  atruiiudatiuns,  Intt-stiiud  tninors. 

Study  ot"  tin.'  tlia;^n4i!ii.s  of  fatfral  and  bafkirarfl  rersionn  aud  flexions 
(J  the  nterm.  in  Clinpter  XLVL,  and  ol'  Uturiiu'  Myoiiiiita,  in  C'lmp- 
tcr  XXVI.,  will  eniible  the  sludt-nt  Uv  tlistiiifruish  those'  ciniditions 
frcmi  sjiotosjvlpnix. 

Tuntot's  It/  thr  stirrtnn  tmd  tlhtm  aro  distinguished  by  their  hication, 
hardness,  iintuohility,  and  intimate  relationjt  with  the  bony  |M'lvis. 

J''tv(i/  tttviiiHiifittifiUM  may  he  recognized  by  jtaljmtion  and  may  l>e 
removoil  by  catharties. 

IHapImu'd  kid}n\i/,  .s^ih'cn,  and  otlur  dhdomiitaf  vtMi^n'a,  hrfrsfiutd 
odhrninus  and  inhatimtf  hiworfi,  may  usually  Ik*  rooiiguii'-o*I  by  their 
renitiiriiess  fVoni  the  uterus,  or  by  the  fact  that  they  may  on  nuinipu- 
lation  1)0  s<^'|tarate«l  from  thai  organ. 

Auit'ftffuxhf  IK  often  ueeessary  in  oixlcr  to  make  a  Kulisfaetor)"  diag- 
no.His  auti  differential  iliagno^i.s  of  adnexal  inrtumnuitioii,  and  should 
be  use<l  in  eases  of  doul>t.  Holaxati«ut  of  the  abdominal  muscles  nnd or 
iiUH'sthosia  jHTMiits  more  effieient  ]ial|jatiou  with  the  minimum  force» 
and  •■iHisruueutly  with  the  minimum  risk.  Many  uinjocessjiry  lapu- 
rolomies  would  iloublless  he  avoidisl  by  more  can'tul  diagnosi>  unch-r 
ana'Sthosia.  The  more  or  h-ss  distended  Idadder  or  bowel  has  often 
been  mistaken  for  a  |>athoh)gieal  eolh'ctioii  of  serum,  blood,  or  pus; 
hriie<'  evaouation  of  the  bladder  and  rectum  is  a  prerequisite  to 
oxainination. 

Krphindnni  Im-ittirm,  In  perious  pel  vie  disease  tlie  diagnosis,  if 
iHit  possilde  or  sjitist'aetorv'  by  the  above  means,  may  be  made  by 
o\plonit(M'y  vaginal  or  alMKmnnal  seetion.  The  incision  may  be  the 
ftrst  Htep  i>f  a  radiojd  ojHTutiou  or,  if  the  ojw^nition  prove  unneeessary, 
it  may  bosah-ly  elosed.  It  is  a  gcHnl  rule  always  to  begin  a  peritoneal 
oiieraliou  as  a  diagnostic  cx[ttoratory  incision.  Mr.  Tait  wisely 
n-markt'il,  *'  1(  i>  hotter  to  turn  an  exploratory  incision  into  an  opem- 
lion  than  it  is  to  turn  an  ofwration  into  an  expIorat(uy  inei>ioii.'  The 
hiU^  diaries  T.   Parkes,  wliosi-  early  loss  will   not  soon  be  replaced, 


>v 


lien   (pjestioned  by  a  bystander  at  the  beginning  of  an  ab<lftminai 
etion,  ri'plied,  "  I  don't  know  wliat  it  is,  ami  I  am  tired  of  guessing.'* 


Proernosis  of  Salpingitis. 

In  aeiite  udnexal  inflammation  the  |u*ognosis  varies  with  the  nature 
•  if  the  infcetion  jiikI  with  tlie  extent  of  the  diseasi-.  If  the  tube  rupt- 
urc-t  iind  di>'et»argc>.  pos  into  the  ]>erilonoum,  a  fatal  perilonilis  may 
roHow.  If  tlif  ieifection  is  eonliued  to  the  tube,  the  prognosis  is  usually 
fiivorablc,  but  (In-  rem()val  of  the  appendages  may  be  neoeatiary  for  per- 
nninent  recover)*, 

Simjile  cafarrhal  salpingitis  and  mild  ovaritis  may  run  their  courses, 
]>orchjuur  uurecrognizi'Ci,  to  recovery.  They  may  even  leave  no  trace 
behind  wave  an  inereawd  liability  to  further  inflammation.  Tlie 
t  SehAutA.     (^otratblAU  fUr  Gynikolocte.  p.  CW.  18»3. 
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mure  chronic  the  dist^ase  the  less  favorabkv  the  outlook  for  expectant 
treatment.  Sactosalpiiix,  e.speei:illy  tlm  (mruh'nt  variety,  rarely 
recovers  without  operative  interference.  Thij?  rule,  however,  is  not 
without  exeeption.  Pus  ciivities  may  rupture  sjxiiitaneously  anil  dis- 
charge their  contents  through  the  bowel,  uterus,  blarlder,  viigina,  or 
cutaneous  Hiirface,  and  r(.^covery  may  follijw  ;  hut  such  a  possibility 
dfjes  not  otler  substantial  ho|U'  of  relief  In  fact,  even  when  such 
rupture  and  di:seharge  are  folU)wed  by  relief  the  result  U  usually 
only  temporary,  ami  the  jwtient  may  rtueeumb  to  rejieatett  infeetinn. 

Serous  sactM.sfdpinx,  although  little  duugerotis  to  life,  may,  by  per- 
manent ehj.-iare  of  the  tubes,  cause  loss  at'  function  and,  if  the  disease 
is  bilateral,  sterility.  Purulent  saetosalpinx  is  a  constant  danger  even 
to  life.  The  gonocoeeus  is  less  jierilous  to  litV,  thougli  probahlv  more 
dangerous  to  health  than  the  streptococcus.  The  streptococcus  is  apt 
t<i  destroy  the  woman,  while  the  gonocoeeus  in  a  physio](>gieaI  sense 
destroys  the  reprmluctive  (trgans  and  makes  a  chronic  invalid. 

The  danger  of  ojieration  varies  somewhat  with  the  extent  of  the 
disease,  but  cliietJy  with  the  kijid  id*  openition,  the  operator,  and  the 
natni*e  of  thr  causal  bacteria.  Tbe  mortality  sSiown  by  some  statistics 
is  enctrmous ;  other  reports  give  almost  100  p<^r  cent,  of  recoveries. 
The  removal  of  a  gonoc<wcus  saetosalpinx  is  less  dangerous  timn  that 
of  a  stre]>tococcus  saetosalpinx.  This  is  especially  true  if  the  aac 
ruptures  into  the  |>erit(uieuui- 

One  hundred  and  forty-four  cases  of  removal  of  sterile  pus  tubes 
show  a  mortality  of  *2.K  per  cent.'  The  average  nutrtality,  among  the 
best  opnrators,  following  removal  of  pus  tubes  is  from  "2  to  !i  per  cent. 
The  nperatiiuis  in  sixteen  cases  of  gonocoeeus  sactosjdjvuix  in  wliieli 
the  sae  was  removed  intact  show  a  moi-tality  of  6,2  per  cent.;  in 
se\'enteen  cases  in  which  it  burst  daring  removal  the  mortality  rises 
to  11.7  fKT  cent.  In  another  similar  series  tlie  mortality  was  8.35 
percent,  and  ll.l  p-r  cent.,  respectivL-ly,' 

It  is  evident  from  the  above  that  the  prognosis  of  the  operation  is 
favorably  aifected  by  the  removal  of  the  a|*f>endiiges  without  rupture 
and  eseajie  at'  pus  into  the  {H-lvic  cavity.  The  avenige  mortality, 
however,  with  modern  asepsis  and  technique  is  small,  except  for  acute 
i-ases ;  usually  these  are  treated  more  safely  by  vaginal  intrision  and 
ilrainagc. 

Treatment  of  Salpingitia. 
The  treatment  will  be  found  in  the  two  following  chapters. 

OVARITIS. 

The  abdominal  end  of  the  Fallopian  tulxj  is  normally  close  to  the 
ovary  nnd  comTuiuiicates  with  it  by  the  tubo-ovariau  ligament.  The 
utenHovarinn  ligiuneut  conncd'ts  the  ovary  with  the  uterus.  Rt^tween 
the  insertions  of  these  two  lig:\ments  the  ovary  is  joiurd  to  the  pos- 
terior fold  of  the  broad  ligament  by  a  broad  btise,  tlie  liilniu,  through 
which  pa.s.s  tlie  lymphatics,  bloodvessels,  and  nerves.  Above  the  liilum 
the  ovary  h  covered,  not  by  peritoneum,  but  by  germ  epithtlium,  bo 

1  Mariiti.     I>ie  KruukliL-itcn  der  Eikitcr. 
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cUk^,  whidl  fcnwi!  tlie  Graafian  frtlliclcs  and  from  which  the  ova 
Offigiaataw  Tt»e  :Auatomy  uf  the  ovarv  will  In;  cunsiderrd  further  in 
tfa^  dttptf^r^  on  iVNariuu  Tumors. 

Etiology  of  Ovaritis. 

Atlht<siou:$  between  the  tube  and  ovary,  espet^-ially  when  recent, 
MMltiUn  mnJiv  lyroph-vossels  ;  hence,  bacteria  ni:ty  linvt'  a  short  nrj^cs- 
8il>k»  nnJte  iVom  the  tube  to  the  ovary.  Aee<«r<iiu»:ly,  iiiflunitiiation 
of  the  ovary  is  usually  secondary  tn  that  of  the  tuln'S.  It  may,  lanv- 
eNtT,  tHxnir  indoix'tnlenth-  of  >ali>itigitis  by  extensii>n  from  di.slaut 
or||[nns  ihnuigh  ibe  lyiuph-  or  bl(^ofIve8sels  or  direetly  fr«»ia  the  peri- 
toneum.    Among  the  bacterial  exciting  causes  the  most  irequent  are 

1,  Homx'occus.  4.   Tubercle  bacillus. 

2,  Colou  bacillus,  5.   Pneinmx'occus. 

3,  StrepttKXMVUs  and  titaphylococcus.      6.  Typhoitl  bacillus. 

Modes  of   Infection. 

The  m<MU'?j  i»f  iuftvlion  are  l>y  the  bhHid-  and  lymph-currents 
thrt>U)fb  the  Immd  lipiuienl  uv  by  continuity  of  tisvsue  from  the  uterus, 
K»lK»pmu  tuliets,  l>owel,  i»r  |M»ritoiieum. 

Ooakpai%tiT»  Pathology  of  Acute  and  Chronic  OvaritiB. 


•i   V«u«tN  «^l*«*l«i«»  Iqt  rkVn^iiUi  fhxu  s<>mfi 

9Jm4mv  t«tt  v«\«*  «KH-«U\o  jrvUowtih  red  «nd 

trfrr—-- \<tb«^^4M  fttrm  iMv  r>r  uot 

A<  a  >  cojuirrlKittl  ovarllU 

I  HuMUi^t)  iuaUip«u>.4Uk«lur*mi»— Intpntitial 

rV^itx^^^uM    dc^ut«mtv<l    lUMt 

i  >a  about 

(  d«rpn«- 

«^v,t  .  «•«  lurf'ld  fKiin 


4.  In  «  enr|MM 
»,«  OMttr:  «•.  in 


Chromc  Ovahitis 

1.  Usually  develops  fruju  itculc  <iv*ritl«. 

2.  Ovarlea  at  first  swollen  nati  hard  ■.  later,  sur- 

face uneven,  noiKilur,  wnd  tystii'.  Crt«»- 
nectiori  shows  nuuientus  small  cyHtlc 
spaecfl.  Tunica  ulhi)glia>tt  hard  iind  icar- 
like.  Adhe*t«Mis  from  perl-ovarltliiuotun* 
I'ommon. 

8.  Interstitial  rcmm-ftivc  ti»TOC  Increiued— 
lnter»titlnl  ovaritis. 

4.  S»iof. 

ft.  Superficial  epithvllum  dcf;enera(ed  or  «b- 
scnt.  Small  white  \t(*i\i^fi—c(frjn'r<i  ti/M- 
attite»—MUt]  t)emnrrhni7e!)  near  follkles. 
Ovary  bectmies  Hnmller  ftoui  eonrfftctJ«m 
of  coiinecUre  tissue.  Great  numtjem  of 
follirleB  niRy  be  filled  wlili  ihick.  t\irliid, 
bkxjily  fluid  or  m«y  tH'conie  oblittratt^J. 
ThlH  foUlc-ular  diMease  in  kntiw'ti  as  mifrit- 
ryitH,-  ilrijmcmtion,  and  Is  ii  conimoa  re- 
"Ult  tif  •i\oritls;  see  Im*Iow.  Tunica  alliu- 
j{lnei»  ihk'kfiied  and  may  h*-.  hyaline. 

«.  Saino. 

T,  Same. 

Si<e  Tubo-ovarian  AtMoeaa  and  Tubo-ovA- 

rlan  Cyst  under  Bal pi nxltii. 
TtiboovariHu  absceMt  fuund  by  Martin  18 

timet!  In  1  )•>  ovarian  abaceuet. 


au  V 
1  Ua)  > 

ar  bUUkliri 


M^u  buwrl 


«^  Kamv. 
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PhyBical  Signs  of  Ovaritis. 

The  physical  signs  cvf  uvaritis  are  tliese  : 

1.  ItHTease  in  sixe  of  ovarv. 

2.  TiMidernes?^  and  fiickcnjnij:  sensation  in  ovarv  on  digital  pressure. 

3.  Displacenu-nt  offivnry  fonimon,  usnally  Ijackwaril  to  cul-ile-sac 
of  Douglas,  and  conr^ctpu-nt  u|K>n  ivtrrtposilion  of  litems. 

4.  Ovary  ininiobilc,  if  adlierent ;  mobile,  if  not  adherent. 
See  phyjiical  signs  of  salpingitis. 

Symptoms  and  Diag-nosis  of  Ovaritis. 

Miiil  ovaritis  is  commonly  associated  vvitli  catarrhal  endometritis 
and  salpingitis.  Severe  ovaritis  is  usnally  complicated  with  pelvic 
jjeritonitis  and  snppnrative  salpingitis. 

Ovarian  abscess  is  difticnit  to  recognize  ;  it  is  characterlsied  by 
swelling  and  pain,  and  may  give  rise  to  general  sepsis. 

Mieroeystic  degeneration  is  associated  often  witii  amenarrhoea, 
dy8mcnorHio?a,  anci  sterility.  Sec  Chapters  LTII,  and  LIV.  The 
following  symptom-gronp  will  aid  in   the  diagnosis; 

1.  Pain  located  in  ovarian  region,  radiating  to  back,  thighs,  ischiatic 
nerves,  navel,  am!  breasts. 

2.  Fever — not  a  c-onstant  or  reliable  symptom. 

3.  Nausea  and  vomiting — fn'qnent. 

4.  Hemorrhage  from  uterus — not  uncommon. 

5.  Ill  severe  septic  cases  of  general  pelvic  infection  local  signs  are 
masked. 

G.  Recurrence — usual  in  chronic  cases. 

7.  Painfnl  defecation  and  frequent  urination. 

8.  Dysparcinii:i,  hysteria. 

In  rkronic  cffxri^  the  ovarj'  is  contnictcd  and  less  painful  on  press- 
ure. The  general  symptoms — ('.  e.,  chill,  fever,  nausea  and  vomiting — 
are  absent,  and  the  history  will  show  lortg-stiuitling  irritation  and  dis- 
comfort in  the  ovarian  regions. 

Differential  DiagnoBie  of  Ovaritis. 

OVAItlTlfl. 

1.  In   uncompliPfltcd   nviiritis   Inflniunintory 

aigns  kwall It'll  in  i>\a.ry  and  shHrjily  clr- 

CUUlSfTllx'd. 

2.  OvATf  iisnally  mobile. 

OVARlTtS. 

1.  Ovttrj-  eDlanpred  miti  tender. 

2.  Pain  more  or  lc«!<  f'<iiii>tiiiU. 

3.  History  of  pelvic  liirt-rtlon. 

Ovaritis. 

1.  Commonly  bflatcrnl. 

2.  Tenrii*  to  li>calliM:'  in  pelvta. 
8.  Digestive  di.itiirhancos  secondar}'. 

4.  Absence  of  teiMliTticiss  at  McTlurney's  point. 

5.  Inflammatory  lofllitn  deep  in  pt'lvb. 

6.  Inflamed  organ   rcrottnizud  by  size,  form, 

and  relation  to  Fallopian  tube. 


I'KI.VH    PERrToNITtSt  AND  CF.LU'UTIS. 

1.  lumammatlnn  may  Involve  whok-  pvlvls — 
Ill-defined. 

•2.  Ovary  usnally  fixed. 

OVARIAK   yfcCKAljOIA. 

1.  Ovary  may  be  normal. 

2.  Pain  ineunfltant. 
S.  Nomic'h  blfitory. 

APPENtUCtTtB, 

1.  fonflned  to  right  side. 

•2.  Tend*  to  involve  abdominal  cavity. 

3.  Primnry. 

4.  rjiUttUy  present. 

5.  Hiph  In  illae  (ip«c«. 

B.  Ovary  oflt-n  rcctignlzed  by  Wmannal  exam- 
ination tiK  liehiK  8«|)arateaad  distinct  from 
Inniunmatory  area. 
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Treatment  of  Oraritis. 
Tlie  treatment  will  be  fouud  in  the  two  following  chapters. 

PBLVIO  PERITONITIS. 
Pathology  and  Deeoription  of  Pelvic  PeritonitiB. 

The  two  prinelivil  tonus  of  peritonitis  are  : 

1.  Plastic  or  ailhosive  wntouitis. 

2.  Kxiuhitivo  }H'ritonitis. 

Tlu'  two  forms  usually  ixrur  together.  The  plastic  form,  however, 
has  hit'u  ohsorvtHl  with  littlo  or  no  exudate.  In  addition  may  be 
nu'Utiou»Hl  tuberi'ular  |HTitonitis  and  pachyjieritonitis. 

PlaBtio  or  Adhesive  Peritonitis.  The  formation  of  adhesions  tends 
to  shut  ofl*  and  Ux'alii'.o  the  inflection  and  to  prevent  it  from  extending 
to  the  general  iH»ritoueum  ;  the  infection  is  thereby  limited  not  only 
in  extent  au<l  (|uautity,  but  its  force  is  spent  within  narrow  limits. 
Within  these  limits  the  pnwess  may  be  very  intense  and  the  part  may 

Figure  172. 


tUutil  Hi)il  I«'I1  |>yiNtalpiux.    UiRht,  adhcsioiisi  between  ovary  and  pus  tubes  and  between  pus  sac 
aud  posterior  pelvic  wall.    Schematic.i 

be  sju'rifuMHl  for  the  benefit  of  the  whole.  See  remarks  on  Acute 
lutlaunuiitiou  aud  the  Significance  of  Inflammation,  in  Chapters  X. 
and  X  I  X.  The  maximum  of  exudate  with  tlio  minimum  of  defensive 
adiieoiou  i'<  daugortuis ;  conversely,  the  mininiuni  of  exudate  with  the 
luavimuiu  of  adhesi<m  is  relatively  safe.  Adhesions  may  slowly  Ik; 
iuNtkeu  up  by  movements  of  the  intestines  and  by  alisorption,  or  they 
uu  V  beetuut*  firm  aud  permanent;  hence  the  or;»:aTis  may  strongly  be 
lua(t\Hl  l»»gt»lher,  with  resultant  displacement,  stenosis,  stricture,  occlu- 
M%^»*,  aud  kinking;  then  peristalsis  is  impeded  and  niitriti<m  .suffers. 

Theiv  \\\i\y  bt»  at  different  points  accumulations  of  pus  walled  off 
tY\NW^  the  gtMUMid  |MM*itoneum  by  adherent  intestines  and  other  viscera. 
U"  *Ne  jH^ritonitis  becomes  general,  it  is  usually  fatal.     The  strong 

»  Martin.    Die  Krankhciten  der  Eileitor. 
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tendency,  however,  is  to  protect  the  general  peritoneum  by  adhe&ions 
between  the  peritoneal  surfaces  around  the  inflamed  area,  and  thereby 
to  limit  the  disease.     See  Localized  Infection,  Chapter  VIII. 

FlGUBK  178. 


Right  aud  left  pus  tabes  adherent  to  one  another.  Right  tube  adherent  to  vermiform  appendix. 
Left  tube  adherent  to  uterus  and  rectum.   Schematic.' 

Pelvic  peritonitis  usually  begins  with  perimetritis  or  perisalpin- 
gitis, the  infection  having  reached  the  peritoneum  from  the  uterine 
or  tubal  mucosa.  Sometimes  the  origin  is  extra-pelvic;  in  such  cases 
the  uterus  and  uterine  appendages  may  not  be  involved.  The  dis- 
ease, especially  in  connection  with  gonorrhoeal  salpingitis,  is  very 
common.  The  frequent  r€»currence  of  acute  local  exacerbations 
furnislies  a  familiar  indication  for  the  removal  of  the  uterus  and 
the  uterine  appendages. 

The  exudate  consequent  upon  infection  of  the  peritoneum  may  be 
serous  or  purulent ;  it  may  or  may  not  be  mixed  with  blood.  Pro- 
tective adhesions  often  include  numerous  jMirtitions  through  the  in- 
fo<;ted  parts;  hence  several  distinct  collections  of  fluid  may  be 
formed.  These  (Collections  are  sometimes  serous  in  one  part,  puru- 
lent in  another ;  the  whole  may  form  a  tumor  filling  the  pelvis  and 
the  lower  part  of  tlie  abdomen,  and  having  the  appearance  and  many 
of  the  phy.siciil  signs  of  an  ovarian  eyst. 

The  fluid  may  be  absorbed  or  may  break  into  a  neighboring  organ. 
In  tlie  latter  way  comninnications  may  be  formed  between  the  pelvic 
cavity,  and  the  l)o\vel,  bladder,  or  vagina.  Sometimes  the  pus  finds 
its  way  to  the  cutaneous  ><urface.  Accumulations  are  most  frequent 
in  the  pouch  of  Doui^las.  The  micro.scopic  findings  show  a  few  round 
colls  in  the  serous,  numerous  pus-cells  with  a  few  red  blood-corpuscles 
in  the  purulent,  and  uunicrous  white  and  red  blood-corpuscles  in  the 
hemorrhagic  collections. 

Exudative  Peritonitis  is  the  result  of  infection  which  does  not 

'  Martin.    Die  Kmnkheitcn  der  Eileiter. 
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strongly  tond  to  jn-ovoki.'  dcfi-nsive  iictiou,  and  is  therefore  iiiore 
liaiile  thatj  tlic  jjlaritic  variety  Lt>  become  general ;  for  this  reason  it  is 
more  ilaiigerous. 

Tubercular  peritonitis  is  of  freijueiit  oeciirrenee,  and  usually  is 
eharueteri/Anl  liy  small,  sonietiuu^'*  niimite,  j>early  tiiherele.s  or  poiiiLs 
sraUerc"!  over  the  peritinieuni. 

The  I'ssfiJlial  nutnc  is  iho  hucilliis  tiibcreulosis.  The  source  uY  the 
ialWtitnj  is  usually  tiilK-rrular  ulceratidJi  of  the  bowel,  ^cueml  tuber- 
cutoHirt,  or  JiM-alizetl  luherriihtsts  (if  the  Fallopian  tubes  or  other  pelvic 
viscera.     The  <lisease  is  nu^ely  primary* 

The  pathohiftf  diflers  from  that  of  ordinary  peritonitis  in  the 
following  jjartieulars  : 

1.  The  pei'iiietniT  is  studded  with  miliary  tuberculosis,  of  which  the 
tubercles  tjiay  ap(>oar  hirge  and  euseous. 

2.  The  Huid  exu<lale  (serous,  hemorrhagic,  or  purulent)  appeal's 
later^  anil  in  numerous  places  may  be  encysted. 

."J.  The  jji'ritoueat  visceni  usually  are  matteil  tttgelher  by  adhesions. 

4.  The  mesenteric  glands  may  be  enlarged  and  paljmble. 

5.  The  bowel  may  heeouie  }KTforatetl  or  olistructed. 
Pachyperitonitis,     orirntimes  tiu*  jM^ritimeum  is  much  thickened 

and  supplenjented  by  the  fornuitiuu  u|)on  its  surface  of  new  meujbmnc, 
whii;h  gives  it  a  Iciithery  appearance.  The  vessels  in  this  new  mem- 
brane early  rupture  with  circumscribed  hemorrhage.  This  is  called 
ptwhyper'ttmuiis. 

Sjrmptoms  of  Pelvic  Peritonitis. 

The  symptoms  in  tiie  acute  stage  vary  im-gularly  with  the  extent 
of  ifu.'  rlisease.  They  may  be  slight  or  absent;  or  may  include  great 
|«(iji,  nausea,  lever,  abdominal  distention,  retraction  of  the  thighs, 
anxious  faeies,  and  great  nervous  depression.  The  greater  the  ten- 
ileuey  of  the  p<'.ritonitis  to  become  genoml  the  more  aggravated  will 
be  the  Hym[»toms.  The  sympt<ims.  lnjwever,  are  sometimes  altogether 
disprojfortiuuate  to  the  gravity  of  the  iufectitui.  Suppurative  salpin- 
gitis, es[M'eially  rupture  of  a  pus  tube,  is  most  likely  to  cause  dangerous 
peritonitis.  The  greatest  discomfort,  pain,  and  disturbance  of  function 
in  I  he  pelvis,  esjiecially  about  the  rectum,  uterus,  and  bladder,  may 
eorne  from  mechanical  causes,  such  as  tension  on  bauds  of  adliesi<m 
and  j>ressure  and  traction  upon  the  inflamed  iKM-itoneum. 

iSterility  in  tliese  cases  is  ex[»Iaine<l  by  the  hostile  influence  of  the 
.m-eretioiis  of  the  inflamed  tul»e  upon  the  impregnated  ovnm  or  s{>er- 
matozoa  ;  or,  if  the  tube  has  clos<'d,  by  the  mechanical  interrupti<ui 
of  their  [Hissagc  through  it ;  or  by  the  failure  nf  the  Graafian  follicle 
lo  rnpture  through  the  thickened,  tough,  chronically  inHanu'd  ovarian 
ct>rlex. 

'V\w  diniint'tive  ttt/mpUunx  of  tuhriTiihtr  perUonit'iK  are:  1,  gradual 
onset ;  *i,  diffuse,  not  severe,  [tain  in  the  .abdonien  ;  3,  febrile  condition 
irregnlar  ;  4,  rapid,  often  irregular,  pulse  ;  o,  constipation  iir  diarrha?a, 
with  metc(>nsni  ;  fi,  sweating,  general  malaise,  relapses,  and  remissions. 

The  Hprrinf  Inrnl  slfftjjif  of  i nherculur  pcritouitiji  are  :  1,  enlargement 
of  the  altdomen  ;  2,  local  or  general  tenderness  on  pressure  ;  3,  mescn- 
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teiT  glands  sometimes  palpable ;  4,  dulness  on  percussion  over  in- 
volved areas. 


DiaffnoEds  and  Differential  DiasnosiB  of  Pelvic  PeritonitiB. 

The  diagnosis  and  differential  diagnosis  have  substantially  been 
given  under  Pelvic  Cellulitis,  Salpingitis,  and  Ovaritis. 

Treatment. 

The  treatment  of  pelvic  peritonitis  will  be  found  in  the  two  foUoW' 
ing  chapters. 


CHAPTER  XXII. 

NON-SURGICAL  TlihLVTMKNT  OF  SALPINGITIS,  OVARITIS, 
AND  PELVIC  PERITONITIS. 

The  non-surgical  treatment  of  inflammation  of  the  uterine  appen- 
dages is  : 

1.  General. 

2.  Local. 

1.  G^eneral  Non-siirsrical  Treatment. 

The  treatment  of  the  miltler  a<lnexttl  inflammation,  when  early 
recognized,  is  largely  the  siimo  as  that  of  the  causative  endometritis. 
Quiet,  frequent  rest,  ju<licious  active  and  jwissive  exercise,  avoidance 
of  sexual  excitement,  regulation  of  the  bowels,  nutritious  and  non- 
stiraulating  diet,  and  the  prohibition  of  tea  and  coffee  in  neurotic 
<^»s«cs,  are  among  the  n)Utine  measures.  Repeated  examinations  and 
tR«tinonts,  especidlly  rough  palimtion  of  a  sactosalpinx,  may,  as  stated 
nwlcr  Diagnasis,  prove  dangt^rous. 

Medical   Treatment. 

In  «<nito  cases  pain  may  be  relieved  by  oj>ium  and  its  derivatives  : 
>mt  tWv  mask  the  symptoms  and  check  the  secretions,  and  are  there- 
<rt?r  in  *  dt^rtv  <H>n*traindicated.  The  occasionnl  j)raetice  of  locking 
'  ■  ^j^  |y"*wols  and  pnn-enting  peristalsis  by  the  free  use  of  opiimi  has 
4«s*x>  Sivii  ;dwmloned.  Ou  tlie  eontniry,  nithor  active  elimination 
-»>M^V  l)x^  Knvels  and  kidney  has  become  tlic  more  necepted  practice  ; 
-w.-.k'  tv^^N^^stilwting  mlliatives  usually  arc  substituted  for  opium. 


fT;  tHi^v  :V  »>v»l-tar  derivatives,  chloral  hydrate,  hyoscyamus,  and 
■u  vjo-iwxv  ari^  among  the  nion'  useful  an<l  least  objectionable. 
^^''"tv-^^tv-  x>»h^'t^|4M»te  reixntted  in  half-grain  dos<s  is  perhaps  the 
*■**  \A-<«v  of  the  prtMvirations  of  ojjiuin.  Sjiould  the  nervous 
*^^  .**.^  n^N^-'ttsitwtc  and  demand  the  more  dependable  niorjihine, 
-..•,„...*.s^^^^        ^.^H  may  be  overcome  by  the  ad<lition  of  an  e(pml 


^v.vf^>x^;iu. 


rv   ,'J>eu  well    secured   by   means   of  rectal    enoniata 

.Js<.^^-i>«   sulphate,  glyct»nn,  or  spirit  of   turpentine,  as 

-v...*ti    VIU..  or,  if  |K>sitive   pur«:in<r  be  re(|nired,  by 

...s  '.V  *-   .^thartio.     One  may  use  to  a<lvanta^r,>  ivjuated 

r!^       ."».--»^*"f  i^rain  in  each,  followed  by   IJochelle   j-alt, 

"  ^v  >^    ,1  .  .tritio,  or  some  other  ap|>ropriat<'  saline,     'i'he 

"^.   x.i  .j,„-.i,irtio  and  diurt^tic.      When  the  stomach  will 

V    ».«*iirtios,  a  grain  of  calomel  may  be  j)ut  uj)on 
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the  tongue  every  hour  until  the  bowels  act.  A  very  high,  retained 
enema  of  four  ounces  of  the  saturated  solution  of  magnesium  sulphate 
oft+'U  gives  prompt  reh'ef. 

There  is  a  form  of  chroiiie  bilateral  aJiU'xal  disease  wiiioh  swircelv 
goes  beyond  irritation  and  congestion.  This  is  referred  subjectively 
to  the  region  of  the  oviinos.  It  is  quite  common  among  nervous, 
overwrought  spinsters  ami  girls,  is  usually  asstxnated  with  nervous 
irritability,  is  sometimes  transient,  often  intn»etabk\  seldom  dangerous. 

Overwork  and  overexeiteiucMit  tVom  study  or  social  requiivmcnts, 
and  es[>e<*ially  music,'  by  the  physical  strain  of  practice  and  by  the 
power  of  music  to  excite  the  emotions  at  the  tlevelopmental  peri*rxl 
of  pulKTty,  are  potent  and,  among  the  higher  classes,  common  causes 
of  ovarian  irritation.  Many  a  hopeless  neurotic  invalid  may  in 
mature  life  date  her  invaHdisiu  from  meutid  and  emotional  strains 
at  the  time  of  puberty. 

Tiie  treatmrnt  of  the  somewhat  intangible  irritation  outHne<l  above 
is  mainly  hygienic  and  moral,  and  largely,  therefore,  belongs  to  inter- 
nal medicine.  It  shotdd,  however,  be  rather  regidative  titan  medic- 
inal. Unsatisfied  sexual  requirements,  cctuscious  or  unconscious, 
demand  that  the  attentittn  be  drawn  away  from  the  re]>rodiictive 
organs.  If  the  patient  has  rea<'lied  the  proper  age,  marriage  may  l>e 
indicated.  Otherwise  let  there  Ix'  a  change  of  environment  and  pro- 
motion of  new  interests.  A  careful,  all-around  e.vatniiiation  may 
show  some  causal  and  removable  extra-pelvic  ianlkin  the  patient  or 
her  environment.  There  will  often  be  found  disturbance  of  the 
heart,  liver,  i>r  kidney,  or  intestinal  indigestion;  such  disorders  may 
explain  the  impeded  circulation  upon  which  the  ovarian  irritation 
largely  <lciK^n<Is.  There  is  uatially  an  associated  mild  endometritis, 
which  yields,  if  at  all,  to  systemic  treatnient.  The  useless  sacrifice 
of  countless  ovaries  in  this  class  of  ciist^s  is  a  reproach  to  surgery. 
Menorrhagia,  a  frequent  result  of  tins  condition,  is  well  treated  by 
ergot,  prefenibly  given  in  rectal  suppositories,  five  to  ten  grains  every 
eight  hours  imtil  tlie  flow  is  controlled. 

Skene  recommends  for  menorrhagic  and  neurotic  cases  the  con- 
tinued use  of  the  fluid  extract  of  hydrastis  in  thirty -dro(i  doses,  and, 
as  needed  fftr  nervousness  and  sleeplessness,  twenty  to  thirty  grains 
of  sodium  bixjmidej  to  be  given  well  diluted  at  bedtime,  and  repeated 
if  necessary,^ 

The  medical  treatment  not  only  of  the  above  form  of  ovarian  irri- 
tation, but  of  chronic  aduexal  inflammation  in  general,  includes  the 
judicious  use  of  tonics,  laxatives,  alteratives,  and  hypnotics.  It  must 
conform  to  the  genenil  principles  of  internal  niedtciue,  and  differs  in 
no  essential  point  from  the  general  treatment  of  the  extra-pelvic 
inflammations. 


Local  Non-surgical  Treatment. 

Reposition   and   retention  (tf  the  displaced  uterus  by   mechanical 
support  may  open    u(v   the   collapsed    uterine  or   tubal   canal,  secure 

'  Lawson  T«ilt.    nieeiiaea  of  the  Oviirica,  p.  90,  US3. 
•  Medical  OyneooloK'.  p.  230, 
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ilrainage  uf  retained  secretions,  and  by  overcoming  traetion  on  the 
blotxKvssi'ls  niMV  n^lieve  enngestitin.  Tlie  priiiit'  indicati<m  to  restore 
the  IjaltiiK-e  of  cirriihition  is  therefore  often  fiiltilled  l»v  nicchaniiid 
siipjKjrt.  S])t'ri:»l  Mltcnlioiii,  however,  ii^  direettMl  to  tht*  rontraiinli- 
catioiis  of  thf  jM-ssiiry.  ins  laid  down  in  Chapter  XLVII. 

Cathrterlziition,  probing,  and  direct  treatment  of  the  Fallopian 
tubes  through  the  uterus  have  been  proposed,  and  may,  pprhai>s, 
when  these  orjrans  are  dilated  by  disease,  be  ikkssI hie ;  but  the  j>ro- 
cedurr  is  useless  and  thiiit^erous. 

Cold-water  coils  or  the  rubber  ice4>ag  applied  to  the  aMomen,  the 
application  f>f  a  larj^e  blister  to  that  jtart  of  the  hypo«rastrinin  whieh 
lies  over  the  seat  of  maximuui  paiu,  and  the  free  use  of  leeches,  are 
very  servieeable,  espeeially  in  the  abortive  treatment  of  acute  cases. 
At  least  ei^ht  leeches  should  be  applied  :  one  or  two  are  useless. 

The  local  treatment  of  ehrouie  adriexal  inttarnmation  has  for  its 
chief  ohjeet  tlie  f(uiekeniii<;  of  the  pelvic  cireulution  and  tlie  promo- 
tion ofahsorption  i>f  morbid  pnxJnets.  It  includes:  1,  the  hot-water 
vaginal  douche  ;  2,  the  vaginal  tamponade  of  lamb's  w<nj1  saturated 
witli  glyceriiv  or  glycerin  and  iehthyol  ;  ;J,  the  hut  liip-pack  ;  4^  elec- 
trieitv  ;  5,  massage, 

Tht'  hof-wahr  vag'uutf  douche  and  the  wool  vaghml  tnmjionude  are 
dc!aeril>ed  in  Chapter  IV. 

t  Hot  Hip-pack. 

The  hot  hip-jxiek  is  a  most  efficient  i\>vn\  *if  iiydrotherapy.  The 
application  of  it  is  as  follows:  Ijet  an  ordinary  sheet  be  folded 
lengthwise  into  several  thicknesses,  so  thai  its  widtli  will  reach  from 
the  umbilicus  to  the  middle  of  the  thighs.  Let  this  be  made  into 
a  ndler  liaiidsige,  dipjK'd  in  very  h(*t  water,  and  wrung  £ls  nearly 
dry  a.s  iiossible,  prclemhly  by  a  clothes- wringer.  Pass  this  Imndage 
sevenil  times  around  the  pelvis,  so  as  to  envelop  the  zfuie  from  the 
umbilicus  to  the  middle  of  the  thighs.  Cover  it  with  a  dry  sheet  and 
let  the  jKitient  he  in  it  for  thirty  minutes.  It  is  well,  in  onler  to 
retain  lire  fieat  as  long  as  jxjssible,  to  place  between  the  wet  and  dry 
sheet  a  nihlicr  sheet  or  a  rubber  bag  of  hot  water.  The  juick  shonhi 
be  repeati'd  <laily,  or  twice  daily,  according  to  the  tolerance  of  the 
patient.  An  tn-easional  tibjeetion  to  its  use  is  its  tetidency  to  cause 
profuse  menstruation.  The  treatment  is  a  most  etlieient  means  of 
stimidating  the  jiclvic  circulation,  and  therein-  of  promoting  absor]>- 
tion  of  morbitl  ijr«Mlncts,  Chronic  constipation,  pelvic  pain,  dysmen- 
orrham.  and  other  functional  disturbances  i^ften  give  way  promptly 
under  its  iuilneiiee.  As  a  result  of  such  treatment  the  disorder  may, 
however,  lapse  into  subacute  ovaritis  with  sometimes  eonstaut,  sorae- 
tiines  remittent  symptoms. 

Electricity. 

The  galvanic  electrode,  even  with  light  dosage,  tias  re|>eatedly  cfMised 
extensive  destrnetion  and  eicatrieial  contriiction  in  the  genital  tniet, 
especially  in  the  upper  piirt  of  the  vagina.    Tlie  intra-uierine  electrode 
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nful  ami  *4\en  intolerable.  The  occasional  dangenius  infection 
f<jllowliig  it.'i  ust^  is  pnfvt'fljjal.  Tfic  Ikniciic:  current  is  used  as  a  form 
of  deep  local  riiassa<2[c.',  and  the  galvanic  I'or  its  stipjmsed  resolvt'ut 
effects.  Both  are  said  to  promote  ab-sorption.  TSie  elect ricjil  trcat- 
ntcnt  of  |>elvie  intlaniniation,  after  a  long  and  Jaithful  trial,  has,  in 
the  autliorV  hands,  proved  itself  iicitlicr  iu  safety  nor  efficiency  equal 
to  the  promise  of  its  devotees. 

Massage.  ^ 

Pelvic  massage  for  chronic  inHamination  around  the  uterus,  a 
treatment  develo[>ed  by  Tlinre  Bnindt,  is  one  of  the  most  effective 
of  t!ie  non-operative  local  measures.  Massage  is  indicated  for:  1, 
f  Ijc  reniivval  of  intlaninmtorv  exudates  ;  2,  the  breakiii^r  up  and  stretcfi- 
iiis^  of  adhesions  ;  ,'i,  tlie  restoration  of  function  to  contracted  or  over- 
stretched ligaments;  4,  the  reposition  of  displaced  oi'gans. 

The  application  of  massage  unfortunately  requires  moiv  technical 
?kill  than  the  jiliysiciau  would  possess  unless  he  had  received  long 
and  special  prei»aratory  training;  the  application  of  it  therefore  must 
necessarily  remain  in  the  liantls  of  a  few  experts.  The  objection  coni- 
uioidy  and  strojigly  urgeil  jtgainst  (uassage,  that  it  may  excite  sexual 
reHexes  and  priHiurc  entile  feelings,  is,  generally  speaking,  in  this 
country  at  least,  jiroliibitory  ;  this  objection,  however,  |}rovided  that 
proper  methods  and  preniutions  are  enforced,  need  not,  in  selected 
leases,  have  great  force  ;  tliat  is,  properly  conducted  massage  in  a 
suitable  ease  sliimld  n<tt  provoke  erotic  feelings.  The  tendency  to 
erotic  excitement  would  nsually  be  counteracted  hy  the  discomfort 
which  the  manipulation  necessarily  entails  upon  the  patient;  more- 
over, a  subject  of  erotic  tendencies  wrvuld  ch^arly  be  unfit  for  the 
treatment.  Much  depends  upon  the  individuality  of  the  operat<ir, 
and  ujHtn  the  observance  of  an  invii>hible  ride  that  the  left  hand  and 
vaginal  finger  be  ke|>t  [>erfeetly  motionh'ss,  awav  from  the  clitoris 
and  against  the  po-iterior  wall  of  the  vagina.  Tlie  massage  is  done 
eniirety  with  the  right  hand  over  the  abdomen.  Obviously  the  treat- 
ment so  far  as  praciieabh'  shoidd  be  given  by  a  technically  trained 
Woman.  The  writer  has  fr>r  many  years,  with  gnitifying  results, 
entrusted  selected  cases  to  a  romjietent,  specially  trained  lay  nuisseuse. 

Action  of  Massagre.  Massage  in  the  pelvis,  as  in  other  regions, 
quickens  the  circulation,  prevents  stasis  in  the  lym()h-channels,  fur- 
thers resnr]Uion  and  retrogressive  metamorphosis,  gives  tone  to  tlie 
musclrs,  excites  muscular  .activity,  and  so  improves  the  nutrition. 

Indications  for  Pelvic  Massage.  The  principles,  uses,  and  indi- 
cations are  foinid  in  the  following  ctmditions  : 

1.  Wide,  liNise  adliesions  or  cicatricial  c*>rds  binding  down  the 
uterus  or  its  a[qiendages  in  abnormal  positions  or  locations, 

'  In  the  deacriiitlMti  of  f«.lvio  uiuHSiigL-  the  autlior  has  nuKk'  free  use  of  quotations  and 
«^ptatlonj4  from  tin-  fKllowinc  sonn-fs  ; 

BniU  Kleeo.     Huiidbook  of  Mftt^snRf,  FTnrtwcU's  tmnslfttlon,  WJ^l. 

ZleRinspeclc.    Ank'ltunR  znr  MHSHnm^lteliniidUinK  l>el  Fniufniplrten. 

Hiram  Vlii<-I.erj;.  I'tlvlc  Massage  in  (lynocologlcal  ruaei.  AuiertaaQ  Joarnalof  Obstetrius, 
pp.  m-VJ2,  IW.M. 

WiUiftin  n.  Ktimpf.    U>id.,  p.  37.  \m^. 

J«'nt2<»r.    <{vmnu'<(i«iin'  <;ynirn|oKi<|Uc. 

Numerous  fUnstratloti!)  rte&i(;nc(l  to  explain  tlie  munlpulatlouE  of  Brandt,  drawn,  with  some 
SKxIlHcatlorui,  from  the  Agtirea  of  Jentxer  and  Zictpiiupcck,  may  U:  found  iu  Chapter  XLVll. 
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2.  Chronic  residual  exmlates  op  infiltpates  of  inflaminator}*  origin. 

3.  Cii'itlrit'ial  contnt(*tion>. 

4.  DispitieL'titeiit  **f  the  utoriis  due  to  iIk-  above  causes  or  to  atony 
of  the  muscular  nm\  lijL'atiieiJtous  supports'. 

MtMiorrluigia,  nit'tntrrhajris^  anionorrlm^a,  and  dysmenorrlicen  ai^ 
ayuiptiims  tlrat  may  vtmn^  from  a  \vu\v  vari«  ty  of  di.-^ea.^cil  coiulitioiis. 
Sttme  of  tln'si'  L'diHlitiouri  are  iiidieation^  and  houif  are  oontniindira- 
tions  fi>r  nmssij^e.  It  is  useful  for  tire  relief  of  pain  and  f<fr  some 
pelvic*  Jieurose.-.,  sui'li  as  the  pain  liiat  4H'enis  in  |(h' eellulitisiof  SlarH'er. 

Contraindications  for  Pelvic  Massage.  Numerous  disapiKiint- 
ing  and  disastrous  results  have  followed  the  nse  of  pelvic  massage; 
they  have  all  been  eifuserpjcnt,  however,  ujxm  faulty  techni<jue  or 
faihire  U*  exclude  unsuitaljle  eases.      The  eotitraindieations  are  : 

1.  A<'Ut<'  inriamu)at(>rv  conditions  of  the  nlcnisand  its  ap[>endages, 
esj>eeially  jM.'rinietritis,  and  Fallopian  tubes  enlarged  friiiti  pyi>salpinx. 

2.  Aenle  parametritis. 

3.  Malignant  disease,  tiibereulosis,  syphilis,  gonorrhrpa,  and  preg- 
nancy. 

Menstruation  is  not  necessarily  a  eontraiudieation  :  in  fact,  the 
treatment  will  often  he  found  at  that  time  most  licnefieial  for  the 
rclief  of  dysnienorrho'a. 

It  is  clear,  from  what  has  Ikm-u  said,  that  the  first  aud  most  impor- 
tant point  to  be  considereti  in  pelvic  massage  is  the  diagnosis.  Unles.^ 
the  conditions  within  the  jxdvis  are  aeenrately  known,  or,  at  least, 
uides.s  it  is  possible  to  exclude  infection  aud  suppuration  of  the  tubes, 
the  treatment  is  coiitmindtciitcd. 

Technique  of  Massage.'  The  pjitient  lies  with  her  hips  resting 
on  the  end  of  a  low  eoueh,  with  the  thighs  and  legs  flexed  an<l  the 
feet  renting  on  a  chair  placed  about  a  f(K»t  from  the  end  of  the  couch. 
The  ofwrator  sits  at  llie  left  of  the  patieut,  ami  introtluees  one  or, 
better,  two  fiugers  of  tlie  left  liand  into  the  vagina,  )>assing  his  arm 
under  the  left  knee  of  the  jiatient.  The  sole  purpose  *if  the  lingers 
in  the  vagina  is  to  raise  or  Hx  the  parts  to  lie  treated.  As  ali'^eady 
stated,  tlie  massage  is  given  enlirely  with  the  right  hand. 

After  having  intr<Hlueed  the  rtngers  of  the  left  hand,  the  right 
hand  is  placed  (tn  the  abdomen.  It  is  passed  froiu  above  under  the 
skirts,  which  have  previously  been  loosenetl  at  the  waist.  The  mas- 
.sage,  which  consists  ol'  circular  motions  in  the  *lircction  of  the 
venous  circulation  of  the  organ  to  l>e  manijvnlated,  is  now  Ix'gun  ; 
gently,  in  the  snrroiin<linsxs  <*i'  the  diseasetl  part;  antl  when  the  (irst 
tcnderne.»is  has  disap|K*ared  is  continued  more  heavily,  with  short  in- 
tervals of  rest;  it  is  diseontinnc<l  gently  as  it  was  begun,  atul  is  finished 
by  a  few  short  vibriitory  motions  of  the  hand  placed  flat  on  the  alxlo- 
nien.  This  procedure  should  be  re|H^atetl  for  about  ten  ntimites, 
daily. 

An  itnpt>rtant  factor  in  jR-lvic  niasvsage  is  the  contractility  of  the 
iiteniR.     Arendt*  and  other  investigators  have  shown  that  any  uterus, 

.    »  Adaittcd.  with  mlmir  chatiRvM.  fr«>m  Rumpf.      AtnuricAn  JoumnJ  «if  olail«trie«,  W»5.  vol. 
I«xi  p.  ."T?- 

■  Arriidt.    CoDtTmctllUy  of  t)ie  Uterui.    TrMisActlotu  T«ath  laUsroaUaoAl  Modlctl  CongrtrM, 
BcrUmMO. 
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af^er  being  manipulated  for  some  time,  will  contract.  This  is  illus- 
trated most  strikingly  in  the  puerperal  uterus,  but  it  is  noticed  very 
frequently  during  the  massa^  of  a  non-puerperal  uterus.  It  is  easier 
to  map  out  from  its  surrounding  a  hard  uterus  than  a  soft  and  flabby 
uterus.  Narcosis  in  the  examination  of  patients  to  verify  diagnosis 
may  be  dispensed  with  in  many  eases  by  the  use  of  massage. 
The  patient  is  really  being  examined  during  the  whole  time  of  the 
treatment. 

The  rapid  circular  motion,  by  removing  congestion,  helps  to  relieve 
tenderness.  If  the  massage  is  l>egun  around  the  sensitive  part,  the 
patient's  attention  is  diverted  from  the  pain.  The  hand  is  grad- 
ually pressed  more  deeply  into  the  j)elvis,and  at  each  treatment  some 
thickening  or  adhesion  may  be  discoveretl  which  was  not  apparent  at 
the  previous  examination.  The  jmin  which  makes  it  difficult  accu- 
rately to  outline  the  organs  at  the  first  examination,  may  itself 
be  an  indication  for  the  massiige.  It  is  astonishing  how  much 
relaxation  may  be  obtained  in  a  few  minutes  by  the  use  of  gentle 
massage. 

In  all  cases  complicated  by  chronic  constipation  the  treatment 
should  be  concluded  by  circular  movements  for  a  few  miinites,  along 
the  ascending,  traiisversc,  and  descending  colon,  liogiilatitui  of  the 
bowels  relieves  jx'lvic  congestion.  In  many  cases,  says  Rumpf,  '*  the 
tamp(jn  gets  the  credit  when  the  cathartic  pill  deserves  it." 

Brantlt  had  better  success  than  his  disciples,  Iwcause  ho  laid  much 
stress  on  gener.il  treatment,  and  especially  on  Swedish  gymnastics, 
which,  carried  out  i)r()perly  and  scientifically,  will  always  l>c  of  mate- 
rial use.  If  the  nractitioner  is  not  prepared  to  direct  these  exercises, 
he  should  place  them  in  the  han<ls  of  a  competent  medical  gymnast ; 
they  form  a  si>ecial  branch  of  study;  the  acquirement  of  a  proper 
knowledge  of  this  ijymnastic  work  would  re([iiire  many  months  of 
practiced  training. 

In  conclusion,  it  may  be  emphasized  that  pelvic  massage,  though 
not  a  |)anacea,  is  a  rational  theraj)eutic  agent,  and  is  applicable  for  the 
relief  of  many  conditions  that  have  been  a  re|)roaeh  to  gynecology, 
conditions  for  which  there  is  no  other  equally  go<Hl  remedy.  In 
many  instances  it  will  take  the  place  of  unnecessary  and  formidable 
surgical  operations  that  without  it  might  be  the  only  and  the  rather 
dubious  alternatives  to  unrelieved  sutlering. 

With  the  following  general  precautions,  massage  is  a  relatively  safe 
remedy.     In  brief — 

1.  Be  certain  of  th«^  diagn<»sis,  at  least  so  far  as  to  exclude  the 
contraindications  of  acute  inflammation,  suppuration,  and  malignant 
disease. 

2.  Insist  tliat  a  sullieient  time  shall  have  passed  between  the  last 
active  inflammatory  process  and  the  beginning  of  treatment. 

3.  Begin  all  massage  gently  and  over  a  spact;  wider  than  that 
directly  aflectcd  ;  as  \\w  >eu>itiveness  decreases  gradually  concentrate 
on  the  parts  to  be  (',-|tc('iaIly  treated. 

4.  Do  not  attempt  actual  teusiou  or  stretching  of  adhesions  until 
the  tissues  arc  j)rcpan'<i,  by  previous  massage,  to  endure  it. 


:2»j<.  ryyscTPJXi  oFLiJOf .4  rro.v&  asd  alued  disorders. 

\  V*»  :k>c  dttviiipt  nfp««itu>a  *>£  or^ju^  antil  relaxation  and  tolera- 

».  V-  ••lit  M  jut\  '.ittw  'AW  •.'aus^nVto  of  severe  pain  ;  discontinue  the 
r^aitmuc  I'  'jttiii  ■^>uit>*  Be  >ii»atobtul  for  ct>ni plications  and  acci- 
&«4«i^  tiw  --^f^vMaily  ..•smciixi:^  in  oas*  rtf  extensive  perimetritic  lesions. 

".  K.r-i*  :iK'  >>u[r»i  tt  treaciuenc  at  l«u>t  under  the  direction  of  a 
».u4i.^uu(  :niv>>ii-*ait.  I:  is  <;!<s<euttal  that  one  specially  skilled  in  the 
,=;^*^^tt.«v:^  i*  .K'5<>ilnf  tii»»n>i»i  t.'vmiitroas  and  complications  !>e  alone 
.t^r.^;«^«:u  <«(n  tK'  ■tiaiii(ruladou&<  Ki>r  obvious  reasons,  it  is  desirable 
tftM    t%K    kuuti^Htiaiioits  be  uuule  bv  a  woman. 

■^  ■  >»^'u>  :uviiuM>  v,it"  rK»u-s4ur5CKtil  tn»atment  outlined  above  may 
,  ^  >\.-»4.c\i  •-!  ••iii»ivi!»>ii  H'lh  >«rv:k'al  trt-atmont:  for  example,  vagi- 
...    o^-  >.it »»   •»  i>dr».'*aiMiti.\.  roHowtil  by  efficient  local  massage  and 

s^.»  .;  ^*>K»iM»v  -r^ai'MctK  as  >*ouW  improve  the  patient's  resistance 
.v^-.o,  i*.>*  >'<ui  :"  cure. 


CHAPTER    XXIII. 

SURGICAL  TREATMENT  OP  SALPINGITIS,  OVARITIS,  AND 
PELVIC  PERITONITIS. 

When  the  disease  has  progressed  to  permanent  obstruction  of  the 
tnbe  and  the  formation  oi  pyosalpinx,  without  periodical  discharges 
of  pus  through  the  uterus,  and  especially  when  the  occasional  attack 
of  focal  peritonitis  proves  that  the  infection  is  not  constantly  confined 
to  the  tubes,  the  treatment  described  above  is  no  longer  conservative ; 
its  continuance  may  be  even  more  dangerous  than  the  most  pronounced 
operative  measure.  A  time  has  come  when  a  radical  operation,  even 
to  the  removal  of  the  diseased  organs,  may  be  less  dangerous  than  the 
disease,  and,  relatively  speaking,  therefore  becomes  the  conservative 
procedure.  The  inflamea  tube,  enlarged  to  the  size  of  the  finger,'  will 
seldom  return  to  its  normal  state  and  functions.  If,  togemer  with 
this  condition,  there  be  evidence  of  suppuration  or  great  focal  irrita- 
tion, the  indication  for  operation  is  clear. 

For  the  preparatory  treatment,  see  Chapter  II. 

The  oj)erative  treatment  of  acute  pelvic  inflammation  does  not 
differ  materially  in  principle  from  that  of  the  chronic.  It,  how- 
ever, more  frequently  requires  vaginal  than  abdominal  section. 

The  removal  of  the  Fallopian  tube  alone  is  called  salpingectomy ; 
that  of  the  ovary  alone  is  called  oophorectomy.  When  tube  and 
ovary  are  removed  together  the  operation  is  designated  as  oophoro- 
salpingectomy, or  salpingo-oopliorectomy.  Usage  reserves  the  word 
ovariotomy  to  signify  the  removal  of  an  ovarian  tumor. 

Routes  of  Operation.  There  are  two  recognized  routes  for  the 
operative  treatment  of  inflamed  uterine  appendages, — the  abdom- 
inal and  the  vaginal.  An  operation  by  the  abdominal  route  necessi- 
tates abdominal  section,  also  called  coeliotoniy  or  laparotomy.  An 
operation  by  the  vaginal  route  involves  vaginal  section.  It  is  often 
necessary  to  combine  abdominal  and  vaginal  section  in  one  operation. 

OPEBATIOM  BT  ABDOMINAL  SECTION. 

The  reader  is  referred  to  Chapter  V.,  on  General  Principles  of 
Major  Operations,  for  preparatory  medical  treatment,  for  the  tech- 
nique of  abdominal  section,  and  for  the  general  conduct  of  the  opera- 
tion. It  is  often  necessary  to  add  to  this  operation  a  vaginal  section, 
hence  the  imiMirtance  of  making  in  the  vagina  and  about  the  vulva 
the  same  aseptic  ])reparations  as  would  be  made  if  vaginal  section 
were  planned  from  the  beginning. 

Sometimes  the  inflammatory  exudate  has  extended  through  the 

1  Schauta.    Centralblatt  fllr  GyMkologic,  189S. 
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I>eritoneiui»  lu  tlic  subperitonetil  struotiiroH,  and  so  disorganiza.1  ami 
ilisguiseil  the  parts  us  tn  ri.-mlcr  tlK'rn  (lilllrult  uf  roc* ignition.  Under 
llu'.se  cdiiiHtioiis  luriful  disseftioii  is  lurtssyv,  in  <>|K*iiinjL!r  tUv  alulo- 
mcii,  to  av(H(l  tlu'  imtiirtuniito  accitk-til  oJ' oju-jiiiiMr  diivotly  thruii^h  the 
tbickenc'd,  k-atherv  iMTitoiicuim  into  an  adherent  bhulder  or  intestine. 

During  an  ojjeniiion  tlie  surrountliii^  peritoneum  should  be  pro- 
tecte*!  agiiinst  i»o,"*sib!e  rupture  of  tubal  or  ovarian  abscesses  by  the 
free  use  ol'  sp<iiiyis  so- placet)  as  to  absorb  any  eseapinjj;  fluid.  These 
tiljong-t^s,  if  contuiniiijitrd,  shimid  not  Itc  introdueed  int<>  the  cnvilv  a 
He<-ond  time,  but  should  be  removed,  laid  Mside,  and  eleau  sponges 
iisK'd  in  their  place. 

If  adherent  omentum  is  in  tlj(!  way,  it  may  be  separated  gently 
with  the  sponjyje — that  is,  ^pon^ed  off  fnm)  its  attaiihiuent.s.  If  not 
adherent,  it  may  be  piishe<.l  aside.  Any  bleeding  points  should  be 
seeJired  by  line  eatiriit  ligatures,  t<>rsion.  or  temporary  fon^ijiressure. 

If  the  case  l)e  siinplr\  with  n<t  adliesinns,  or  if  tlie  ailhesioiis  be 
few  and  easily  lu'tjkeu,  the  ojK'nititm  will  be  relatively  simple.  The 
index-tinker  of  the  left  hand  finds  the  fundus  and  posterior  wall  of 
the  uterus,  and  then  maps  out  the  di.S'Used  areas  in  that  region. 
The  hngerj  starting  IVoin  the  posterior  \vull  of  the  uterui^,  sweeps 
along  the  |)osterior  fitld  of  the  broad  ligament  on  either  nde  and 
examines  the  Fallopian  tubes  and  ovaries.  Tiiese  organs,  now  acees- 
til>le  to  sight  and  toueh,  may  lie  subjeetrd  to  any  neeessary  operation 
or  nmnipuhition,  See  Trendelenburg  Position.  The  ineision,  if  too 
short,  may  he  lengthened.  The  intestines  are  pushed  upward  and 
isolated  by  Hat  g:inze  or  s^^-a  s]>onges.  If  tliere  are  no  adhesi^ms,  the 
app<'Uilages  nuiv  be  lifted  gently  u\ti  mUt  the  wound  and  examined. 
The  surroiuuliug  (-xposed  parts  should  be  protected  by  gauze  ,-ponges. 
If  the  rem4ival  of  the  a[>pendages  is  necessary,  the  operation  i.s  per- 
fornnii  as  folio w.s  : 

Plaee  a  ligature  on  the  infundibulo-pelvie  ligament — /.  r.,  on  that 
portion  of  the  broad  lig-ameut  between  the  ovary  and  tlie  wall  of  the 
iH'lvis,  Plaee  another  ligature  on  the  other  end  of  the  liroad  ligament 
where  it  joins  the  uterus.  This  ligature  shouhi  not  inelude  tlic  Fallo- 
pian tube.  Tliesc  two  ligattu'es  largely  shut  tAY  the  ovarian  vessels 
and  render  the  remainder  of  tlie  operation  almost  bloodless,  (imsp 
the  tube,  ovary,  and  adjacent  portion  of  the  broad  ligament  in  the 
left  hanfl^  and  with  the  setssors  remove  them.  Ahj  the.sf  imrts  are 
severed  bleeding  points  may  i)e  secured  by  temiioniry  foreijiressure. 
If  any  of  tlie  tube  is  left,  the  result  may  be  im]>aired  by  the  eontin- 
iianee  of  physiologiea!  and  [mthological  pr(>ee>ses  after  the  operation  ; 
henee  tlie  necessity  of  earefully  dis.«^eetirtg  out  the  cornual  portion  of 
the  tube.  Fine  eatgut  lig:itures  are  now  placed  nf>on  any  bleeding 
pi>int  between  the  two  ligatures  already  tied,  and  the  eut  margins  of 
the  broad  ligament  wnund  are  whipped  4iver  and  togetlier  by  a  fine, 
running  eatgut  suture.  The  uterine  wonn^I  made  by  dissecting  out 
the  uterine  emi  of  the  tube  is  closed  Ity  interrnj>ted  sutures  or  by  a 
continuation  of  the  running  suture  just  described.      Figure  174. 

I  I'ropowd  by  Polk.  Cllniral  fivnec<ilnjry ;  Keatiu?  and  Ox-,  r».  37»;  by  Penrose.  American 
Journal  of  Obstitrics.  Auifiiiit.  1886;  tlii:  jM'ctiliar  BN.vc-mltcli  nhown  in  Flgurtt  156  was  sug- 
gested by  WatkiiiiJ,  Tnuuncilona  Ameriuan  Uyueculogical  Society,  1896. 
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Showing  the  glover's  slitr  1i  and  the  nicthud  of  iulroductiuii^ 


Author's  Operation.' 

An  iinpartaut  md^rification  of  tli<>  tuoluiiijiH-  ileserilx'tl  in  the  above 
j)araj^ra]>h,  wliich  tlit^  author  hus  used  for  two  years  witli  tlie  most 
satisfactory  results,  is  shown  in  Figures  17"j  to  17H.  Tliis  method  is 
suhstantialiy  tlie  same  as  tlie  one  sliowri  in  Figure  174,  execpt  that 
instead  oF  \vliip|nn^  over  the  margins  of  the  broad  lipunent  wountl 
l>etvv'ceni  the  two  li^jatures  on  tlie  ovarian  artery,  the  Jigjtment  is 
doubled  upon  itself  and  stitelied  too:ether  so  as  to  form  a  line  of 
union  at  riijfit  mifrles  to  tlie  one  just  ileseribed.  The  eflPeet  is  t() 
sliorten  and  strennftheii  the  broad  lij^ament,  and  thereby  to  seen  re  tlie 
litems  a^iinst  descent  anil  bark  ward  dis]ilaeetnent.  If  ttiere  is  ^Teat 
tendency  to  ileseeut  <ir  n-lro-jMisitioiij  the  round  htramerits  alsi)  may  be 
dniwn  into  tlie  broad  ti<5unent  wouml  and  shortenwl  by  inebiding 
them  in  the  l>road  li;r«i»it'nt  sutures.  Tins  method  is  es|K>eia1ly  appli- 
ciible  to  all  eases  in  wliieh  there  is  relaxation  of  the  [)elvie  Hoor  and 
consequent  deseent  of  the  |M]vic  nr<^ns.  It  rtbviates  the  neeess^itv  in 
such  eases  of  such  supplementary  o[ieratious  as  hysterorrhaphy  and 
vaginal  hysteropexy. 

Complications  in  the  Removal  of  the  Uterine  Appendages. 

The  (li^rufiit'H  and  datif/n-H  of  the  operation  may  be  so  great  as  to 
make  it  one  of  the  most  formidable  in  surgery.  Tlie  sp'eial  technique 
to  meet  the  varie<l  eouditions  of  crnive  jKdvie  inflammation  will  turn 

<  Pulili»lu-<1  ill  the  Clinical  Review.  April,  1902. 


Ilemoval  of  uterine  nppeiirlafres,  third  etep.  Traction  bf  two  basnosUltic  forceps  on  th» 
ends  of  the  broad  lienrrn-ni  woimd  ami  bv  a  leimruluoi  <m  tho  eentre  of  the  wound  show  how' 
the  wotind  is  to  be  foldc-d  iirwm  itself  nrxl  rlnsefl  ;  needle  Introduced  to  sbo^r  where  the  con- 
tinuous BUture  i»  to  iM!  pln*;e«I  for  closure"  of  llie  wound. 

tube  may  decrea«ie  the  risk  of  rupture.     Contact  of  the  pus  of  a  rupt- 
ured tube  with  the  peritonetun  may  have  no  senous  result*^  for: 


Romovttl  of  uieHne  ftppendRgcs,  finnl  step.  Wound  in  brnBd  Upumcnt  folded  Mwm  itselfanil 
doat'd  liy  ninniriK  catjrit  stiHires.  Additional  fine  catt'iit  fnitures  may  he  nsfd  if  neceasary  to 
perfect  closure.    Tills  Muturt-  m  hen  tied  vtill  ouiu{>lete  tiic  uporatfou  on  the  ligament. 

1.  The  fluid  may  hv  stfrile^  ami  therofon^  iiHTOcr'nt. 

2.  Eveu  thougli  infectious,  if  tintroiighly  washed  or  sponged  out, 


the  residue  of  septic  nuittor  may  \ye  tiiken  up  by  tlu-  jk  ritoneiim  ami 
thrown  otf  hy  the  or^^ins  of  elimination.  Tnc  (';»(«iciry  of  thr  |M'rito- 
neuiQ  to  Uike  earc  of  sm-h  Hiiiil.s  is  very  greal.  Tlie  roiidi lions,  how- 
over,  under  whii'h  it  thws  (>r  does  not  do  so  arc  not  fully  known.  See 
Chapter  YH-,  <hj  Dixunap'. 

The  coexistenee  of  [jyosalpinx  and  a  conimuuicatiug  parujnrtric 
abw^fK**  ch^rly  ren<lers  (he  ricaii  cnncleation  of  the  pus  sac  impos- 
Bihle.  AfttT  the  reiiioval  of  siK-h  a  tul>e  thf  purametrie  altsress 
caivity  mut^i  in  cvitv  ra.sr  hr  in  din>i-{  eMmiiuinifiitiiiti  with  tlu-  pelvic 
cavity.  A  fn^c-  •♦poniiig  from  th*-  ful-de-Kur  of  Douglas  into  the 
vagina  xind  eHective  gauze  drainage  by  that  nmte  are  ninv  desirable. 
If  j>oK^ihl<',  ihe  general  abdt>rnitial  • -a \^ty  .•should  be  t^lint  oflT  by  stitch- 
ing tin-  nmi'iituni  or  (H^rittujetun  uver  the  ahM-rss  '\vall.  If  there  be  a 
(Kiratnc'lrii"  al).>^^■^'^s  |mreaml  sini}*to,  willittut  tubal  (tr  •►tlu-r  rcmneetitms, 
the  jHts  is  much  better  evaeuated  an<l  drained  tliroiigh  the  vagina, 
Tlii-*  Wduld  involve  tlie  nhandonment  of  the  abdominal  route  and  the 
Hibf^litiaitm  of  the  vaginal.  In  j^ome  cuh'-s  even  with  tubal  eon- 
nJM'iions  the  vaginal   nuite  may  be  prefendde. 

When  th<*  pelvie  viseera  are  matter!  together  with  strong  and  exlen- 
tjive  adlu'-^ions,  in«'luding  a  great  <|riant!ly  of  inllarutuatory  rxnthiteand 
pu.-,  thr  ojH'ration  nvay  bee<une  long,  extensive,  and  very  dangerons. 
Sueb  eondilions  usually  re'quire  n  n'ltiiively  long  ineisii>n-  In  athii- 
tion  to  the  removal  of  the  appendages,  vaginal  dniinage  and  hys- 
tere<'t(uny  may  hv.  necessary.  Tliese  cjisi's  freeprently  nfler  most 
favorable  indit"ati(>ns  for  the  vaginal  route. 

The  ela.ss  of  ca.ses  described  trt  the  Ibregoiug  paragraph  furnish 
most  nf  the  mttrtality  in  oi)]thon>-s:dpingeet4>niy,  ISuoli  ftirniidable  con- 
ditions may  even  prohibit  the  radical  o|R'niti(Hii  and  reijuire,  instead, 
fiifnpic  incision  ami  dminage  of  the  pus  cavity.  Ofttimes  tlie  adhesions 
Ix'tween  the  viseend  peritoneum  covering  tlie  ilis<.'a«cd  organs  and  the 
parietal  jM-ritoneum  through  wliirb  tlie  incision  is  made  are  go  exten- 
m\(i  tbat  the  o|H"i"at()r  may  find  his  way  diivetly  into  the  pus  ra\ity 
without  expisnre  of  the  gineral  periliuu'iim.  In  Mieli  eases  it  maybe 
wise  not  to  attempt  the  reiuovid  of  the  appeiuhigcs,  nor  even  U*  make 
II  csomplcte  diagno>is,  but  ratlier  to  bwati^  incise,  and  drain  the  pus 
cavity.     A  more  radical  openitinn  may  be  made  later,  if  necessar}*. 

When  the  adhesions  described  above  do  not  [«*rtnit  dimct  opening 
of  the  |tus  <*avity  witlii>nt  exposure  of  the  genend  peritoneum,  the 
surgeon  may,  after  nud<iug  the*'X]ilc»ratory  incision,  lorate  the  pus  sac, 
an(l  without  immediately  r>|M'ning  it  stit4>h  it  to  the  parietal  peritoneum, 
A  few  days  Inter,  when  adhesions  have  fonned,  the  abscess  may  be 
opened  without  involvement  of  the  genend  periloju'um.  Many  sur- 
geons |x^rforni  both  ojM>rations  at  one  time,  as  folhjws  : 

1.  OjMMi  tlu^  abdomen  antl  l<x*ale  the  pus  ^ae. 

2.  Pack  sponges  all  around  to  prnteet  the  peritoneum. 

3.  Heniove  the  Huid  by  the  aspirator. 

4.  Wash  out  the  sac  by  n^ven^ing  the  action  of  tlte  a-^pirator,  care 
being  taken  not  to  c<intaminate  the  surrounding  peritoneimi. 

6.  Enlarge  tlie  aspirator  ojiening  by  incisitm,  and  unite  with  inter- 
rapt<Ml  ejitgnt  sutures  the  viseend  iMTitoneurn  around  this  incision  to 


ISIOII    tu        ^m 
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the  parietal  peritoneum  around  the  abilvminal  incision — L  t..  j"in  iho 
two  incistoDS  into  one. 

6.  Curette  the  sac  tor  the  removal  of  granulatixii-i.  M«>xi-olois. 
and  other  nndrainable  material. 

7.  Drain  with  rublxr  tube  f>T  cla*?  tuW  «t  irauzo.  iVnistaiu  drain- 
age may  be  required  tor  m«.>nths  l>flMr>^-  jtrmiant-nt  olosiu\>  oi'  iho 
wound.  So  long  as  the  patient*-  health  inij>Pvt-<  "^r  o«Muinuo>  cixxi 
it  is  better  to  wait  f«.«r  the  sinn^  u*  r]**rr*'.  It  at  any  tiiiio  thiT\»  Iv 
evidences  of  new  pus  f«»rmaiii»n,  a  radical  opt-raiion  iVir  rtm^^val  of 
the  tube  should  be  coni>iderviJ. 

Upon  opening  the  ab<lonien  ••nt-  may  l«»oato  a  pu-  s:io  adhorviu  t»» 
some  other  part  of  the  abdominal  wall.  It  niijrhi  thru  Iv  ir'^nl  sur- 
gery to  close  the  first  incisKm  and  make  an«>ihtr  direvtly  into  tho  >:u'. 
The  abscess  could  then  Jje  evacuatMl  wiih-mt  omtair.iir.iii.'ii  of  \\w 
peritoneum. 

The  cajies  describe*!  aljovo  an-  ofttii  imm'  etHiitMidy  tiwiunl  by 
vaginal  section  and  dpainai:«\  "r  l»y  tin-  rmmval  *^t  >ikIi  oiyans 
through  the  vagina,  as  the  i-a-o  may  n'»jiiire. 

The  indications  and  iei-linii|ni.'  nf  w:i>iiini:  ami  >j>iMii:inir  *»ui  ilio 
peritoneal  cavity,  and  tho  indications  ;nnl  in«KK'<  of  :il>doniinal  dniin- 
age  and  the  toilet  <»f  tho  |M.Tit«inenni.  aro  di<cii-M-d  umlor  tin'  (ionon\l 
Principles  of  Peritoneal  Surjrory.  in  (liaptors  VI.  and  VU. 

Technique  in  Adhesions,  (.'on-iorvativr  >iii*iriTy  s|H'oiaily  n'>ervos 
for  enucleation  only  Impeli'siily  disea.M-d  onr."'-*.  Stn>ni;  and  exten- 
sive adhesions  are  anionirthe  jno>t  connuon  ditlieuliies  in  the  ivnioval 
of  such  organs.  The  tir:«t  ol>je<'tive  point,  as  in  ihe  >iinpK'  ea>es.  is 
the  fundus  and  tho  |M»steriur  wall  of  the  utt-nis.  From  this  |HMnt  il\e 
finger  searches  out  the  <lisea-ed  ori::ins  on  i-ither  <ide  and  i\'eoirni/es 
their  relations  to  adjaeent  stnietures.  An  ovarv  or  iul»e.  even 
though  imbedded  in  apparently  inseparal»le  a(lhi'^ion«^.  may  ohen  be 
shelled  out  with  relative  ea-i-  if  the  weakn*  line>  oC  eh'axairi'  ean 
be  found  and  made  the  staninir-ptunts  of  eniieK>aiit>n.  Let  thi»  tip 
of  the  index  and  niidille  tiiiirers  of  tlu'  left  han«l  si'areh  tor  >ulei 
between  the  diseased  appi-ndaL'^'s  ami  the  adiieri-nt  snrt:u*e>.  hook 
for  points  of  least  resistance,  ami  follow  their  lead  .m»  loiiir  a-  the 
se])aration  docs  not  reipiire  nmlue  for<N' :  then  look  for  other  such 
points.  The  iii»«::er  a'lvances  with  iri-ntic  iirmne<->.  ti^iiii::  the  "^ide-ti*- 
side  and  to-and-fro  motion,  until  by  prex-insj;  hero  ainl  there,  and  by 
pinching  the  adherent  strni-tnres  apart,  the  outlines  of  the  ollemlinj; 
organs  are  ma<le  eh-arer  and  eh-arer.  Uy  tiiis  mean-^  they  an'  finally 
isolated  and  I) roni^ht  up  into  the  wonml.  The  trehni^pie  ot'  removal 
is  then  tho  same  a>;  for  iion-adlui-cnt  aj»p<>mlaire-.. 

Technique  in  Heniorrhag-e,  l)in'inu:  the  emielratioii  it  is  not  well 
to  stop  for  minor  hlecdiuM'  jHiint"-.  Let  the  oriran-  bo  i>t»lato«l  I'roni 
the  bed  of  adhe>ion-  as  rapiilly  a<  -afoiy  will  permit.  Al\\a\s  k»'ep 
.«pjngos  packe<l  aronml  to  foutrol  hi-niorrhai:*'  by  pressurt*  ami  ali«»orb 
blocwl,  pns,  or  H'nuii.  W'Ikii  tln'  ap|i<'nilaL!c>  are  ent  olV  and  the 
ordinary  li<ratnr(<  appli<'d  ilu-  lilicdino  will  n>nally  have  cease<l.  If 
not,  pack  hot  <]»oni:«-  linnly  au:iin-l  the  bli-edinir -^inrfaees,  I'reipiontly 
changing  tln'm  to  |)rolonii'  the  heat.  I>onl»le  linatnre  of  the  ovarian 
20 
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vessels  on  either  side  of  the  stump,  as  already  descrtlnxl,  is  always  a 

g(MKl  safeguard  and  often  riin^essiiirv.  A  sterilized  .saturated  jsHlntioii 
of  antipyrino,  a?;  ivrttninn'ndrd  l>y  Koswoll  Vavk,  i^  a  vtihmhle  hitmi>- 
statie.  If  hleediiijf  is  n<it  ("{intrftllcd  by  j)rtjliingi»d  hc»t-s|it)n^f  pi*etis- 
ure,  antipyriiR-,  tind  ligutiire  of  the  ovm'iau  vei^sol-,  and  the  Idtedin^ 
points  eannot  Ixi  ^^eeu^ed  l>v  it^olated  ligatures,  it  is  Ix'tter  Ufjt  to  prolong 
the  operatiiiu  l)y  tenip<trizing',  but  to  insure  hiemrvstasis  hv  immediate 
lifjratiirf  of  the  iitoriue  artt-riers.  The  li^ture  is  appiiud  in  the  j^ame 
munniT  us  for  ahdojuinul  ]iy.«ite'ro<'tomy. 

Technique  in  Abdominal  Hysterectomy.  If  in  the  course  of 
the  f^p^iition  the  indieution  arises  for  the  removal  of  the  uterus,  the 
operator  must  proceed  to  it  at  ouee.  See  later  paragraphs  on  the 
iudieations  for  hystereetomy.  The  danger  will  now  multiply  rapidly 
with  delay.  The  hroad  ligaments,  including  tin-  ovarian  vessels,  are 
ligated  and  eut  away.  The  uterus  meanwhile  shouhl  he  drawn 
strongly  up  into  the  wound,  Tiiis  serves  the  double  |>urpase  of 
cheeking  the  heniorrhage  from  the  cut  ends  of  the  uterine  vessels 
and  bringing  the  lower  uterine  attaehments  within  the  o|K'rator'& 
easier  reach.  A  circular  incision  around  the  uterus  is  made  just 
above  the  level  of  the  vesical  attaelnnent  to  the  nterus,  and  the 
adjacent  circumnterine  structures  an*  slrijjjxMl  away  from  tlie  uterus, 
the  separation  being  close  to  tlie  uterus.  This  stripping  is  (lone 
with  the  handle  of  a  seali)el  or  the  Kngcr,  or  both.  Bleeding  jioints* 
from  the  vaginaS  or  rectal  anastomoses  are  secureti  hy  catgiU  ligatures. 
In  the  course  of  this  enucleation  the  uterine  arteries  are  isolated  and 
ligalure<l  separately,  or  li>catcd  by  the  sense  of  toueh  and  tied  ni  mame. 
To  avoid  the  ureters,  the  arteries  must  be  tie«l  close  to  the  uteriis.  The 
uterus  is  now  cut  awayantl  the  peritoneal  margins  of  the  wonn<l  are 
inverted  toward  the  vagina.  If  drainage  is  not  reipiired,  the  vaginal 
opening  is  closed  on  the  peritonmil  side  by  fine,  contimions  or  inter- 
rupted catgut  sutui-es.     See  Teehnique  of  Hysterectomy  fVtr  Cancer. 

It  is  s^jmetimes  diflficnlt  to  work  one's  way  from  above  into  the 
vagina.  After  stri]>ping  off  the  bladder,  further  progress  may  l>e 
facilitated  by  a  longitudinal  incision  through  the  anterior  wall  of  the 
cervix  and  the  os  externum  into  the  vagina.  Tlie  incision  is  de- 
scribed with  an  illusti-atiou  in  the  chapter  relating  to  hysterectomy 
for  mvonia.  The  removal  of  the  uterus  is  sometimes  made  easier  by 
introtineing  a  Simon  sfwculum  into  the  vagina  and  dividing  the  peri- 
cervical  structures  as  in  tljc  beginning  of  vaginal  hystcreetoniy. 

Drainage,  if  used,  shotdtl  Jje  into  tlie  vagina.  The  gau/e  tlrain 
is  best  intriHlnced  through  the  abdominal  woimd  and  carried  thence 
into  the  vagina.     Sec  Vagina]  Gauze  Drainage  in  Chapter  VII. 

Technique  in  Intestinal  Openingr.  IVIentiun  has  been  made  of 
the  breaking  through  and  disi-harge  of  the  contents  id' a  pus  tnlie  into 
an  adhertmi  intestine.  Tiie  enucleation  of  such  a  tnlic  wotdd  neces- 
sarily h'ave  an  o|Kniing  in  the  intestine.  Some  provision  must  then 
be  made  to  keep  the  contents  of  the  l)owel  from  escaping  through 
this  opening  into  the  free  abdominal  cavity.  There  arc  sevcnd  pos- 
sible plans  of  procedure, 

1.  li'  the  opening  is  small  and  accessible,  it  should  be  closed  with 
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sutares  and  treated  according  to  the  requirements,  -with  or  without 
abdom  iiiiiil  d rai nage. 

2.  If  the  opening  is  accessible  and  the  loss  of  bowel  \\i\\\  so  great 
that  repair  with  siitiire.s  would  destroy  the  j>eruieabili{y  of  the 
bowel,  the  indtcation  is  for  reseotion  or  ftir  stitch ing  the  opening  into 
the  abduminal  wound,  and  making  thereby  ao  artificial  anus.  Unless 
contraindifuted  by  the  exhausted  eondition  of  the  patient^  resection 
might  be  preferable,  (or  if  the  artitieial  anus  did  not  elose  spontane- 
ously reseetion  would  subsiMpiently  have  to  be  made. 

3.  If  the  opening  is  so  deep  in  the  [lelvis  as  to  be  inaccessible  or 
the  patient  is  too  exhausted  tf>  permit  suture,  the  territory  arounil  the 
tistula  may  l)e  quarantined  from  the  general  peritoneum  by  means  of 
gjiuze  packing.  Adhesions  will  form  in  a  few  hours  anmnd  the  pack- 
ing and  tliereby  shut  ofl'  tlie  leaking  bi>we!  from  the  g<'U4'ml  perito- 
neum. The  writer  has  suecessfidly  treated  two  eases  by  this  mcthcMl. 
The  gauze  may  be  brought  out  through  the  abdominal  wound  ;  or  if 
the  fistnhx  is  deep  in  the  jwlvis,  it  is  Iwtter  to  pass  the  gauze  drain  into 
the  vagina  throiigli  an  o|>enii]g  made  for  the  purpose  and  close  the 
abdominal  %vouud, 

4.  If  the  listida  is  too  large  for  suture,  the  jiarietal  peritoneum 
may  be  made  to  take  the  jdaee  ftf  the  lost  intestinal  wall.  Tfiis  will 
require  the  e<lges  of  the  Hstnla  to  be  united  to  the  abdominal  wall  by 
means  of  a  plate  of  decalcified  bone  or  other  material.  The  plate 
should  have  small  perftirations  one-sixth  of  an  inch  amrt  all  around 
near  it**  outer  edge;  it  is  i>kcetl  inside  the  intestinal  opening,  and 
through  this  perforation  the  mai^in  of  the  bowel  may  be  stitched  to 

Fir.i'RE  179. 


AniMtoinosia  of  tbe  intCMttne  ut  the  two  ]K)\nts  where  It  liad  communicnted  with  the  uctosal- 
pins.    Ouc  ruvv  of  sutures  iigitrodueed.    Author's  cose. 

the  parietal  |x^ntoneum.  Tlie  sutures  should  transfix  the  bowel  wall 
and  the  abdominal  wall  and  be  tied  on  the  skin.  This  would  approxi- 
mate serosa  to  serosa. 


I 
I 


TIjp  following  case  is  illustrative  and  instructive.  In  an  oiiera- 
tioM  i\i  St.  Lukn's  Hospital,  (.'hiciigo,  a  large  friable  pas  tube  was 
jn  04iiinniinit.'atiou  witb  tlie  liuvvcl  at  two  iMJiiitj;.  Aftor  enucleation 
tlwri-  was  a  fistula  tiM>  tar^e  to  be  closed  at  eaeh  of  these  points. 
Tbi'  Ixiwel  wall  .surrounding  the  fistula  was,  moreover,  extremely 
tlii<>kein'd  and  friable.  The  first  impulse  was  to  resect  the  bowel  at 
vnch  |ioiut  of  iujurv.  Instead  of  this  most  formidable  operation, 
lvo\v*'Ver,  ibe  ibllowing  plan  was  ad<tp!ed  su<x'e»«sfully  :  Tlie  two  oj>en- 
in^H  wen*  brought  together  and  iniited  bv  three  rows  uf  fine  oontinuouH 
Btitures.  The  fistuhe  thereby  were  utilizisl  as  oiwnings  for  an  intes- 
tin:d  anastomosis.  The  abdominal  wound  was  closetl  with  only  a 
ulight  gauze  drain  extending  frotu  lis  upper  angle  to  the  immediate 
iK'ighborlioiHl  uf  the  intestinal  sutun-s.  'I  his  drain  was  removed  on 
the  (burrh  day.  The  result  was  complete  reettvery.  This  principle 
has  Itn-u  etupjoyrd  ill  tlie  repair  of  gunsluu  wotinds  ;  luit,  so  far  as 
the  wrid'r  ts  itilormed,  it  has  never  been  used  in  a  e^ise  like  the  above. 

Toobnique  in  Accidental  Wounda  of  the  Ureter.  In  the  course 
t>f  II  pelvic  o|K'ration  the  ureler  nuty  nccidentally  lie  cut  in  the  longi- 
tudinal ilireetion,  ur  partially  severed  iu  llie  Irausverse  <lirection,  or 
enuipletely  divided.  Then  one  of  (he  Iblhnvtng  nperations  will  be 
indicated  : 

Incomplete   Diviwm   of  thr    IWttr. 

Urotororrhaphy.  If  a  ureter  oputnl  in  the  longitudinal  direction 
{n  el(»>«i»d  by  a  line  of  union  running  in  llie  sjiuie  direction,  there  will 
be  danger  oj'  Ktrieture  at  the  point  of  closure.  To  pivvent  thiss,  the 
line  of  union  slmnld  run  at  right  lujgles  to  tlie  !inr  of  incision— that 
Uf  rrnn*ver*('ly,  us  sn^ested  by  rcuger,  who  tleHlMM*:xtely  o[K'ned  a 
•h'lelurcd  ureter  longitudinally  anti  then  inrrt>nsed  the  ealtbre  by 
nhming  it  trnn!«vei*s<'ly. 

In  CM  we  of  piHlial  transversie  division,  Van  llimk  suggests  that  a 
lunylludiuitl  ineiniou  bi'  tnade  directly  ncro>s  ibr  niiddh*  <if  the  trans- 
Vt>r«e  ellJ  at  right  angles  (o  it  and  twii'e  as  long  as  flu*  diameter  of  the 
!uIm«.  Th«*  «hnrp  angles  should  then  b*-  roundcti  otf  with  seis,sors  and 
thi»  wound  ■Mlni'cd,  an  described  above  for  longitudinal  wounds. 

(  hmf*fflr    PIrmoii  of  thf    Urttrr. 

hoiMiliiui  Intii  t*hf»  ninddnr.  If  the  pad  aiM>ve  the  iniury  can 
lMt<h<M\n  do>vti  bt  th*'  b])vild<r  Nvithcuit  undue  tnictiou,  it  .sliould  be 
llmei'led  Into  the  bliidder  (lir>Migh  .tu  o|K'ning  nunle  for  tlie  purpose 
Alld  lUoil  ihiMii  by  niiMinN  of  fine  xutuns. 

hntfM'iil  AniUtonumin  If  the  nart  above  ihe  injury  will  not 
rtmeii  Ihn  bladdt  r,  it  uuw  be  inf«i*rted  into  the  lower  fmgment  after 
tlie  MHihod  (♦!'  \'iiu  UHok.'     This  openitiuei  is  shown  in  I'^igure  180. 

UreiorHl  Ktnt\dH  lo  thf  Mxtornal  Surface.  If  f<»r  any  n-ason 
none  of  the  above  operalhui*  i»  pnietieal,  the  iir(*(er  shotdd  br  l)rouglit 
out  Ihrough  ihe  lowi-r  «'nd  of  the  ubdimiinal  wound  at  the  nrarest 
poA<«ilile  point  l«i  the  lilfidder,  ho  that  the  nrine  may  ili.-*cliiirge  temjio- 
inrily  III  the  i'\leiujil  r.urf«ee  until  eonneetlon  witb  the  bhuhler  can  be 
attempted,  for  example,  ui*  follow^  : 

•  lour,  of  lb*  Am«tr  Ucd  Amoc.,  June  «.  IHis. 


Liitoml  anas(nmosl<t  of  the  ureter. 

J.  First  stop:  natiiral  hIw.    -*^h<iMinpllie  frafjmi'nt  toward  the  hlsddcr  ti&daiKl  sUt  lonpl- 

UBittdlly  fttr  thf  rtL'fptiiiii  of  ihv  uppir  Im^rmem.    Tlu'  iwo  vnds  i»f  h  Hm"  silk  *ir  (-bromic  ont- 

^tsuturi-  havf  bet'ii  t«issi'(]  throiiffti  llii^  ureteral  whII  ni>flr  the  end  nf  the  upper  tYaK"i«-'Jit  from 

wilbtn  outwurd.    'Vwn  fine  needles  ku  this  sulurt'  are  irflnslixiuK  the  wiil!  uT  tht;  lower  fr«g- 

ment  preTMiratury  U>  drnwinjf  the  end  uf  Uk  upjH;r  fmBnient  Into  tne  kingitndiiial  silt. 

H.  Seeond  htep:  nutunil  .size.  The  nprxr  frnRTUtni  han  ln>eti  drawn  hit!}  the  Kinpitudinal 
slit  in  the  lower  fragment  and  miide  (ant  l»y  tyiiiK  ihe  suture  ;  in  order  u>  insure  teturity  against 
leakage,  (tne  umre  fiiniilur  suture  shrniti]  !>»■  ihn-fl  and  tk-d  nn  thiitppmsite  .sitle.Htul  wfew  very 
flne  iiiterruijU'd  suture*  should  he  liitriMhiei'd  iniiti'  sup+Ttknully  arimiid  liie  anujitomotic  union. 
The  aiittstomosis  ihui*  eumpleied  slicmld  he  I'nvered  by  liiltcliitiv;  omentum  or  some  other  peri- 
toneal Htrurlure  over  it.  if  there  is  no  apparent  leakage,  the  abdominal  wound  may  be  closed 
without  (Irnln. 

Uretero-cystostomy  by  Bladder  Diverticulum.  For  cases  in 
which  the  iiivter  ciitniot  be  iiindi'  to  rt-ach  the  Itliidder,  Wellcr  Vau 
Jiouk'  pro]iof4rs  that  the  liliuMor  be  extended  to  the  ureter  bj  dissect- 
ing :i  tl:»]»  tVoni  the  aiitiTiid'  vesieni  wall  and  retleetitig  it  upward 
to  meet  the  ureter  in  ^ueh  a  manner  ai^  U*  forni  a  tubular  divertieuluni 
from  tlie  hla<lder  to  the  ureter. 

Nephrectomy.  When  the  ureter  cannot  be  connected  with  the 
bladder,  the  only  alternative  may  he  to  remove  the  kidney  on  the 
tiffeclod  side. 

OPERATION   BY   VAGINAL   SECTION. 

The  maxim  that  every  peritoneal  section  Bhoukl  begin  as  an  explo- 
ration holds  true  as  well  for  vafjinal  as  for  abdominal  section, 
Thoroufrh  sharp  eiiretta^e  and  clean.'^in^  of  the  endometrimn  are 
essential  preliminurie.s.  The  object  is,  first,  to  remove  the  original 
source  of  infeetion,  so  that  in  case  the  iiterns  and  its  appendages  on 
one  or  both  jsides  are  not  removed  tlie  danger  of  further  iuiection 
from  the  endometrium  will  be  rethieed  to  the  minimum  ;  second,  to 
prevent  infection  of  the  peritoneum  from  the  nteru.s  during  the  opera- 
tion. Vaginal  section  aeeoi-ding  to  the  indication  is  made  either 
anterior  or  posterior  to  the  uterus,  or  both  anterior  and   posterior. 

Posterior   Vcu/incU  Scdtmi. 

Tlie  posterior  incision  i&  made  close  to  the  uteniSj,  between  the 
cervix  uteri  and  the  rectum,  from  the  post-vaginal  fornix  into  the 
pouch  of  Douglas.     The  steps  of  the  operation  are  as  follows  : 

1.  The  patient  is  to  be  placed  in  the  dorsal  position  and  the  vaginal 
portion  of  the  cervix  exposed  by  Simon's  retractors. 

2.  A  semicircular  incision,  large  enough  to  admit  two  fingers,  is  to 
be  made  directly  behind  the  uterus  in  the  line  of  the  utero-vaginal 
attachment ;  the  incision  to  be  matlc  with  blunt-pointed  scissors 
curved  on  tlie  flat,  tlie  jxjjut  being  ilireeted  toward  the  uterus  and  the 
cervix  being  drawn  down  by  the  vulselluni  forceps. 

3.  The  loose  eelkdar  tissue  back  of  the  cervix  between  the  vagina 

'  Juur.  of  the  Amer.  Med.  Assoc,  June  8, 1883. 
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and  the  {touch  of  IX>tt|;las  is  to  be  stripped  back  off  from  the  cervix  by 
the  l«hjut  |M)»nt  of  the  srisj^ors,  hv  tlie  handle  of  a  frK-jili^el,  or  by  the 
finger,  until  the  |H'ritoneum  is  n»aehed. 

4.  Thr  peritoueiini  is  iu  Ix'  thvided  close  to  the  iiterns  hy  a  snip 
t»f  (he  s^'issors.  The  ehist^l  seissors  [wints  are  now  to  lie  pas.«ed 
thnm^rh  intt»  the  |>ou<'li  <*f  Douglas  and  the  DjKMihig  dilated  l>y 
.•*Hi>'!uliuj;  the  hhules.  The  o[w'nin*r  iJ*  to  be  still  further  piiltirtred  if 
iu'i'es<jiry  hv  eaivful  eiittin^j  with  the  scissors  or  by  trurirvj  with  the 
fnip^erH. 

6.  Thn  inih'X  and  niiiMle  fi Hirers  *if  the  left  iiuiid  are  now  intr<»- 
duiHtl  into  the  {Hnieh  i>f  l>i)Ui,rla.M,  and  a  digital  exploration  of  the 
|K>lvie  e4ivity  is  inmh'.  If  stitVieient  nHjm  has  not  been  ji^ined,  a  prr- 
p<Mnlieiilur  inl'i^it•n,  bi-iiinniojr  in  the  middle  of  the  posterior  hurder 
of  the  onr  alifady  ihstTihed  and  ninninjjc  toward  the  roftitni,  may  Ir' 
niadr.  In  etittin^  down  towai-tl  the  bowel  the  left  index-fio^cr  in  the 
reetnin  sluuiUl  he  used  us  a  t^nide.  This  (inj»i'r  is  now  witlnlniwnj 
thoittnjjhlv  elraned,  and  reitilrothiewl  into  the  poueh  «jf  Douglas;  the 
ri^^ht  Ivaml  is  plaei'd  over  the  hy[K>g5tstritnn  beliind  the  pnbes,  and  the 
exuniinatiim  i.-i  nuide  piiM'Jsi'ly  as  in  t»rdinary  biinanual  palpation,  but 
widi  a  distlni't  advajitjii;e — /.  «•,,  the  palpating  finger  is  in  din-et  eon- 
taet  with  the  otrrns  and  its  ji|HH'ndages. 

Poj*t<*nor  vaj^inul  si-rtion  is  not  well  adapted  to  the  removal  of  the 
nniMmtlup's ;  it  is,  liovvt-ver,  stKvially  applindjle  to  the  ineisimi  and 
dtniiiw*^'  nf  jU'lvie  jtus-i-nvities.  These  cavities  may  be  in  the  tnlies, 
uvarieH,  or  jH*Ivie  ntnueetive  tissuo.     See    Inei.siou  and  Drainage  of 

IVlvie  Ah»iet^i«»»e!*. 

Aikierinr  Vitgbutl  Section. 

IVritoimd  Hwtion  anterior  to  the  uterus — i,  e.,  between  the  litems 
^  t^Rtlih^iv— ivniU'i-s  the  uterus  and  its  appendages  more  accessible  to 
^^MTN'Mtive  mdirul  ««lH^n»li«'n  than   posterior  seetiuu,  but  loss  aeccs- 


,^,^  l\^,„,  ahdonnnal  section.     The  teclnntjue  is  similar  to  that  of 
tt^nor  NVtion,  and  is  as  follows  t 

TW  iwitient  \*  phuvd  in  tln^doi-sid  poMtion  and  (he  ecrvix  ex]>osed 
W  ^^^ft<I«^  ivtniotor*.  The  cervix  is  seized  with  vnlsellum  ar  hullet 
iiMMW  ami  i\n\wu  towani  the  vulva.  A  transverse  semicircular 
^^1  cV<9^'  y*^  ^^»*  uterus,  in  a  hue  witli  the  utcr.i- vaginal  attaeh- 
^  wwiW  \<ilh  seijwors  through  the  anterior  vaginal  fornix;  or, 
v^lWis^H'  incision  is  made  in  the  longitudinal  dircctiim  in 
^'■■IhAtKir  iWuifh  tho  anterior  vaginal  wall  from  the  anterior 
^•fc^^wrsW  tovianl  the  hladder.  The  latter  incision  is  prefer- 
^^ll^MAt  great  ean%  esp«'eially  if  the  cervix  is  small,  the 
Vi  Ywhh'  '"  injun'  the  ureters.  In  making  the 
r  shouhl  not  oidy  draw  the  cervix 
^  ^^1   W  '    *tron^  downward   traction   on   the 

,,    ,^,ji    xUtJ'  U  done  wiUi  a   tooth-  or  bullet-forceps 
L%  ^^iiWi^rrti  the  wrvix  Uteri  and  the  urethra.     If 
5i\t>  uiMiflicient  room,  it  may  be  supple- 
tW cottjbiin'^l  longitu«lina!  and  transverse 
4  ^V«btT.    Thcv  are  sliowjt  in  the  Surgical 
X^w\\Vli.,  ftU<»  in  Figure  180. 
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Ttie  uterus  is  now  dmwn  strongly  forward,  and  the  structures 
adjacent  to  its  anterior  wall  are  strijijwd  oS',  keeping  close  to  the 
uterus,  as  described  above  for  posterior  section.  As  the  bladder  is 
Ix-ing  separated  from  the  nteriis  it  is  held  up  out  of  the  way  by  mi 
anterior  retractor  or  the  finger.  When  the  jK-ntoneiim  comes  into 
view  it  will  be  recognized  as  a  thin,  tninshieent  nietubrane  reflected 
from  tlie  titerns.  A  soinid  jwij^sed  intct  tlie  bladder  will  prevent  cut- 
ting that  orgiin  for  the  peritoneum.  The  peritoneum  being  exposed, 
it  is  snijjpcil  with  lilunt-pointed  scissors.  The  opening  thus  made 
into  the  pelvic  euvity  is  enlarged  by  intriKlueing  the  two  index-Hingers 
and  tearing  laterally^  and,  if  necessary,  by  careful  cutting  with  the 
scissors.  During  the  separation  of  tlie  bladder  from  the  uterus  a 
sound  in  the  uterine  canal   may  l>c  useful  as  a  guide. 

The  corjHis  uteri  may  now,  if  adhesion  do  not  prevent,  bo  seized 
with  vidsellum-  or  bullet-forceps  and  drawn  forward  into  extreme 
antevei>iion.  The  furrdns  may  even  be  drawn  into  the  vagina.  If 
there  be  a<llTesious,  they  »iay  be  loosened  witli  the  left  index-finger 
iutHHluced  over  the  fundus  uteri,  the  corpus  being  at  the  same  time 
drawn  more  and  more  into  the  vaginal  opening.  The  Fallopian  tid>es 
and  ovaries  follow  the  corpus,  and  may  thus  t»e  sulijected  to  examina- 
tion and  any  necessary  tn>enition.  They  may  be  wholly  or  ]^artially 
removed  as  in  alMh)niinal  section.  The  closed  iimbriated  extremity 
of  a  tube  may  be  ojM'ucd  or  the  ovary  may  be  resected.  See  Con- 
servative Operative  Treatment  of  Adnexal  Inflanjniation  in  the  fol- 
lowing puragrjiphs,  images  292-295. 

The  removal  of  the  appendages  by  anterior  vaginal  section  does 
not  materially  difler  in  technique  from  their  removal  by  alwhjminal 
section.  Hn?niostasis  may  be  secured  by  the  usual  ligature  of  the 
stump  close  to  the  uterus  or  by  running  sutures  in  the  broad  ligament. 
Bee  pages  270-276.  The  ap]3cndages  should  be  brought  into  full 
vicAv ;  this  may  rcquii-c  very  firm  traction,  and  the  uterus  may  have 
to  l>e  <lniwn  fmm  side  to  side.  Ligature  of  the  infundibuh>-pelvic 
Ifgtimciit,  whicli  controls  the  ovarian  vessels,  is  often  diilicult,  some- 
times inijKtssible.  The  most  important  part  of  the  operation  slmuld 
1m*  under  control  of  the  eye.  Sometimes  the  broad  ligament,  if  short, 
tense,  anti  a<Ihcrent,  cannot  be  reached  through  the  vagina.  It  may 
in  such  case  be  safer  to  abandon  the  vaginal  ami  resort  to  the  abdomi- 
nal route.  If  there  is  (bfficulty  in  retm-niug  the  uterus,  enlarged  by 
congestion,  from  torsion  of  the  ligaments,  the  Simon  retractor  may 
be  uswl  in  the  manner  of  a  shoe-horn,  and  the  uterus  slid  in  on  the 
smooth  blade. 

The  bloiwl-clots  having'  been  sponged  out  and  all  bleeding  points 
secured  tlie  wound  is  chjsed  as  ftdlows:  The  fK*ritimeal  margins  are 
drawn  down  and  approximated  by  means  oi'  pressure  forceps.  They 
are  then  whipped  togetlier  with  a  run  rung,  fine  catgut  suture.  The 
suture  is  continued  as  a  buried  suture  to  unite  the  vesical  to  the 
uterine  surfaces  of  the  woun<l  and  tinally,  as  a  running  suture  to  close 
the  vaginal    margins.     The  vagina  is    lightly   packed    with   aseptic 


gauze 


The  anterior  incision,  except  fur  drainage  of  pus-cavities,  is  prefer- 
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ablv  to  tin'  iiosterior.  It  involves  lef<*  daiig:er  of  post-uterine  ad- 
hesions, whicfi  may  rrj^tilt  in  fixation  of  the  retrovcrtofi  or  retroHexo*! 
litems.  MiireoviT,  it  offers  hy  anterior  ViJ^inai  tixntioji  «  cure  fnr 
(lie  fetnt-nmlpojiitions.  »Scc  Treatment  of  l\etrover>ion  aii<!  Hetn*- 
Il('\i(tn  Uy  Vaginal  Kixatittn^  C'liajiter  XLVII.  In  some  ease«;  inlra- 
p<-l\ie  iliseuM'  is  rendered  more  accessible  by  the  combined  anterior 
and  [HKHterif>r  incisions. 

Effects  of  the  Removal  of  the  Uterine  Appendag-es. 

The  removal  of  (lie  diseased  M])ppndu^^'S  has  been  usual  in  hydro- 
Nilpinx  and  is  ihe  rule  in  pyusalpinx.  The  ttperatit>n,  if  ihoruii^hty 
peii5»nii<Hl,  is  ^^eneratly  fi.dlo\vetl  by  atropljy  anti  conseiiuent  arrest  of 
iunetion  in  tiie  nteni^.  Its  result  slioidd  he  tu  precipitate  ihe  meno- 
piiUM'.  'J'lie  artifieial  jiriKlnetion  uf  this  eritieal  pericnl  g^ives  rise  to 
|>henome»u  tjuile  .similar  to  tluMe  whieh  eharaetcrize  die  natural  meno- 
pause, exeept  in  most  eases  menstruation  is  at  unce  |>ermanently  ar- 
ix'stt"*!.  The  pipular  impressiun  that  llie  ojK't-.ition  unsexes  the 
wianan  in  a  menial  sense  or  renders  her  maseuliue  is  a  mistake. 
I'alicnts  lre<jueully  ask  whetlier  it  will  result  in  the  )i^rou[n^  uf  a 
tn-ard  or  the  dmi'lojunent  at' n  bass  voiee ;  but  no  such  result  has  ever 
Ihm'U  observetl.  The  operation  perfttrmed  on  a  young  girl  would 
doubtless  arrest  the  intrajwlvie  and  some  of  the  cxtnipelvic  devel(>i>- 
lueutal  pnxH'Ases  of  puberty^  but  development  once  matle  is  per- 
manent. 

The  ellt'et  ut  ihe  operation  upon  sexual  desiro  U  variabk',  but 
probably  no  more  so  than  that  of  the  natural   menojKiuse. 

riie  (pieslion  of  insanity  as  a  result  of  the  operation  has  been 
nu."«ed  ;  it  prtibably  occurs  no  more  frequently  than  after  other  opera- 
iioun  nf  equal  gnivity,  probably  not  ofteuer  than  with  the  natural 
meuopause. 

The  |»rimary  obfeet  of  the  o|>eratiou  is  the  removal  of  certain 
oiytoH  whieh  woidd  otherwise  be  dangerous  to  life  or  destructive  to 
hi'alih.  A  most  important  secondary  result  is  the  arrest  of  physio- 
htfiical  i'unetjoti  iei  the  remuiuiug  uterus.  In  this  connection  it  is 
\A\u\v  lliul,  Kiuee  pathology  is  physiology  moditietl  by  disease,  the 
Mht»pliie  ehangeM  in  the  uterus  ecmsenuent  upon  the  operation  may, 
U(   the   <MUoe   time   that  they  arrest   fihysiiilo^iciil   proeesses,  also  put 

811  vnd  to  |Kitlit>loj^ieat   protiesses.      Ks|x*eialiy  is  this  true  in  the  in- 
...... .1  ..i..jvnH,  ili>%easi'  of  whieh  is  often  ix'rjK'tuated  by  the  constantly 

meiHtruatitm.      The    frecjueut   disapjM^arance   of  metritis 

iH'ophi*"  uterus  verifies  a  recognized  pritici}>le,  that  iihysio- 

I  lunv  tavor  the  cure  of  disease.     If  the  uterus  is  healthy 

tt  ut'  mild  catarrhal  iuHammatioii,  it  will  usually,  upon 

«r  (he  upiMMjdages,  p:iss  rapidly  into  the  atrophic  state, 

ov«  mon^  tn»uble  than  would  a  uterus  after  the  usual  meno- 

"'Mlnnatrly,  ln»wever,  this  very  common  sequenee  of  the 

t^ppeudap's  h  not  constant.   The  atrophic  proi'e.ss  doi^s 

*   vs ,  »>r,  if  it  follows,  may  fail  to  remove  the  infec- 

d  uterus  nuiy  be  the  s(»urce  of  pernicious  menstrua- 
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tion,  amounting  at  times  to  hemorrhage.  A  surviving  and  intract- 
ablo  eiuhimetriti^  ofton  givps  rise  to  protiiso  uterine  disehtirges. 
Exhatistive  dmitis  upon  the  patient's  streng^th  iVmn  sncti  eatise  may 
destroy  her  resistance  to  disease,  reinforce  the  uterine  int'ectioo,  and 
perpetuate  a  group  of  disabling  nervous  symptoms. 

Should  the  Uterus  be  Kemoved  with  the  Appendages? 

This  question  has  been  forced  upon  the  surgeon  by  the  numerous 
immediate  and  remote  iaihires  wliich  liavo  fVillowed  the  removal  of 
the  apiH-ndages  alone.  When  the  appendages  on  one  side  are  healthy, 
or  not  diseased  enough  to  neeessitate  their  removal,  and  when  on  one 
or  both  sides  entmgb  eaii  lie  left  lo  give  lu»pe  that  the  reproduetive 
fiHietion  may  be  jireserved,  the  answer  is  ek-arly  negative.  The 
essential  question  is,  \Miat  shall  be  done  with  the  utLrus  when  the 
appendages  on  both  sides  have  to  lie  retiioveil  ?  It  may  be  urged 
with  ertnsidenible  fbree  that  the  failure  to  bring  about  atrophy  of  the 
uterus  and  arrest  of  function,  and  to  secure  consequent  relief  from 
pernicious  symptoms,  comes,  iir  many  cases,  of  faulty  technique  in 
the  operation.  Arthur  W.  J<iliustone  and  Lawson  Tait  have  shown 
that  when  the  tubes  are  taken  (itf  close  to  the  uterus  and  every  par- 
ticle of  the  ai>p<'udages  removed,  arrest  of  nu'irstrualion,  atrophy 
of  the  uterus,  and  a  satisfactory  menopause,  even  in  cases  of  infected 
uteri,  are  apt  to  follow.  The  explanation  of  this  is  simple  and  as 
follows:  The  thortnigh  removal  of  the  tubes  cuts  off  the  ovarian 
artery  and  the  supply  from  the  uterine  artery  at  the  pfiiiit  ftf  anasto- 
mosis with  the  ovarian.  As  pointed  out  by  J(>hnstone,  it  also  cuts  in 
a  similar  way  the  nerve  eouiieetions  of  tlie  uterus;  ln'iice  the  ob- 
served atrophy  and  arrest  of  funeti(m.  It  follows  from  the  above 
that  if  the  ajvpendages  are  pro]>erly  removed  hysterectomy  is  not 
necessarily  indicated.  The  claim  of  the  enthusiastic  hysterectoniist, 
therefore,  that  when  the  appendages  have  been  sacrificed  the  uterus 
necessarily  becomes  a  pernicious,  continuous,  disabling,  and  dangerous 
source  of  infection,  may,  as  a  univei"sa]  proposition,  be  disregarded. 
Id  order  to  bring  about  the  most  satisfactory  residts  the  tubes  should 
be  removed  nc)t  merely  close  to  tlic  uterus,  Imt  the  entire  tubes,  even 
as  they  penetrate  the  cornua,  should  be  removetl  to  the  uterine  mucosa, 
and  the  cornual  wounds  should  lie  closed  by  catgut  sutures.  The 
fact  has  already  been  mentiotied  that  the  n  nioval  of  a  tube  by  tlie 
ordinary  stump  and  ligature  metho+l  often  results  in  leakage  of 
uterine  secretions. 

When  the  infection  is  acute  the  removal  of  the  appendages  upon 
extension  of  the  infection  to  those  organs  and  to  the  peritoneum  may 
be  wholly  inadequate.  The  jiropriety  of  leaving  the  infectetl  uterus 
while  the  causative  infection  in  the  endometrium  is  still  overwhelm- 
ing the  pelvic  lymi>hatics  with  its  septic  supply  may  be  ntost  ques- 
tionable ;  for  the  uterine  infection  may  continue  to  spread  to  the 
peritoneum  even  after  removal  of  the  appendages.  If  vaginal  in- 
cision and  dniinage  are  deemed  inadequate,  the  removal  of  the  uterus, 
together  with  the  apjjendages,  raay   be   necessary  for   two   reasons  : 


^ 
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wr^c^  V  HttA  wf  iW  :<«epiic  supply;  second,  to  facilitate  drainage. 
1i~i»f<fc  99UFS  W  «iMi^  <<v«v»lf!«ic«!Doe  is  more  rapid  and  less  complicated 
)^«m  4(X^^  ^  iHK«y'  Tv>MK>v:id  of  the  appendages ;  this  would  be  espc- 
c«i5>  5r«>f  w  vy«ev  x-tmWnt  puerperal  cases. 

0(^<^ction8  to  Hysterectomy. 

I.  CtK"  ^"i  ^Nan  th**  uionis  serves  as  a  sort  of  support  for  the 
xt^OKit  v<*<*h  AWvl  tei  u<xv?i5«n-  therefore  to  the  integrity  of  the  pelvic 

"!?x  tV"  |^v^MbiU^v  that  n^rao\*al  of  the  uterus,  in  addition  to  re- 
wk»\aI  v4'  iIJi,"'  i^^»^»^H^^^^^^  disturbs  the  moral  and  physical  well-being 
i4"  ihv>  >kv>H»iU^  t\^  i*  <tw«iu*r  extent  than  the  removal  of  the  appendages 
uki4K>.  Uv^>fcvvvc  <Ki*  uwy  Us  many  women  have  the  strongest  aver- 
^vm  K^  ii(i  »v«*v>v*t     5^*  t«r  as  may  be,  without  harm,  their  wishes 

•<,  tV  Jiv.^  ii^A^  llw'  ivnun-al  of  the  uterus,  especially  by  the  hand 
vkI"  ;4  xU>\v  vr  UK*.\|^'«(t  ^*|*erotor,  involves  additional  shock  and  danger. 

I,  (lie  p^»»{«ibifi^v  iHiikl  hysterectomy  may  cause  secondary  degenera- 
u\^>  oh,4»*its'vx  »u  *h\^  ^mimI  *vnl  or  brain.  This  apparent  result  has  been 
v^^vwnI  .»'X  ;^  '-k-x^^H^  \^*  lMi\jor  operations  in  other  parts,  especially 
iiw>*iv  iu\v»i\ikVi£  v'\lxH^*iw  injury  to  nerve  structures. 

V  tV*v  J*w  ix-^w^^w  tv>  infer  that  the  uterus,  like  the  ovary,  may 
K,fc\o  :ii»  uukK«*'^uv  t\uKli\4i  «w  an  eliminative  organ. 

Vl    i V  .Uw*KV  s^' »  v^l«*t  iiulication. 

UHtivN^iions  for  Hysterectomy. 

\  IV  >u.*iuui;  uyvthor  of  the  r<»produetive  organs  in  one  infected 
\\\i,;  \\s\h  ^ss  kx'W  v't^puv  Tho  difficulty  of  ojwration  does  not,  neces- 
^»ul\.  uvuH.»'.»-v  il»>  u»\boatiim. 

v»     l'\>(s  »v*»U\i»x  v»f  il»o  ivprtnluctive  orgjins. 

i    V\M»\j»l«Naui»x  »u.»li>:i>a«t  disease. 

I    \\v»nplu\uuvji  uioriuo  nivoma  whicli  cannot  be  removcfl  without 

»     lu\K.!\NMium  v't'  tho  omhvmetrium  in  destructive  inflammation, 

.  ,!>  ii  iSv   i.ix  nuv   \\,»ll.  iiM'lf  stn»ngly  infecte<l,  l)Of'omes  virtually  the 

^^  jt-    .,    J   v„,    ,.,\».\  .  u»uUr  llu'se  eonditions  the  uterus  is  at  once  a 

J.  ,.,.  ,..iiv.    »M   vl;iu>::x»r  lo  hcaltli    and  life,  and,  if  removable, 

!j  ...M    ,.,1.'.    n..  ,  luvuu'^uuuvs  U'  left. 

n.      N  .  ••    i'>-   uUMn^  as  a  support  and  a  completion  for  tlie 

,....•   V  ..       .      ..I  -.»mc  o|K'rators  to  n'niovc  the  corpus  and  leave 

,,    ,  v  ■    'lii>  vaginal  |M)rtion  of  it.     Tliis  can  be  done 

,,!,     ,,',    ,    .  .      ..>.,     i.t.Mi    i>   jHTt'oniieil   by   tlic  ahdoininal    route,  a 

,    ...     ,,'.  >     ..,.'..  vl  vMiiiinally  but  one  wound,  and  that   tlirou^li 

J.      .'.  I  .  I   ■    '    ;\.    ilu'  cervix,  tlu'rcforc,  after  removal  of  the 

^,^..      .        '.   .i,."i'\  of  (he  altdominnl  operation.      If  hvster- 

,   .,,,        I    ,  >  ■'■.    -Mirctii'us  character  of  tlie  uterus,  is  to  be 

I...     ,.     .;'    i'.       ..  1.1. ..M.     It-iiiMat   least   include  that   part  wliieli   is 
.,    ..Ii>    ....  .   ...I     I.   I    i'i,l  ilin*  ti.re  MH>st  jHTuicious — tluM-ervix.   The 
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idea  of  leaving  it  would  never  occur  in  connection  with  the  vaginal 
operation. 

Technique  of  Vagrinal  Hysterectomy. 

All  preparations,  including  curettage  of  the  endometrium^  are 
made  as  for  vaginal  section.  The  patient  is  placed  in  the  dorso-sacral 
position,  the  legs  protected,  as  directed  in  Chapter  II.,  with  lone, 
sterilized  woollen  stockings.  The  vagina,  having  been  thoroughly 
disinfected,  is  held  open  by  Simon's  retractors,  and  the  uterus  seized 
and  drawn  down  as  in  ordinary  vaginal  section.  The  cervix  is  then 
incised  all  round  by  a  circular  cut  in  a  line  with  the  utero-vaginal 
attachment.  The  uterus  is  then  detached  from  the  bladder  ante- 
riorly and  the  rectum  posteriorly,  precisely  as  in  anterior  and  posterior 
vaginal  section. 

Figure  18L 


L- 


LlncBofanterior.pofitorlor,  and  lateral  incisions  in  vaslnal  section.    A.  Anterior  inolilon.    P. 
Posterior  incision.    I.,  L.    lateral  incisions. 

In  order  to  gain  greater  space  for  operating  two  lateral  incisions, 
each  about  one-half  inch  long,  may  be  made  in  the  vaginal  wall. 
These  incisions  extend  from  the  lateral  mai^ins  of  the  vaginal  wound 
and  resemble  similar  incisions  already  described  in  anterior  and  poste- 
rior sections.  If  still  gi*oater  si)ace  is  needed,  the  perineum  may  be 
divided  longitudinally,  but  should  be  reunited  at  the  close  of  the 
ofjeratiou. 

If  the  uterus  is  in  its  normal  position  the  corpus  may  be  drawn 
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through  the  anterior  ofteniiur :  if  i«ix>verte*l  or  petmflexeJ,  it  may  be 
everted  tlirough  the  |¥^terior  «>pening.    ^^li^  is  aoconiplisihed  by  tenac- 
ula  or  viilsellura-torwus,    Sij*-'  ihc  c\>q>»>  as  high  as  possible,  draw 
it  down  as  far  as  it  will  conio.  then  irni.''P  it  higher  up  and  make  more 
traction,  and  so  on  until  iho  <Ayrsion  is  ivmpleie.     During  the  oper- 
ation lateral,  [wsiorior.  aihiantorii^r  n-iniot.>rs  arv  frequently  required. 
If  the  uterus  is  larp\  it  may  U   Toniovi«d  in  parts.     The  operator 
cuts  oif  piwe  at'tor  pitiv  wiTh  !vis*»i>rs.      This  gives   more  working 
room.      The  motluxi   is  kmmn  ,^s  monvUation.      The   anterior  or 
posterior  lip  of  the  entire  tvrxix  m-iy  first  Ik*  removed.     Then  the 
corpus   may   Ix^  split   in   the  nn^lian   line  and  each   half  separately 
removiHl,  or  the  entin^  uton>^  may  Iv  dividtnl  in  the  longitudinal  axis 
ami  each  half  nnnoved  hy  its<^lf    IVfor*'  cutting  tlie  uterus  away  from 
the  hnvul  lijpimcnts  th<  y  should  Iv  pn»viously  clani])ed  by  means  of 
stn>uy:  prt»»un'-t<mvps  or  ligaiurrtt  as  tleserilwd  in  the  ojK'ration  of 
hvsienvti»m\  for  oamvr.     If  the  bnvul  Hgjiment  is  very  large  and 
short,  it  nmy  Iv  msN'ssaiy  to  tie  if  in  |»:irts.     li'  the  cori)Us  ctinnot  Ik? 
drawn  into  iho  \agina.  the  lig«menf*  and  their  vessels  may  l)e  clamped 
or  lii;utnT^^^  rtod  cut  progressively  until  they  have  been  entirely  sev- 
eiwl ;  tit*'  i:u  ri;v  {v  \hou  n^iiove*!  without  evcrsion.   In  some  cases  a  sin- 
ijlc  cI.jMM'  »;::nK>i  !n  ih<-  finger  may  U'  made  to  compress  an  entire  broad 
liii.ituv  :•;       Tx,  :v'OM  .»t'  \hr  ntonis  ami  conse(juent  torsion  of  the  broad 
liii,<Mu:>:      nx  ■»  n:  r,   ^lipping  otV  ol' tlic  clamps  or  ligatures.     Fatal 
hviiK':»;-.^x    wv  ;ss-   sijnbntoilfofhis  c^iuse.'    See  Chapter  XX  A' 1 1 1. 
l'»»x    .r  N    *  ^^^    s:v    w»vh   inor«»nse<!   when    the   uterus   and   its 
.»pis  .K'.i,o  X   ,\     'v,N.  ;^x  .'^Jh«vxio«s.     Th<^  uterus  Ijeing  drawn  down 
4t»v»  •«  vv.>i  N>      >     -N  >    ^N-'V.^m  foiwjw  in  the  right  hand,  the  adhesions 
*v-   .v.NA.         '     v      -v  "V'^vr  pi>visely  as  in  the  operation  alreadv 
.!v.s.s>  V.    ,  \  *:  .v(  ihe  apjH'ndages.     The  adherent  apjx'nd- 

V     .^     sx         vvv;    iiis  ojvrsuiiui  pitKrecKls  as  if  there  had  been 
'  V.       -.^i  uvhuique  of  closure  of  the  wound  is  laid 
V   v..   .    '  '  .'i"  h\?*tciwtomy  for  cancer. 
.     .        •  'u     .  *"  v'f  caM-.^  discussed  above  offers  a  large  field 
,..v.      V.  .     *     -  pivu-iabic  to  tubular  dniinage.     The  tech- 
.   ,     ....   I  »  txt  iviooval  is  thscril)<'<l  in  Chapter  yjl.     The 
.  ■"    .    ,.     I  *  MK-aiuiv  .serve  the  pur|M)se  of  <lnunage.    They 
I    x»»  \v       v    viii^'Nv-^l  at  the  end  of  forty-eight  to  seventy-two 


M\...b^<..«.>str\>juiv  with^mt  Ramoval  of  the  Appendagres. 

\\   .         .     .  .  k.  t.hiiv.-,  aiv  finuly  matted  an<l  bound  together,  and 

.    s.  ..  ■  ..    iK'in   the   .surrounding  strnctiii-cs,  and    their  re- 

V  .-    \   i.'iluvidcn  l»v  the  dcs|M'rate  risk  of  the  operation, 

.>   ':    uiiii'W'd  anil   the  pus  sjics  freely  ojM'tied  and  left 

\-    x.r.iMi       Kven  If  .son>e  pus  |M)ei<ets  are  overlooked, 

,    X,  .    '.i''\   I'l^.tlv   MHUiiT  or  later  into  the  wound.     Such  pus 

»,       *i   ■    .  i'«.i'     .'Niiian.   or   {larametric,   when   drained  in   this 

.        »  .  f>.  ..Mil.   .'Miierated  ;  if  tulml  or  ovarian,  they  generally 

..    .  ■■  .       Viiiii»lf.  .'I  »;v  iK-»'.'loi;y,  jMtiUMry,  1H!>6. 
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undergo  atrophy.  Although  this  (MiHial  operation  ii*  only  permissible 
for  the  reasons  given  abovt',  yet  it  lias  bt^en  ftillowetl  4>y  entirely  satis- 
factory results.  The  explanation  in  tlie  following  piirag»':iph  is  sub- 
mi  ttea. 

The  removal  of  the  appendages  and  consequent  cutting  off  of  the 
vascuhir  and  nervous  connection  of  the  uterus  are  usually  follo\ve<l  by 
atrophy,  cessation  of  tuncliiin,  and  subsidi'nee  of  <lisease  in  that 
oiwan  ;  conversely,  similar  results  in  the  Fallopian  tubes  and  ovaries 
should  naturally  lullitw  the  cutting  oil'  <>{'  their  vascuhir  and  nerve 
connections  by  the  removal  m1'  the  uterus.  In  one  iveorded  case  of 
hysterectomy  tlie  remaining  tubes,  however,  Wfame  healthy  and  did 
not  atrophy.  On  the  contrary  they  were,  during  several  years  after 
the  operation,  the  medium  of  nienstriiatiou.  The  menstrual  fluid 
passed  fmui  them  into  the  vagina,'  Tills  ca.«e  speaks  against  the  idea 
that  the  tubes  do  not  partieijiate  in  menstruation.  In  another  case  " 
pregnancy  occurred  in  the  istltmic  portion  of  the  tube  ;  there  was 
consequent  hemorrhage  into  the  vagina  ;  the  tubal  ojK-niug  was  dilated 
and  the  product  of  conception  curetted  away. 

Aspiration  of  Hydrosalpinx  through  the  Va,g:ina. 

The  contents  of  sactosalpinx  serosa — liydrosalpinx— may  be  re- 
moved by  aspiration,  ami  if  the  asjiiration  be  followed  by  efficient 
local  massage  of  the  tube  the  cure  may  be  permanent.  As  explaineti 
in  Chapter  XXI.,  occlusion  of  the  emls  of  the  tlistcnth'tl  tube  may 
have  occurred  nieclianically  from  swelling  <tf  the  mucosii  or  organi- 
cally from  adhesive  inflammation.  Spontaneous  reopening  of  the 
tube  and  restoration  of  its  functions  are  probable  under  the  former, 
improbable  under  the  latter  conditions. 

T<!ch}tiijae  of  Aftpiration,  The  diagnosis  of  sactosalpinx  serosa — 
hvdrosalpinx — having  been  made,  the  aspiration  of  it  will  include  the 
following  steps  : 

1.  Make  the  vnlva  and  vagina  aseptic. 

2.  L<T<"ate  the  sac  nccuralely  by  conjuiuiHl  examination. 

3.  Keejjing  the  right  band  behind  the  piibes  over  the  sac,  and 
using  the  left  index  and  middle  fingers  in  the  vagina  as  a  guide  to 
the  point  where  the  s*ie  bulges  nH>st  toward  the  vaginal  fornix,  push 
the  aspirator  needle  into  the  sac  with  the  left  hand, 

4.  If  fluid  d«R's  imt  follow,  withdraw  the  needle  slightly  and  pu.-h 
it  in  again. 

5.  Having  withdrawn  the  fluid,  the  action  of  the  aspirator  may  be 
revGi>;ed  and  the  sac  refilk*(l  and  again  emptied  two  or  thrvo  linu's 
with  a  0/i  ])er  cent,  solution  of  formalin, 

6.  The  aspiration  and  washing  out  of  the  sac  having  been  com- 
pleted, place  a  ple^lget  of  wool  or  gjiuze  satiirate<l  with  a  IH  [kt 
cent,  soluticui  of  ichthvol  and  glveeriu  against  the  cervix  uteri. 

The  fluid  havinjr  been  removetl,  it  whould  be  subjected  to  a  buct<?- 
riological  examination. 


'  Wcll<'r  Vnn  Ilfiok.    rnjmliiHuhe)!  pftw*. 

«  WeiidtritT.    Ctulrall>luU  fUr  <iynilkolog1p,  1896.  No.  4,  p.  111. 
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Inclskia  of  a  pelvic  abscess  with  sharp-pointed  scluMin  through  the  vaylTUU 

Vaginal  Incision  and  Drainage  of  SactoBalpim. 

Incision  ami  drainage  of  sactf>salpiiix  is  ii  rocoprnized  procedure.* 
ijjindau  rather  warmly  reeomnicDds  it  ovtii  in  pyowilpitix.  Its  value, 
lutwevcr,  is  more  pttsitive  in  hydrotyilpiiix.  Tlie  prmWure,  even 
wlion  suucessful,  seldom  restores  the  fum-tion  of  tlie  tuhe,  Init  pro- 
thiecs,  instead,  eomplnto  obliteration  of  the  Iniiien,  tliereUy  eonvert- 
\u^  it  into  n  cottl.  Tlie  same  process  sf>metimert  occurs  s|M>ntane- 
•itisly  us  a  rcsnlt  of  reeurnuiz;  appendicitis  or  recurring  sjilpiiigitis. 
The  disease  is  then  known  as  ap|X'[]dicitis  obliterans  or  salpingitis 
«il)]ilcrans.  Incision  and  ditiinn^e  may  hrinj^j  a')ont  or  hasten  this 
result.  The  iiitlieatitin  for  incision  and  drainage  for  parametric 
aljHtrHH  is  much  clearer  than  for  siictosalj)inx.     See  diapler  XX. 

Incision  and  Drainage  for  Chronic  Sactosalpinx  when  the  dis- 
Icnded  (nlic  r>an  he  isolate<l  by  jwiljiation  is  performe*!  as  fallows; 
Firsl  till"  \a!j;iua  and  vcdva  an^  to  he  tlioroiipldy  disinfeeted,  the 
|Mitieiii  Ijcin^  in  the  lithotomy  position  ;  the  .saetos;ilpinx,  by  steady 
prcMrture  of  the  assistant's  hand,  is  now  fixed  downward  towanl  the 
vu^rina,  and  a  tn:H\ir  pro|>erly  curved  or  straight,  guiileil  by  the  left 
indcx-fin^jcr,  i^  intrwlnee<l  into  (lie  sae.  On  this  trocar  as  a  ^uide, 
wilh   wharp-[M)iuted  scissors  enlarge  the  opening  so  as  to  admit   the 


•  Undmi.    AtoUIv  fQr  Gyaiikolotjie.  No,  40,  p.  «6. 
Rlhillf  r,  p,  im. 
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finger.     The  st'issors  are  made  to  enlarm.*  the  o|»eiinig  by  workhij^ 

their  point  through  the  wall  witli  altorrisite  spreading  and  clos^ing  of 
tlie  hhides.  The  sac  h  washed  out  witli  a  hot  1  to  30<Kt  biehloriile 
of  mercury  solution  aiul  draiiiwl  with  g:iuze  saturated  witli  a  1  per 
cent,  .solution  of  formalin.  The  gauze  t?<  removed  and  replaced  in 
fortv-eight  hoiirs^  by  ortliiiarv  antiseptie  g:iiize.  Tlie  formalin  is  not 
repeated  except  at  rather  long  interval?*,  and,  if  healing  progre.sses 
rapidly,  nf»t  at  all.  The  sae,  if  it  doi'S  not  eontmet  |>roni|>ily,  nniy 
be  ciiut+*rizeil  witli  a  saturated  !?olnlion  of  iikline  in  <'4U"bolie  aoiil. 

The  op'nition  shoultl  always  and  ini|M'ratively  inelnde  the  tlior- 
ougli  removal  of  the  causal  infection  in  the  uterus  by  aseptic  sharp 
curettage.  Failure  to  do  this  will  often  lead  to  disastrons  ifsults. 
In  hydrosalpinx,  aspiration  and  massage,  as  outlined  above,  may 
britig  about  restonition  of  ihe  tubal  fnnetioti,  and  shonhl  therefore 
\)c  tried  before  incision  and  drainage.  The  method  has  been  nearly 
obsolete  for  twenty  years.  Its  resntts  l>efore  the  days  of  liattey, 
Tait,  and  Hegar  showed  relatively  few  immetliate  cures  anil  a  dis- 
couraging number  of  failures  to  arrest  the  ijernicioua  or  fatal  march 
of  tubal  and  ovarian  suppuration.  On  the  other  hand,  the  more 
radical  extirjiation  of  the  diseased  organs  has  siived  iinuimcrablc 
women  from  lifelong  invarnlism  or  death.  Tlie  re-establishment  of 
incision  and  drainage  as  a  recognizeil  and  useful  procedure  has,  how- 
ever, been  made  possible  by  the  addition  of  nharp  uterine  curettage 
and  a,sepsi.s. 

There  will  always  be  great  difficulty  in  drawing  the  line  between 
those  cases  which  may  be  relieved  f>y  incision  and  drtiinage  and  those 
which  demand  cxtir|>ation.  The  former  treatment  will  be  applicable 
to  the  more  recent  anil  acute  cases.  The  older  chronic  snppnnitive 
cases  in  which  f>enuaneut  clmnges  have  taken  place  will  often  require 
extir^xition  of  the  diseased  organ:*.  In  spite  of  the  recommentlation 
of  Ijandau  and  numerous  successful  cases  reported  by  Vnlliet, 
Cronlliad,  Abbott,  and  others,  it  is  nttt  strongly  inxlicattnl  in  chronic 
pyosidpinx.  The  success  of  the  operation  requires  the  removal  of  the 
ohl  an<l  prevention  of  new  infection;  and  the  fulfilment  of  tliese  indi- 
cations in  the  many  prissibh^  cavities  and  recesses  of  a  pus  tube,  and 
in  the  ncigldMiring  pus-|>ockets  whose  walls  are  dt^eply  infected,  is 
often  l)eyon<l  the  jjower  of  simple  drainage  and  disinfection. 

Titbenmhtv  Suftptn-afion  in  the  titcritu^  appendages  offers  the  great- 
est resistance  to  all  <'onservative  iuea.sures,  and  is  thcrefttrc  generally 
admitted  to  l>e  a  clear  indication  for  the  removal  of  the  uterus  and 
its  appfinlages.  The  great  frequency  ol'  chronic  tubercular  infection 
materially  cuts  down  the  number  of  cases  suitable  for  drainage.  It  is, 
moreover,  usually  difficult  to  recognize  and  exclude  the  tubercular  cases 
until  the  pus  has  been  i"ienioved  and  examined.  The  .suggestion  to  defer 
the  radical  oporatioii  until  con^crvative  measures  iiave  been  tried  and 
failed,  is  weakened  liy  llif  fact  that  after  incision  unci  ilraiiiage  tlie 
reuioval  of  the  disea.-^ed  organs  is  alway-  more  difficult,  tedious,  and 
dangerous. 

'I'he  foregf»ing  |>aragraphs  relate  more  especially  to  incision  and 
drainage  for  chronic  sactosalpinx. 


fcr  Acut^  Pelvic   Suppuration.     The 

'  ijilfciwiHTitiirn  may  Ifi.*  niatlt^d  v.m\  fiisixl 

•HlRik    Ttie  iiulividiial   <irp;:iiis   nuiy   be 

HklivHilV  j:^'m'ml  state  from  sqitir  jMiiis- 

.  ikKt  ^  taon*  nuHeiil  ojx'ration  extni- 

Iht  the  8iippuratioii  be  tubal, 

iaU,  vn^inal  incisSoii  and  tlniinage 

>.     The  ili!^*aulilge^)  are  : 


%ud  ywtiMn  restoration  to  function  of  the 

9h«rp   curettage    the  incision   19 

,     ...V      ■  ili'eudy  described,   for   poste- 

'.i.  '  tue  circular  incision  gives  too 

■ij^i^yiyMiiw  v\|>UiniliHn  and  mantpidatioii,  an 

\m  )bc4SMIIHMV  l»c  made  from  the  ecntre  of  the 

tiki*  u>ci.*ioii  rtins  in  the  median  line 

»'«>»tti  the  cervix  toward   the  rectum. 

M  the  index-finger  of  the  left  hand 

'.-.■  ti»  piTVcnt  wountliii^  the  bowcL 

•.  UAuf  lunv  returned  to  tlie  piuch 

\  ir  the  abdornci),  tlie  examina-i 

pidpiitiiiu.     Tlie  left  indcx- 

I-  jijde  imtil  the  bimanual  sen- 

.  uiii  poiitfriorly  is  alnutst  reached. 

h«fi,and  willi  it  the  superimposed 

;\  be  found  and  penetrated  witltout 

^lH  b^vvlih'Ut  to  the  tom-h  nf  the  cxam- 
_  ^..  d^^ix-vs-etjvity  will  us^nally  be  found. 

.■iitin<>nt  of  Para  nnd  Pfri-utodno  Sl-dUo 
Society,  ll«5.    AdHpUUon. 
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During  these  manipulations  the  peritoneal  cavity  may  be  accidentally 
opened.  This  does  not  specially  add  to  the  danger.  It  is  well,  how- 
ever, to  retain  the  finger  in  the  opening  leading  to  the  abscess  until 
any  escaping  pus  may  be  washed  out  of  the  vagina,  and  the  peritoneal 
cavity  protected  by  gauze  packing  against  the  inflowing  of  pus.  The 
finger  may  then  be  withdrawn  and  the  pus-cavity  evacuated ;  slight 
pressing  upon  the  abdominal  wall  will  help  to  empty  the  cavity.  The 
packing  is  now  replaced  by  fresh  gauze  and  the  finger  reintroduced 
into  the  pus-cavity.  This  is  for  the  purpose  of  finding  and  in  like 
manner  emptying  any  neighboring  abscess ;  failure  to  do  this  may  be 
disastrous.  The  other  side  of  the  pelvis  is  now  explored,  and,  if 
necessary,  treated  in  the  same  way.  All  hard  inflammatory  masses, 
whether  pus-containing  or  not,  are  to  be  penetrated  by  the  finger.  No 
instrument  save  the  finger  is  to  be  used  after  the  incision  through  the 
vaginal  wall  has  been  made.  All  inflammatory  foci  having  been 
penetrated,  their  exposed  cavities  are  now  to  be  packed  with  a  single 
strip  of  sterilized  gauze,  about  three  inches  wide,  saturated  with  a 
solution  of  formalin  1  to  200.  The  outer  end  of  the  gauze  strip 
should  be  carefully  retained  in  the  vagina  to  facilitate  removal.  Con- 
siderable gauze  should  be  retained  in  the  vaginal  wound  in  order  to 
keep  it  open  and  insure  drainage.  The  operation  is  completed  by  the 
application  of  a  light  vaginal  gauze  tampon. 

The  inflammatory  deposit  will  be  found  in  some  cases  in  the 
median  line  just  posterior  to  the  uterus.  Whether  intra-peritoneal 
or  extra-peritoneal,  it  must  be  thoroughly  penetrated  and  drained 
until  it  is  evident  by  bimanual  touch  that  the  finger  has  reached  its 
outermost  limits.  The  finger  should  be  worked  from  side  to  side 
until  the  surgical  sense  indicates  that  the  drainage  will  be  sufficient. 
In  some  cases  the  finger  cannot  go  far  back  in  the  median  line  with- 
out 0[>ening  into  the  (Kiritoneal  cavity,  but  turning  to  one  side  or  the 
other  the  layers  of  tlie  broad  ligament  may  be  separated  and,  with- 
out invading  the  peritoneum  at  all,  the  finger  may  be  pushed  into 
large  lateral  masses. 

As  already  stated,  tlie  pelvic  organs  and  products  of  inflammation 
are  often  so  matted  and  fused  together  in  a  conglomerate  mass  that 
the  operator  may  be  unable  to  recognize  individual  organs.  He  is 
only  guided  to  .sceptic  inflammatory  masses  by  the  touch.  Parametric 
abscess  and  circumscribed  intra-peritoneal  accumulations  of  pus  offer 
better  chances  of  permanent  cure  than  pus  tubes. 

Vaginal  incision  and  drainage  arc  sometimes  indicated  as  tem- 
porizing measures  in  extensive  chronic  |K'lvic  suppuration,  and  even 
in  a  tuberculous  ease,  if  tlio  jKitient's  strength  is  inadequate  to  the 
more  radic^al  o|>erati(Hi,  incision  and  drainage  are  indiciited.  Even 
though  radical  (Min^  docs  not  follow,  there  is  usually  prompt  and  pro- 
nounced improveinent,  oi'tcu  sufficient  to  permit  the  subsequent  re- 
moval of  tlu!  uterus  and  diseased  organs  by  vaginal  section ;  these 
cases  offer  the  stroniicst  indication  for  vaginal  as  against  abdominal 
section.  They  an-  often  ])racticaily  ino])erable  by  the  former,  though 
with  relative  safV'ty  inanagcahle  by  the  latter. 

If  the  nbdoMK'n  lias  been  o])ened  and  the  case  appears  to  be  more 

21 
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fniUnl  for  tlie  vji^inal  roiitje,  out*  may  introduce  the  suturew  for  cloBure 
of  ihv  ulMlornliiat  woiitnl,  ami  hr-foro  tyinj^  tliein  prftot'cd  aomrding:  to 
|lii»  irnli«';ili«>M  to  tin*  vajjinal  ojR'nition.  Tills  «riv('.s  the  :ulc1itii>nal 
IvHiita^'  oi'  the  abduniinal  opening  for  guidance  in  the  vagi  mil  work. 


Salpingo-Stomotomie.* 

Thin  o|)enition  in  solectcwl  rases  is  dosigiieil  to  save  and  restore  the 

a|i|H'iiduii:«'s  tn  tlirir  normal  funcHnn  in-^tcad  (if  removing  them. 
AngiHt  Martin  rt'iinrts  sixty-five  vn^v>  with  two  deaths,  neither  t>f 
whieh  was  of  itself  atrrihntuhle  to  the  oiK'raticm.  In  iMK/j  he  began 
to  open  tlie  elose<l  abdominal  ends  of  tubes  and  to  study  niieroseopi- 

Kiin'Hi;  IM 
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'.ii«»»»l>Mnli'      Hi'xiMlloii  of  Oil-  tii'x.'.    <'.jn!«ti  NHtlw  >>|H  r-»ll(in   for  hv<lr-*nljiiiix. 
.1,11  uiiii  (.1  Oil' rlitlit  <-l<»stMl  (i>  «ilh«*»iv<'  liiflHiitiniiili'i)     't'ho  mnputtu  uf  lul>«- to 
I  itiMt  ihf  iinioiiKM  U  tN-MttK  unitra  in  ihvkvniMi  by»  cotiUnuous  suture: 
.  nn  <i'liiM'»l  by  »  r«iiiitiu<Hm  «iiiun\ 

rtillv  llieir  iMMtlenIs  and  the  <!onditiou  of  their  walls.     His  method  is 

UN    (onOWH  I 

1,    IbloK  (he  liilie  as  far  as  possible  up  into  the  tdMluniiiud  wonnd. 
U,    l*hHimt  the  »MljniH'tM   iM-lvie  organs  by  plaeing  under   iIr'  tube  a 

t\,  OpiMi  (ho  i«ml  of  the  nmpuilu  WTtli  fM-issjirs.  The  |M>int  of 
oliMUiii  iiuiy  Im»  nMMt|;nixcd  by  u  bear  in  whieh  the  fmibntc  aiv  still 
viMlhht, 

4.  Hirjp  ih»»  (id f  fluid  by  pa'ssure  aj)plied  frum   the  ntorjiic 

towar<l  (hi*  tibdiioMnnl  I'lid. 

b.  ll'the  eoiitrnlH  !»•  serous,  i»«h»rless,  and  all  tluid,  and  the  nuieosa 
flhowi*  only  slight  swelling  and  reddening,  and  the  folds  are  onlv  flat- 
tened by  pn'!*Hijre,  nllt  (ho  tube  up  for  a  distaiu-e  oi'  alxHit  one  iiieh. 

<>.  If  the  iHmdttimi  in  the  upper  part  of  iIm- tul>e  still  tipjH>ai*s'lo 
bo  only  eatanhal,  el(>s<'  the  longitudinal  unurjd  with  three  Hnc  eatgui 
siitnn's.     Any  largi-  »4n(MTtbioiis  tags  are  to  Im'  rot  olF. 

7.  The  bordri^^if  ttd>at  noicosa  at  the  end  of  the  tnlie  and  the 
periloueuni  are  i.>  be  united  by  fine  «'atgnt  siitnrei*  mt  that  the  opening 
shall  gajH-  uud  the  tmicosji  shall  stay  everted. 

«  A.  M«rtia.    1M»  KninklivUon  rtvr  Kllelter.  p.  218. 
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Hemorrhage  is  .slight  and  ear^ily  oontrollod  by  fine  ligatures.  The 
everting  sutures  at  the  end  of  the  ampuUa  hold'  the  new  ostinm  close 
to  the  ovary.  The  now  reopened  tuhc,  together  with  the  ovary,  is 
replaced  in  the  alKionien.  Any  ovarian  adhesions  are  to  be  l>raken 
up.     Aceording  to  Martin,  this   operation  offers  no  greater  danger 
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Resection  of  the  ovary.  CorjHfTvntlve  nperftlions  on  ovaries.  Farlial  removnl  of  riuht 
ovary  by  rest'Otinn.  Nearly  nn  of  lutt  ovary  prt-scrvod.  Smiill  dotuphvd  innltiplo  cyst  holnw 
left  ovary  has  beeo  removed  from  it.  ThKovarie«  show  whip-siittihex  for  clofiure  of  resection 
wounds. 

than  any  other  celiotomy  eomplieated  by  peritonitis,  Pregnaney  fol- 
lowed ill  two  eases  in  which  this  operation  had  been  perlbrmed  on  one 
side  and  the  appemlages  had  been  extirpate<i  on  the  other. 

The  general  conclusion  is  that  extir(>ution  for  atresia  of  tubes 
whose  contents  are  not  infections  may  l>e  niijnstiliable.  The  opera- 
tion, however,  can  result  in  restoration  of  function  only  when  the 
uterine  t'tul  is  ojxmi,  or  when,  if  closed,  the  closure  is  due  to  swelling 
and  not  to  intlammatory  adhesion. 

Resection   of  the   Ovary. 

The  diseased  portion  of  a  partially  diseajsed  ovary  may  be  removed 
by  resection,  and  the  remaining  healthy  juirt  saved.  The  indicMtions 
for  resection  are  these  : 

1.  The  saving  of  a  portion  of  the  ovary  in  order  to  preserve  ita 
repnxluctive  functions. 

2.  The  saving  cif  a  pttrtion  of  tlie  ovary  in  oaler  to  preserve 
menstruation  and  other  functions  of  probable  importance  not  deli- 
nitely  known,  among  them  possible  elimination  and  secretion. 
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Rfprothiution  has  repeatedly  followeil  the  opunitioii  when  the 
utpnis,  the  tulx%  and  only  a  very  sinall  fratjinent  of  the  ()vary  were 
left.  The  duty  of  the  sui'^eon  to  h-ave  tor  tliin  ptirpose,  when  prnc- 
tieahle,  any  ftineti^matin^  jiart  of  an  ttvarv,  is  therefore  clear/  Tlie 
preservation  of  tnenstnmtion  and  other  possihle  funetions  is  urjj;ed  hy 
many  eompetent  observers.  As  a  rule,  women  are  better  mentally 
and  phy.^ieally  if  menstruation  and  ovulation  are  maintaine<l  np  to 
the  periwl  of  nature's  meno|]aUcse.  The  possible  seeretory  ami  elimi- 
native  funetions  of  the  ovary  justify  the  operator  in  leaving  it,  or  any 
healthy  portion  of  it,  even  though  the  diseased  tubes  and  uterus  have 
to  be  removed.* 

The  Operation  of  Resrcfhn  simply  involvea  the  excision  by  scalpel 
or  scissors  of  the  disoasc<l  portion  and  closure  of  the  wound  by  means 
of  fine  interrupted  or  continuous  catgut  sutures. 

All  conservative  ojK-mtions  for  ojK'ning  closed  tubes  and  resection 
of  (fvaries  should  be  supplemented  by  the  release  of  the  appendages 
fmin  any  adhesion  which  may  be  jiresent. 

Omrlaii  Krfract  or  Ih-Hnieaifd  Orarirji^  which  may  be  found  in  the 
drug  simps  pre[)aretl  ffir  internal  administration,  are  ninch  in  vogue, 
and  are  said  to  give  relief  for  the  thsagreeahle  symptoms  of  the  meno- 
pause, whether  induced  by  oophorectomy  or  by  nature. 

Relative    Advantages    and    Disadvantages    of   the    Abdominal 
and  Vaarinal  Routes  in  Pelvic  Surgrery. 

Advanfftf/rs  nf  the  Abdominal  lionie. : 

1.  A  larger  fiehl  is  open  fur  operation. 

2.  The  opcmtor  may  see  what  he  is  doing  instead  of  de[>ending 
largely  on  touch. 

3.  Diagnosis  of  unsuspected  conditions  and  complications  is  much 
easier. 

4.  The  al)dominal  section  is  adapted  to  large  tumors  and  pus-sacs, 
and  to  conditions  high  in  the  pelvis. 

Ty.  Tiie  ap|R*ndages  may  be  removed  with  better  chance  of  avoiding 
rupture  of  a  pus-sac. 

(i.  There  is  les^s  danger  of  wounding  intestines,  bladder,  or  ureters 
an«l  greater  facility  in  the  control  of  hemorrhage. 

7.  Thi'  frequent  ctHicurreiice  of  ap|>iMulicitis  and  other  alidoniinal 
lesions  with  pelvic  disease  and  the  impossibility  of  reaching  them  by 
the  vagina. 

8.  It  gives  more  light  and  more  sjmce  for  conservative  work. 


Advantayee  of  tfu-    Vaginal  Route: 

1.  It  gives  l>etter  drainage,  and  is  therefore  specially  adapted  to 
cases  of  vcsietd  or  intestinal  fistuhe. 

2.  It  avoids  alwlominal  scar  and  risk  of  ventral  hernia. 

3.  It  is  suitable  for  eases  of  small  tumoi's  without  high  adhesions. 

*  lN>lk.    OpemUons  nf  the  I'lerinc  AppenilniiCR,  with  a  Vli-w  to  Prfucrvliij;  ih**  KunrUuui  of 
OralNtion  ninl  M^rwtnmtlon.    Trnndnrilon*  .if  tiw  Ami-rk'ttu  Uynvculuciciil  St^cii-ty,  Itm, 
*0.  E.  Curotuto,    6fiTc«lone  lutvniK  tlcllf  OvaJe,  iwio, 
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4.  When  properly  performetl,  it  lessens  the  danger  from  shock,  and 
is  therefore  suited  to  cases  of  extreme  pelvic  infiltration  and  adhe- 
sions for  which  the  abdominal  route  is  extra  hazardous. 

5.  It  involves  less  handling  of  the  intestines,  and  therefore  less 
consequent  danger  of  intestinal  adhesions. 

6.  Kecovery  is  less  complicated  and  more  rapid. 

Unfortunately,  the  vaginal  route  is,  for  at  least  a  very  large  pro- 
portion of  eases,  impracticable.  The  long,  narrow  virgin  vagina  or 
the  vagina  which  has  become  contracted  from  senile  atrophy  may 
render  the  field  of  operation  almost  inaccessible.  A  very  large 
uterus  with  exceptionally  short,  thick  broad  ligaments  and  greaUy 
enlarged  appendages,  with  adhesions  extending  beyond  the  reach  of 
the  finger,  may  also  be  difficult  or  impossible  to  manipulate  through 
the  vagina.  Under  such  conditions  the  abdominal  route  is  much 
safer. 

In  many  cases  it  is  well  to  begin  the  operation  in  the  vagina  and 
continue  by  that  route  as  far  as  the  greatest  safety  will  permit,  and 
then,  if  necessary,  open  the  abdomen  and  complete  the  operation  by 
the  combined  vaginal  and  abdominal  method.  Conversely,  the 
abdominal  section  may  have  to  be  supplemented  by  the  vaginal.  The 
combined  operation  may  be  the  deliberate  purpose  from  the  beginning, 
or  the  necessity  for  it  may  become  apparent  only  in  the  course  of  the 
operation. 

In  an  uncertain  proportion  of  cases  the  advantages  of  the  two 
routes  are  so  evenly  oalanced  that  either  is  jx'rmissible ;  the  election 
must  then  rest  with  the  individual  bias  of  the  surgeon.  The  choice  of 
prcK'edures  has  in  a  measure  been  forecast  in  the  description  of  special 
oiKsrations  already  described. 

It  will  be  seen  from  the  above  that  each  method  has  its  special 
advantages  and  disadvantages.  Some  of  these  last  are  less  real  than 
they  seem  ;  for  example,  an  objection  to  vaginal  hysterectomy  is  that 
it  affords  only  a  limited  field  of  operation  and  small  <;hance  for  visual 
control  of  the  work.  This  objection  does  not  necessarily  appeal  to 
the  skilled  operator.  The  danger  of  hemorrhage  is  avoidable  if  due 
precautions  are  used.  Injuries  to  the  bladder,  ureters,  and  intestines 
may  occur  with  either  method,  but  in  vaginal  hysterectomy  the  perfect 
dniinage  makes  them  less  dangerous  if  they  do  occur. 

The  operator  should  not  permit  his  prejudice  in  favor  of  either 
route  to  lead  him  to  pursue  it  to  the  extreme,  for  that  part  of  an 
operation  which  is  easy  by  the  vagina  is  often  most  difficult  by  the 
abdomen,  and  vice  versd. 

The  vaginal  route  was  for  a  time  much  in  vogue,  but  at  present 
among  conservative  surgeons  the  tendency  is  to  return  to  the  abdom- 
inal route. 
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URETHRITIS— I»1U>  LA  I*SE 
UKETHKAL  ABSCRS 


OF     THE     URETIIRA—SUB- 
— t  YSTITIS— P Y ELITI8. 


URETHBITIS. 
Etiology. 

The  pretlisposing  and  exciting  causes  are  the  same  as  for  inflam- 
mation in  geuf  ciil  ;  they  are  : 

1.  Moist  freqtit'nily  gonorrhoea;  least  frequently  syphilii*,  tubercu- 
losis, erysipelas,  and  (Ii[»hllH'riii. 

2.  Unclean  instrunienintiim  and  unclean  manipulation,  such  as  of 
the  catheter,  sound,  and  hand. 

3.  Passage  of  calculi. 

4.  Irritation  from   now  growths. 
6,  Mastnrbation. 
6.   Improperly  titting  pessary. 

Pathology  and  Diaernosia. 

The  less  virulent  and  milder  infections  are,  according  to  Kelly, 
most  marked  in  the  anterior  and  [nisterior  walls  of  the  urethni.  The 
mucosfi  as  exposed  hy  the  cystoscope — Chapter  III. — is  swollen  and 
red  from  ilistention  of  the  vessels,  and,  upon  instrumental  examina- 
tion, may  hlee<l.  Hhe  urethral  inflamed  jn^lands  stand  out  jiromi- 
nentlv  as  oval,  yellow  spots,  and  in  the  anterior  jtart  of  the  urethra 
sometimes  give  forth  a  secretion  wlucli  looks  like  pus,  hut  may  be 
oidv  epithelial  d^iiris.  The  tenderness  in  the  milder  rnfeetions  is  less 
marked  than  in  the  gonorrhoea!  variety. 

Gonorrfural  infection  in  the  acute  form  is  intense  and  somewhat 
characterisric,  Tlie  swollen  mucosa,  at  first  of  dee[>-red  color  and 
finally  covered  with  pns,  protrudes  through  the  meatus,  and  has 
much  the  appearance  of  nn  inflamed,  prolapsed  anus.     It  is  exc*s- 
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Urethra  taid  open,  8k e 


•UsteT)(It<<l  by  probM.^ 


sively  sensitive  to  touch,  and,  especially  when  touched  hy  an  instru- 
ment, is  apt  to  bleed.     Burning  and  pain  on  urination  may  be  intense. 

1  Skfnt-'«  I>isettac,s  of  Women. 


326 


Microscopic  examinatimi  of  tlip  ptis  will  sJiow  flie  gonococcus.  The 
inversion  Ui^iuilly  <li^i:q>p(>;ir.i  as  th*'  urethritis  snbsidf.s. 

Sktmc^x  Ghiuh.  Tlie  urethnil  ja:lan<ls  of  Skene  are,  in  this  con- 
nection, of  great  pathological  significance.  They  consist  of  two 
glautiiilar  tnhiiles  situated  one  on  either  side  of  the  urethro-vaginal 
wall.  Each  tubule  extends,  from  a  point  jnst  within  the  meatus 
iirinariiis,  pandlel  to  the  tirethni  to  a  distance  ttf  about  live-eighths  of 
an  inch,  Tlie  tubules  branch  into  the  nmscularis  i>f  t!ie  urethro- 
vaginal wall.  They  are  lined  with  colunniar  epithelium.  When  the 
urethra  is  swollen  and  the  meatus  everted,  the  openings  nf  the  tubules 
appear  just  outside  the  urethra.  The  normally  placed  openings  are 
.seen  on  either  side  by  separating  the  lateral  labia  of  the  meatus 
urinarius. 

When  inflamed  these  tubules  give  fortJi  u|Km  pressure  a  white 
serous  or  pundent  iliscliarge.  Tlie  mucous  memtirane  aroimd  their 
openings,  as  in  follicular  pharyngitis,  is  swollen,  thickened,  and  of  a 
bright  yell<i wish-gray  cobjr,  or  the  orifices  may  be  surrounded  by  a 
granular  areola.'  The  infection  involves  ako  the  peri-glandular 
structures.  The  urethro-vaginal  wall  in  the  neigh  bo  rhoml  of  the 
tubules  is  usually  swollen  and  everted.  The  inflammation  is  gener- 
ally purulent,  very  often  gonorrhoea!,  and  may  give  rise  to  a  free  dis- 
chai^e.     Occlusion  of  the  tubules  by  adhesive  inflammation  and  the 
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Tranaverse  section  of  uretbra,  showing  gland  on  each  side,  maanlfied.* 


conscfpieiit  formation  of  retentiiHi-cystn  is   possiljK-.     There  is  often 
great  tenderness  on  pressure.    Chronic  infection,  as  a  ruhr,  gives  rise 
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toBttW  or  no  paio  on  iinnati'iMi.  In  flam  mat  inn  in  tliesr  glands,  until 
JMBtibed  bv  Skene,  had  Int-n  niifitaken  for  curnnt'lo  (jf  llio  taretlmi. 
Ikt  bliglit-necl  areola  upon  the  snollen  and  thickened  mucous  niem- 
^MMB  aboDt  tiK  openings  of  the  ttibules  closely  resembles  caruncle. 

p^^mMKamATtas  bktwees  Ixflammatiox  of  Skene's  Gulnds  aitd 
Carjtscix  op  tub  Urethra. 


L 

od  lo  ittc  Of 

I  doo  ttol  cure. 


Ciiriatcte  >}/  the  Urethra. 

L  Urlfintion  jmliiful. 

2.  L'Buully  only  one  protuberance  Kitimted 
«.n.v where  in  drcumfereiice  of  meatus  or 
wltliiu  metilua,  but  usually  on  poglerlor 
wall. 

8.  Removal  euros. 

4.  Mrmth«  or  tubules  normal. 


„{bT  Howard,  the  gonococcus  may  become  intrenched 
M(MI  tlw  gbtnds  of  Biirthrtljn,  nnd  from  time  to  time 

_  JktiQH  fcf  recurrent  pjuorrlifvu.      Even   thou^di   the 

^^!^  m^r  |a«^  diwpfwrn'"^  from  tlie  external  !^urfa('e,  rpinfeetion 

ftMlfc  Ai^^mA  mK!f  repMlHedly  oceur.     This  sonrce  of  reinfection, 

t^mSiUtt mALh  liable  to  be  overlooked.     If  the  urethml 

t  MP»  ^  *  a^^  «  swpimnUion,  the  pus  may  be  stripped  ont  of 
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jW«al-dla8:rammatle. 


bil|( motion  ajjriiinst  the  urethro- 
Ki^ljMv  190  ivprei<ent«  n  drop  of 


Urethral  caruDcle.    Bemi-dlagr&mmJitic. 
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EzpreiBlon  or  pus  fVoni  the  AuctM  of  Skene's  gUndi.^ 

pus  issuing  from  the  duct  on  digital  |>resRure,  A  purulent  discharge 
Ironi  the  iirotlira  iiH  very  stroiit!;  clinical  evi<leace  of  gonorriioeal  inikv 
tion.     Tuheroiihir  it)footion  iif  the  gtands  has  been  rcpeatetlly  observed. 

^  Howard  Kelly.    Disciucsof  the  Fumale  liladderand  Urethra.    TK-eutlcth  Century  Pi 
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Treatment. 

The  mrl4or  iioii-gonorrlm^l  forniy  if  not  camplirated  by  cystitis, 
riKiv  u.siuilly  \w  cured  promptly  by  a  few  applications  ninile  at 
intervals  of  four  or  five  dayy  at'  3  piT  cont.  solntionsi  of  nitnvte 
of  silver.  Tbi:  apjtliiation  if*  made  by  an  a]i[>li«it<ir  woiiml  with 
cotton,  tbroii^h  a  urethral  i«pecohtm.  Extreme  forcible  dilatation 
of  ilie  urethra  has  l>een  mueh  pnietiHetl  for  the  relief  of  this  and 
the  tuore  intens<'  fonns  <if  uretliriti^,  and  has  often  given  prompt 
and  pronouneed  relief.  Permanent  injury  to  tlie  urethra  and  conse- 
quent jKTmanent  incurable  ineontiucnce  of  urine  have,  however, 
resuhed  aljout  throe  times  in  a  hundred  of  such  dilatations.  Extreme 
dilatation  is  tlu'reftH'*'  prohibitetl.  Einmet*8  so-called  button-hole 
opei-atiou,  <leseribed  under  {stricture  of  tlie  urethra,  answers  the  thera- 
peutic indication  of  dilatatitm,  and  does  not  im])nlr  the  retentive 
power  ;  it  alsrt  has  the  advantage  of  renileririg  the  diswised  niueosa 
accessible  to  direct  hn-al  treatuieut.  The  opeju'ug  may  at  any  time  be 
closed  by  internipt^'d  sutures;  but  inasmuch  as  there  is  usually  no 
functional  impairment  the  closure  is  seldom  called   fbr. 

Gonorrha'al  urethritis^  if  acute,  is  treated  tirst  by  a  j^ingle  applica- 
tion of  a  10  per  cent,  solution  of  silver  nitrate,  tiien  by  rest  ;  com- 
presses to  the   vulva,  saturated   with  lead  water  anil  kudauiun,  or 
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Emmel'e  biiUon-tmle  operation.' 

sedative  suppositories  in  the  reetuin,  may  give  relief.  If  the  irritation 
is  very  great,  the  compress  mav  be  satunited  witli  a  5  per  eeut.  solu- 
tion of  the  muriate  of  cocaine.  "The  medical  treatment  will  be  the  same 
as  for  goimrrluea  in  the  male.  Kurotropin  is  highly  recommended. 
Chronic  inflammation  in  Skene's  glands,  espcciatly  if  gonorrhn^jtl, 
usiiully  resists  all  cunscrvative  measures.  If  it  does  nctt  yield  Ui  the 
af>pbeation  fvf  nitrate  of  silver  fused  on  a  fine  probe,  the  entire  length 
of  the  tubules  should  be  laid  op<'n  *m  the  vaginal  side,  using  a  probe 
as  a  guide.     The  glaudular  structures  are  then  t()  be  destroyed  by 
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caustic  or  by  excision  witli  scisstir*,  jirnl  tlie  siirfaees  minle  to  henl  by 
granulation.  To  fuse  the  nitnitt'  nf  silvtT  on  the  pmhc,  let  X\w.  t^alt 
be  melted  in  a  small  rci'eptafle  over  a  spirit-lamp,  and  tlip  tho  i-nd  of 
the  probe  into  it  repeatedly  so  as  to  coat  it  over  a  thin  layer  ol'  the 
salt. 

Treatment  of  UrdkrcU  Sincture.  Tiie  inflammatory  process  may 
have  been  so  intense  as  to  produce  contracting  cicatricin!  tissue  and 
consequent  stricture.  The  cause  of  this  imctunmon  h'sioii  is  usually 
gonorrlifpa  or  trauma.  The  treatnu^nt  is  dilalation  by  means  of 
graduated  sounds,  as  in  stricture  (ti"  the  male  urethra.  Should  dilata- 
tion fail,  a  urethro- vagina  I  fistula  may  Iw  made  and  the  vaginal 
margins  sutured  to  the  urethral  margins  of  the  upeuiiig.  When  the 
edges  have  securely  healed  the  listula  may  be  eloseil  by  denudation 
on  the  vag'inal  surface,  the  interrupft'd  silkworm-gut  sutures  being  so 
placed  as  to  give  ample  calibre  to  the  restored  uretfira,.  8ee  Figure 
165. 

PROLiAPSE  OF  THE  UEETHRA. 

Description. 

Prolapse  of  the  urethral  mucoki  and  submucosa,  with  urethritis, 
is  a  condition    describetl   by  Kniniet.     The    [U-ulapsed    mucosa  pro- 
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Emmet'K  operation  for  prtilapae  of  ihe  urethra.! 

jects  from  the  upper  or  lower  margin  nf  the  meatus  or  surrounds 
the  entire  outlet  of  the  urethra.  The  uretlira  is  obstructed,  and 
as  the  obstriicLiou  increases  there  i>  fn-rpient  or  constant  tM-ctliiiil 
tenesmus.  Finally  the  entire  urethral  mucusa  and  suhmueosa  may 
l>e  rolled  out  so  as  to  resemble  a  greatly  prolapsed  anus.  The 
urethral  caual  dilates,  and,  as  the  circulation  is  ol>structed,  the  rolle<l- 

1  From  Emmut'a  Frinctple^  and  I'Tactiuc  uf  Gyuccolugy 
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out   structures   betxniu'   4i?deniataus.     Cystitis  and   iiifectiou  of  the 

kiiliicy  are  post-iliU-  iTSults. 

AVht'ti  ific  proiapne  in  confim-d  to  iho  iijjjicr  or  lt>\v«'r  wall  of  the 
uivtiini  anJ  itie  outrollod  tissiios  arc  from  tlie  outlet  of  the  eaual,  they 
rest'juble  heniorrlioids,  aud  may,  as  in  the  oiK'nttiou  for  hemorrhoids, 
Ix'  iviuoved  by  lit|;ature. 

When  the  prolapne  is  extensive  and  eireular,  removal  in  a  mass  is 
prohibited,  first,  l>eeause  more  prolapsed  tissue  usually  follows  and 
>r(tmptly  takes  tlie  j>]aee  of  that  whieh  has  been  removed  ;  second, 
.tuuse  a  distressing  strieture  of  the  urethra  may  result. 

Treatment. 

The  treatment  of  such  extensive  jvrolapse  is  to  return  the  displaeed 
mueitsn,  \i'  possible,  and  apply  urethral  massage — (Chapter  L.  If 
relief  dcH's  not  follow  after  a  few  treatments,  it  is  well  to  make  a  small 
artitieial  ve.sie.o- vagi  mil  Hstula,  antl  therein-  gjive  the  urethra  perfeet 
rest.  The  massap^e  may  tlien  IjeetJiue  more  effective.  If  tht'se  meas- 
ures fail,  tlie  ])rotapse  may  be  jM'tmaneiitly  eured  by  making  what 
Emmet  ealls  a  button-hole  slit  in  the  urethro-vuginal  wall  and  draw- 
ing through  this  the  excessive  nuieosa  aJid  cutting  it  away.  The 
sutures  for  closure  of  the  opening  are  intriHlneed  before  the  excisiijn. 
During  the  jMissage  of  the  sutures  a  sound  slioidd  l>e  in  the  urethra. 


SUB-URETHRAIi  ABSCESS. 


Thi 


the   urethr 


inal 


It 


an   abscess 

described  by  Lawson  Tait  under  tlie  name  urethral  cyst.  Its  path- 
ology is  not  fiUly  explained.  In  the  limited  imnd>er  of  cases  tlescribed, 
the  sa(*  occupying  the  urethro- vaginal  wall  has  Viiried  in  size  from 
that  of  a  walnut  to  tliat  of  a  hen's  egg,  and  has  cnmnumicjiteil,  by  a 
small  opening,  wtth  the  uretlira.  The  presence  of  this  sae  Jijis  been 
explained  by  Tait  as  a  congenital  defect,  and  by  Kelly  as  a  retention- 
cyst  formed  by  inflammation  and  occlusion  oi'  Skene's  (hiets  and  the 
subse(j«ent  perforation  of  the  urethra  wall.  Inasmuch  as  Skene's 
duels  are  prol.mbjy  the  remnants  {►('  Gartner's  duets,  the  congenital 
and  cyst  them-ies  may  both   be  true. 

The  tumor  has  the  a])pearancc  of  pronoimeed  eystiieele,  is  well 
defined,  and  very  teniler  1u  tlie  tou<"h.  Pus  and  ammeudaeal  urine 
often  esen]ie  frnm  it  through  the  urethra.  The  tenderness  is  so  great 
that  anicsthesia  is  usually  retjuired  for  examination.  If  the  eonimu- 
nieation  with  the  urethiii  is  ex|K>sed  by  a  urethral  sjKH'uluni  and 
pressure  be  made  u[h>u  the  sae,  one  may,  as  the  sac  is  reducetl  in  size, 
see  its  contents  force*!  into  ttie  urethra. 


Treatment. 


^^p  The  treatment  is  to  dissect  out  the  sac-wall  and  close  the  wound 

^^^  with    interrupted    silkworm-gut   or   buried    catgut    sutures.     These 

I  sutures  at  the  same  timeshoulld  close  the  urethral  opening.     Com- 

I  plete  anatomie^d  and  symptiunatie  cure  follows  this  operation.     If  the 

I  sue  has  ru])tnred,  it  should  l>e  dmined  by  gauze  paeking  held  in  place 

I  bv  a  T-bandage. 
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OYsnris. 

In  pathology  and  symptoms  inflammation  of  ^e  female  bladder 
diiTers  m  few  respects  from  that  of  the  male.  The  peculiar  souroes 
of  infection,  the  relative  shortness  of  the  female  urethra,  and  the 
easy  access  to  the  bladder  through  the  vesico- vaginal  wall,  however, 
give  to  the  etiology,  diagnosis,  and  treatment  a  clear  gynecological 
significance. 

When  the  diagnosis  of  cystitis  was  based  upon  the  presence  of  pus 
in  the  urine  and  painful  and  frequent  urination,  its  treatment  gave 
less  satisfaction  to  the  physician  and  less  relief  to  the  patient  than 
that  of  almost  any  other  inflammatory  disorder.  Now  these  symp- 
toms, pyuria  and  painful  and  frequent  urination,  are  recc^ized  as 
results  not  only  of  inflammation  of  the  bladder,  but  also  of  a  variety 
of  other  lesions,  especially  lesions  of  the  ureter,  kidney,  and  urethra. 
Moreover,  the  cyntitis  itself,  which  is  often  thought  of  as  a  distinct 
disease,  is  now  almost  related  to  the  rank  of  a  symptom,  and  is 
properly  considered  solely  m  its  relations  to  certain  deeper  lesions 
which  individually  or  collectively  may  underlie  and  perpetuate  it  or 
may  result  from  it.  Within  a  single  decade  the  management  of  this 
symptom  has  risen  from  the  plane  of  empiricism  and  has  taken  its 
place  upon  the  scientific  basis  of  pathology.  This  change  has  come 
about  chiefly  as  the  result  of  two  causes : 

Etiological  investigations,  especially  including  bacteria. 

Improved  instrumentation  in  diagnosis  and  treatment. 

Btiology.^ 

In  addition  to  most  of  the  sources  of  infection  common  to  cystitis 
in  the  male,  the  female  bladder  is  more  subject  to  concurrent  infection 
from  the  same  causes  which  give  rise  to  infection  of  the  reproductive 
organs.  The  susceptibility  is  increased  during  the  recurring  physi- 
ological congestion  of  menstruation  and  especially  during  the  puerperal 
state.  Furthermore,  infection  may  readily  spread  from  the  repro- 
ductive to  the  urinary  organs.  Vulvitis,  for  example,  may  extend  to 
the  urethra,  bladder,  and  ureters.  Such  extension  to  the  urinary 
organs,  however,  is  somewhat  retarded  by  the  fact  that  the  urinary 
tract  is  freely  washed  by  a  downward  current  of  urine  and  by  the 
further  fact  that  the  urine,  being  acid,  is  a  hostile  medium  for  about 
90  per  cent,  of  pathogenic  bacteria.  A  not  infrequent  predisposing 
cause  of  cystitis  is  stone  in  the  bladder. 

It  is  most  important  to  distinguish  clearly  the  predisposing  from 
the  exciting  causes.     Among  the  predisposing  causes. are: 

1.  Pathological  urine. 

2.  Retention  of  urine. 

3.  Tumors. 

4.  Foreign  bodies,  especially  stone. 

5.  Trauma.     Rupture  of  pelvic  abscess  into  bladder. 

6.  Any  local  or  syst(»niic  cause  of  congestion  or  blood-stasis. 

7.  Rlieuniatisin,  uric  acid  diathesis. 

1  Senu.    Transactions  American  Surgical  Aaooclatlon,  18M.    Conaulted. 
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These  were  formerly  considered  the  essential  causes  of  cystitis. 

Vastly  predoniirititiir^  at  toast  adunig  the  exciting'-  eaiisfs  are  the 
pitholo^ieal  haeteria  aiitl  their  iiroducts.  The  bacteria  must  fre- 
quently fljiiiid  are : 

1.  liaeilhis  crtli  communis. 

2.  Gonocfjccus. 

3.  IW'ilhis  tuhervulosis. 
The  haeteria  liss  frt'tjufiitly  found  are: 

1,  Proteus  vul|,'an?j,  HaiisiTi. 

*i.  Stap!iyIm'iK-4'i  pyogenes. 

3.  Streptocoeci  pyogenes, 

4.  r)ipI(»'oceus  pyogenes. 
o.  Tvplioid  hacillus. 

It  is  generally  agreed  thai  the  gonoeoeens  and  harlllus  tul)ereulosi8 
are  prone  to  attack  the  healthy  hJaildcr,  and  that  tln-y  rcrpiire  little  if 
ay  ])rrdis[)o,sing  caiir^fs.  On  the  other  hand,  a  normal  liladder  is 
aid  to  ullVr  much  re.'^istanep  to  the  other  hjn-teria — that  is,  tiny  do  not 
become  active  except  in  corjjunetion  with  <leHnite  predisposing  causes, 

Amnioniaeal  urine  is  known  to  result  from  l!ie  deeumpusing  action 
upm  urea  of  certain  hacteria,  notably  the  protens  vulgaris.  The 
frequent  a.Si?(X'iatiou  of  alkaline  amnioniaeal  urine  with  cystitis  has 
given  rise  to  the  more  r»r  les^  coniinori  inipressiim  that  the  disease 
dcjM-nds  upttn  the  irritating  action  of  urine  which  has  undergone 
ammoniaeal  deeomjwisitioti,  and  that  .such  decomposition  is  necessarily 
assfjciated  with  cystiti.s.  Johatnies  driller/  of  Wurtzhurg,  was  the 
first  to  overthrow  this  idea.  He  shovve<l  that  in  7.'i  jwrccnt.  of  the  ea.ses 
of  cystitis  the  urine  was  acid.  Soon  after  the  olisi'rvntions  of  Miller, 
Mclchtor*  reported  tlu*  rcsidfs  of  sixtv-two  very  aeeumt*'  ol»scrv{ilions. 
He  tbutid  that  ammoniaeal  deeoniposition  was  <ttdy  a  miuihr  |)he- 
nomenon,  anri  that  in  many  of  the  severest  forms  of  cystitis  acid  urine 
wa8  present  even  t<»  the  time  of  death.  Almost  all  investigators  now 
reaeli  the  uniform  result  that  the  bacillus  eoli  communis,  or  a  very 
closely  related  micnthe,  is  the  one  most  frcijuentty  found  in  ey^titis. 
Out  of  one  linndred  and  twenty  eases  collecl4>d  by  Kosto.'-ki  this  germ 
waa  found  in  eighty  <-ases.  Whenever  the  bacterium  coIi  communis 
wa?*  tbimd  alone  the  urine  was  aeid  ;  wlienever  proteus  vulgaris  was 
found  it  was  alkaline.  Alkalinity  with  bacteria  eoli  communis  is 
said  to  be  always  tlue  to  assoeiatioii  of  other  microbes. 

InBtrumentation. 

Within  a  few  veal's  the  cysloseo|)e  ha.s  revolutionizeii  our  knowl- 
etlge  of  the  jKitlmlogy,  diagnosin,  and  treatment,  not  only  of  ey&titis, 
but  «d*  many  other  hitherto  more  obscure  urinary  disorders. 

In  former  limes,  when  the  principal  factors  in  eliok>gy  were 
stricture  of  the  urethra,  toreign  bodie-  in  the  bladder,  and,  in  the 
male,  eidargi-ment  of  the  oro^tate,  and  when  there  was  no  mean!4  of 
viewing  the  niucoha,  the  linger  llirough  the  dilated  tirethra  an<l  the 
Hoiind  were  the  only  and  rather  dnltious  means  of  exploring  the  bhid- 
dcr.     Digital  exphvration  with  its  altendunt  ilangers  was  then  eomun>n 

I  K(wtii«kl.    DcntiThr  tiiv<iirinUi>hi<  Worlivntrhiift.  S.  it..  iM»t< 
*  MoiinlBlwric)!!  iiL>cr  don  OeuiiitUelatiingvti,  lIcA  10. 


practice.  As  late  as  1883  Sir  Henry  Tht>iiij>s<m/  in  liis  \vt*rk  cm 
Dif/ifid  Krpifirfttimi^  reported  as  the  result  (if  two  years'  observation  hy 
that  nicth(Ml  a  series  of  over  thirty  easts  of  tnuior  in  tlie  bhiikk-r  )h>«hi 
which  he  hiid  operateil.  Mtist  signilicant  in  contr.ist  is  the  re|H>rL  i>r 
Alexander  Stein,-  two  years  earlier,  in  which  he  was  able  to  collect 
from  all  the  hteniture,  including  post-mortem  observations,  only  about 
twenty  e^ses. 

By  means  of  the  cystoseojw  the  entire  interior  of  the  bladder  may 
be  brought  into  vien' ;  foreign  ijodics,  rumors,  and  other  pathological 
changes  may  be  recognized,  and  the  ureters  and  the  pelvis  of  tiie  kid- 
ney may  he  explored.  The  instrument  had  often  revealed  the  }>resenee 
of  stones,  tumors»  ami  ulcers  which  hud  entirely  cscajied  detection  by 
the  sound.  Xunierons  cases  in  which  cystitis  is  of  only  secondary 
im|K)rtance  to  other  associated  lesions,  such  for  exam[)le  as  tumors, 
tuberculous  uhxrs,  and  piles,  or  hemorrhoids  of  the  bladder,  are  now 
daily  obser\'ed  by  the  eystoseope. 

Cystoscopy  is  also  of  great  value  in  preventing  blind  and  meddle- 
some treatment  for  a  class  of  cases  which  present  the  subjective  symp- 
toms of  cystitis,  but  in  which  inspection  fails  to  show  any  lesion  what- 
ever of  the  bladder  mucosa. 

The  value  of  the  instrument  is  also  incalculal>le  wh^-n  only  litnited 
areas  are  diseased  ;  for  example,  in  case  of  mild  inHainmatiou  of  the 
trigone  and  iu  fissure  ut  the  neck  of  the  bladder.  Umler  such  con- 
ditions the  operator,  iustc^ad  of  ti'eating  the  entire  vesical  mucosii  by 
means  of  injections  more  or  less  strong,  may  direct  any  desired  ap- 
plication to  the  disciLsed  |jart  only. 

Pathology  and  Diagnosis.^ 

Cystitis,  in  the  first  place,  must  be  ditlereniiated  from  simple  irri- 
tability of  the  bladder;  a  condition  found  in  nenmsthenic  subjects. 
The  diagnosis  and  treatment  are  usually  those  of  some  underlying 
neurosis. 

The  attempt  will  not  Ik'  made  to  diifereutiate  all  the  jihascs  and 
varieties  af  cystitis,  but  ratheT  to  outline  the  more  prououueed  types. 

In  the  beginning  of  cystitis  the  eystoseope  shows  the  bloodvessels 
to  be  less  shaq>ly  defined  than  in  health.  Soon  the  normal  light 
pitdv,  almost  whitish,  color  of  the  mucosa  assumes  a  deeper  and 
tleeiw-r  hue  until  the  sharp  demarcation  between  the  vessels  is  lost 
and  the  whole  surface  is  finally  of  a  uniform  deep  red.  The  epithe- 
lium may  be  east  off  in  small  particles  from  circumscribed  areas 
either  narrow  or  broad,  and  the  surfaces  thus  exp<jsed  may  take  on  a 
granular  apjiearance.  Finally  in  severe  cases  one  may  observe  exces- 
sive swelling  and  (edema  of  the  bladder  wall  and  pus  coagulation. 
The  urine  in  such  cases  contains  epithelial  detritus  and  pus  cells  in 
large  quantities. 

The  frequency  of  mixed  infection  and  the  presence  of  other  diflii- 
culties  may  render  it  impossilde  to  distinguish  betwei-n  all  the  dtfter- 
ent  bacteriological  varieties;  it  is,  howeyer,  usually  jiossible  and  is 
often  desirable  to  differentiate  the  tubercular  from  other  varieties, 
especially  from  the  gonorrhteal. 

"  lit'ldi-'lrl.     Am.  i;>n.  HUi]  OUtpt.  lounial,  Jan  .  18W.  » IMd. 
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DiFPKRKNTI AXIOM   OF  TUBEHCULAR  FROM  GoNO&RH(£AL   CTSTITIS. 


Tut/rrcuinr  CyntittM. 

1.  Luculod  chiefly  about  the  tr(gt>n«. 

2.  luttNmmiitory  roactlou  aono  ubnent. 

8.  Uical  tutM»roul»r  oyitltli  uot  oommon. 

4.  ChuriirUirlxrit  l)y  prf*unc;vuf  small  tubercles 
■UuDtnl  ulxjtit  ihv  trigone  auci  ureteral 
«irin('<iM. 


I.  K«  proJ«.«vtUiK  tuA«  nr  put. 


6.  No  ■iibpvrltonoal  extravMAtion  of  blood. 

7.  BudUluui  luUircuUwU. 

t.  OA'-ii  oxtcimlon  from  khhi«ry  iui<l  fl-um  gen- 

tir»l  tnlHrculuwid. 
ft.  UUitory  of  tttUiruuluiihi. 


Oonorrhaal  C)f»titU. 

1.  Not  ftt  all  8o  confined. 

2,  Cluar    Jntl«niiimtory    reaction    eone,    later 

chougiut;  tit  <lull-brown  color. 

8,  Of  oommuii  iKi-urn-n*:*;  bulh  local  and  gen- 
eral 

•4-  Charwctt'riMJ  early  hy  insulnr  area*  of  re* 
active  intlammatloj],  with  health}-  or 
nt^arly  heHlihy  iiitLTUUMllale  miicofva. 
Later  liiMjlur  ar^ii^  bccnme  rr»nfluent 
and  extend  over  whole  uiiici>sa. 

6.  PniJectiuK  tuftaof  gouorrhccal  piuaie  apt 
to  be  present.  In  chronie  stage  rogiona  of 
elevation  may  be  excavated  by  ulceration. 

6.  In  very  iit-nte  stage  there  ii  subperitoneal 

i-xtrnYaMlion  of  blood., 

7.  aomH;oocus. 

8.  ExttL-nsiun  from  ^Htdna,  vulva,  or  urethra. 

y.  Hiatitry  of  gonorrhoea. 


The  Patholofiry  of  the  Initial  Stagre  of  Tubercular  CyetitiB 
ftbowHt 

1,  nilTiinr  nr  circuiivsf riboil  .swelling- and  rothioi^.s  of  the  muctisa. 

2.  SmaH  ijniyii^li  (ul)cix'k\'>  itr  ivultiles. 

The  Patholoffy  of  the  Advanced  Stagre  of  Tubercular  Cyetitia 

1.  Larj^T  nothilcH  aiwl  det'p  i^igptl  ulcers. 

2,  Trigotit*,  lirtH<%  suid  |Mtstrri<H"  wall  of  titi"  bladder  most.  affVctHl ; 
^■Mse  tn;tv  rvtidd  ov4>r  tin-  eiitinL'  bhidder. 

S.  Blfld'lcr  ^VJlH  tfiii'litrifd  iind  contiiirted. 

4,  Uriuc  coiitiiiiis  IiIcmhI,  jiiis,  and  tulHTole  bacilli. 

4.  Disease  may  ciul  futaUy  iti  tew  uiouths  or  may  continue  fur 

"    Ik*  Diagnosis  of  Tubercular  Oystitia  is  made  as  follows  : 

1.  Xoo-gunorrhu'al    eyj<tilis    in    a    jihtliisieal    |tutient    b   usually 

5.  Xtio-jr'vnorrliffnl  cyslitl)*  in  y<inn'^'  jktsous  is  nsniilly  tulKTcnlar. 
X  OkfOWc  nleemliou  »>f  I  be  Miuldtr  is  usnully  tuberculous. 

4.  n^lilii  I  t'  the  bneilbiH  tiilien-ulosls  hi  tlic  urine  or  ti.s.sues  i.s  tbe 
*i*^dtarf«te  'llairuosHc  sijrii  ;  t<t  obtain  tis^u<'.«  for  miejvisenpic  exam- 
j^iiM  IMITI    tlie  ulccniUHl  surfaces  throu^r},  tbc  eudo.scupe. 


ClasBifloation. 

it  state  of  knowb-di^e  of  tbe  Hubject  a  |5crfect  cla.*<.«i- 
sUiIe.  Xumcrous  cTaKsificatioris  have  been  propogieiL 
daaeification.  Acct^rtlinj^  to  the  spinal  .structures 
^miotmh:  pericj'stitis,  punieystitis,  interstitial  cystitis, 
ik  Ybe  difficulty,  not  to  say  frequent  impossibility,  of 
x«rirt>w  one  from  the  other  and  the  fu<'t  that  tNV«»  or 


more  usiully  coexist  render  this  classification,  although  diagram- 
matically  attractiire,  i*i  clinically  im|x>:?5ible.  There  arc  no  sharp  lines 
of  ileniarcation  bctwtt'U  the  anatomical  forms. 

The  Pathological  Classification  includes  ntimrmu*  varieties, 
such  a>  catarrhal,  suppurative,  ulcerative,  hemorrhagic,  exudative, 
exfoliative,  and  tissure  cystitis.  These,  however,  are  rather  phases 
and  {X)ssible  stages  than  distinct  varieties  of  the  intlaniniatnrv  pro- 
cess. 

Bacteriological  Classification.  This  mi^ht  comprise  as  many 
forms  as  there  are  varieties  of  infective  mitrobes.  The  prineipul 
bacteria  have  already  l>een  mentioned.  This  classifieation,  altlmuirli 
quite  attractive  in  the  laboratory,  is  often  impractical  at  the  bedside. 
It  is  possible,  however,  that  the  more  exact  knowledge  of  the  future 
may  give  to  it  the  status  of  a  scientific  working  guide. 

These  various  classificiitJons,  however,  from  the  standpoint  of 
nomenclature  are  very  convenient.  Such  words  a^  gonorrhtral, 
iicute,  chronic,  .suppurative,  and  interstitial  are  useful  for  puriMtses 
of  description  and  to  designate  the  various  forms  and  phases  i>f  fhe 
infective  process.  For  example,  we  should  use  the  word  endoeystitis 
to  descriljc  not  a  distinct  lesitm  indejiendrnt  of  the  rest  of  the  bladder, 
but  rather  an  essential  part  of  an  inttammatory  process. 

( 'ertain  so-calle<l  clinical  and  pathok>gical  forms  and  phases  nf 
cystitis  may  be  dcsignatctl  as  f4>Uows,  and  have  grtnit  diagnostic 
^ij^nlficance : 

1.  Superficial  cystitis — catarrhal. 

2.  Suppurative  cystitis. 

3.  Ulcerative  cystitis. 

4.  Exudative  cystitij?. 
6.  Exfi>ltative  cystitis, 

6,  Fissure  cystitis. 

7.  Foreign-body  cystitis. 
8-  Leucoplakia  cystitis. 

1.  Superficial  Cystitis.  A  large  proportion  of  the  cases  of 
chronic  inflammation  are  of  this  variety.  It  is  geuemlly  callet] 
catarrhal  cystitis ;  tlie  term  should  be  restricted  to  surlace  infection 
and  tct  cases  in  which  the  product  of  inflammation  comes  from  tlie 
siif>erficial  epithelial  elements  of  the  blathler  mucosa.  The  disease  is 
marked  by  moflcrate  swelling,  rctlncss,  ami  exfoliation  of  epithelial 
cells  ;  the  urine  contains  a  moderate  amount  of  pus  and  is  usually  acid. 
Erosions,  ulcerations,  and,  as  a  consequence,  mor<>  airundant  su|>])ura- 
tion  may  fijllow — that  is,  cystitis,  rtrigiually  catarrlial,  may  l>econie  dis- 
tinctly suppurative.  Great  alkalinity  of  the  urine  indicates  a  rather 
advanced  stage,  when  the  cystoscopc  will  reveal  a  deposit  of  grayish- 
white  color  containing  mueo-pus. 

2.  Suppurative  Cystitis.  In  this  form  the  inflammation  may 
have  been  diffuse  from  the  beginning  and  have  involved  both  the 
superficial  and  deeper  structures  of  the  bladder  wall.  As  well 
stated  by  Senn,  the  microbic  infection  is  of  sufficient  intensity  to 
destroy  the  protoplasm  of  the  pathological  products  of  the  inflam- 
mation and  thus  transform  the  leucocytes  and  epithelial  and  connec- 
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tive-tissue  cells  into  pus  corpuHcles.  Tho  urine  contains  an  al)Uiul;itM-r 
of  e[)ithflial  cells  ami  pn«.  The  ulcerative  process  may  involve  the 
dd'cpcr  rttnicturc.';  ami  in  exceptional  cases  may  Icail  to  perforatimi. 
The  urine  is  aeiti,  or,  if  amtuoiiiaeal,  may  he  so  from  flceoin position 
due  to  the  interciirreuce  of  microbes  other  tliari  iIhisc  which  produced 
the  original  infection.  In  the  ammoniaeal  urine  will  often  Ik*  found 
the  diplococcns  py<^g'enes  and  tlie  proteiis  vuljjaris.  Su[)]mrative 
cystitis,  i>oth  in  its  acute  and  ehronic  stages,  is  prone  to  invade  the 
ureters  and  kidneys.  In  fact,  chronic  uncompliratcil  suppurative 
cystitis  is  rnn\  TJie  cystos^iopc  reveals  the  local  ctmtlitioiis  as 
alrciidy  described. 

3.  Ulcerative  Cystitis.  The  ulcerative  phase  of  cystitis  has 
already  been  meutioued  as  a  later  Htagc  of  the  raturrhal  or  suppura- 
tive varieties.  The  term  is  here  used  to  desi*i:;nate  that  variety  in 
which  ulceration  is  the  initial  or,  at  least,  a  very  early  fa^-tor.  The 
infection,  as  (h'scrihrd  hy  Seini,  ap|K'ars  to  he  of  a  pecniliar  kind 
and  liTnik'<l  in  extent.  The  residdn^  inflaniruation  leads  qnic-kly  to 
circnmseriljed  ucfTosis,  There  is  usually  a  sint^Ie  eircuniseril^i'd 
ulcer,  the  so-called  'ainiplc'  ulcer  of  the  bladder.  This  form  of 
cystitis  is  quite  rare  and  rest^mbles  in  many  respects  gastric  ulcer  and 
the  round  dumlenal  ulcer. 

The  first  sym[)tom  is  increased  desire  to  urinate  ;  iutemiittent 
luematurta  then  appears.  The  rd<'er  may  become  incrtisteil  with  plnis- 
phatcs.  Fragments  of  the  de[)o.sit  break  olT  now  and  (hen,  and  may 
be  missed  with  painful  jKiroxyHnis,  or  may  Ite  retained  to  serve  as 
nuclei  for  cidculus  fi>rniation.  Finally  the  bladiler  becomes  ctm- 
tracted  and  the  mueous  memltmne  extensively  ulcemted.  Uretcml 
and  renal  lesiorts  may  now  arise.  This  form  of  cystitis  is  undoubtedly 
the  result  of  an  infection  tlvrough  the  blood,  the  iiiHtmunntion  attack- 
ing the  tissues  around  an  infected  eml>o!ic  infarct  and  reaching  the 
surface  of  the  bhuldcr  by  a  jn'ocess  of  ulceration.  Ulcerative  cystitis, 
like  gastric  and  duodeual  ulcer,  is  found  quite  fre<juently  in  young 
male  adidts,  less  imjucntly  in  the  female.  There  are  usually  no 
antecedent  or  attending  pre4lisp(>siug  local  ciitisc's.  In  the  diagnosis 
the  cysto>cojM.'  is  indis|Mi)sable.' 

4.  Exudative  Cystitis.  This  is  characterized  by  the  formation 
upon  the  bladder  mucosa  of  a  so-called  membrane;  hence  it  is  usually 
designated  l>y  the  rather  contusing  descriptive  terms,  *' niembntnous,'* 
*•  diphiiieritie,"  "  cr«;U}jHjus,"  or  '*  fibrinous."  The  exudative  mem- 
brane is  the  produet   of  the  inflammation  ;  it  is  in  fact  apt  to  be  the 

(inKliict  of  extensive  necrotic  changes  anil  as  such  indieates  a  grave 
esi<in.  There  may  Ik-  extensive  destruetion  even  in  the  musculature 
and  especially  in  the  deep  bloodvessels  and  lymphatics.  The  urine 
is  usually  idkaline.  The  disease  has  Ixen  chiefly  observed  in  jmer- 
jx^ral  women.  The  urine  contains  (ibrinous  shreds  or  cast-off  patches 
of  membrane.  Cystoscopic  examination  reveals  a  yellowish-white 
membrjinous  lbrniatif>n  which  may  fiften  be  picked  off  by  means  of 
forceps  pusseil  tlirough  the  eyiindrieal  cystosciij>e. 

5.  Exfoliative  CyetitiB. '  This  variety  is  analogous  to  .so-called 
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disspptin^  metritis  and  dissecting  vaginitis.  The  infective  process  and 
inflamnintory  roaetioii  are  most  virulent  and  intense  and  result  in  the 
destruction  and  detachment  of  the  inueosa,  and  together  with  it 
sometimes  of  the  miiscuhir  layer  of  the  bhuUlcr ;  these  niav  lf)e  exjielled 
in  fni":m{'nts  with  tlic  nrine  or  may  have  to  he  removed  fmm  the 
hhidJer  hy  a  surgical  pi'oeefUire.  It  is  the  most  grave  and  virulent 
form  of  cystitis,  and  i.s  apt  to  Ite  fatid.  The  conditions  are  like  those 
of  exudative  cystitis  intensdicd.  The  diagnosis  between  the  two 
form??  depends  iijwn  the  macroscopic  and  microscopic  character  of  the 
masses  removed  or  tlirown  off  from  the  bladder.  Tlie  disease  was 
early  and  fidly  describe<l  by  Boldt,' 

Etiolog}/.  This  form  of  cystitis  is  u.-^ually  associatctl  with  one  or 
more  of  the  flillovving  meclianical  conditions: 

1.  Retroversion  uC  the  gravitl  uterus  in  50  [>er  cent,  of  ca.ses. 

2.  Protracted  birth  in  25  to  30  iK^r  cent,  of  cases. 

3.  rncarcerated  pelvic  tumors. 

4.  Retention  of  urine,  especially  in  piierpeml  cases,  common. 
Sipiipfonift, 

1.  Membrane  ex])e]le<l  in  urine. 

2.  Membrane  may  obstruct  the  ni-ethni,  causing  retention. 

3.  Membrane  in  tb*-  bladder  enuses  vesicid  tenesmas;  expulsion  of 
it  causes  pain  and  straining. 

4.  Death  may  occur  from:  a,  sepsis;  6,  uraemia;  c,  pyelitis; 
(Ij  peritonitis. 

6.  Fissure  Cystitis,  Fissun?  cy.stitis  is  caused  by  secondiiry 
infection  of  a  trauuiattsni  at  ttic  neck  of  the  lilaclder  or  in  the 
trigone.  As  seen  througli  the  cystoscojie,  the  fissure  is  usually 
covered  by  a  browni.sh  or  yellowish  exudate*  surrounded  by  an 
cetlematous  area. 

7.  Foreign-body  Cystitis.  (Vstitis  caused  by  foreign  bodies 
varies  with  the  eharactcr  of  the  body  and  the  conditions  of  infection. 
A  smiHtth  Uxly  may  be  tolerated  without  subjective  symptoms.  A 
rough  or  angular  substance  may  pnjKluce  trauma  and  thus  open  tbi^i 
way  to  any  Conn  of  itdcction. 

8.  Leucoplakia  Cystitis.^  This  is  characterized  by  the  apjieur- 
ance  of  grayish  or  wtiirish  small  circumscribed  areas  situateil  usually 
in  the  trigime.  Tin*  <'[Htlu'liuui  has  undergone  changes  whieh  render 
it  opaque  and  which  have  been  likened  to  the  changes  of  keratitis. 
The  eystoseope  reveals  a  inunber  of  gniyisb-wfiite  reflectiug  sjwits  of 
a  diamr^ter  approximating  taie-fourth  ineb.  These  spots  while  des- 
quamating are  below  the  level  of  the  surrouniling  mucosii ;  after 
desfpiamation  lias  {'eased  they  ln'come  Hush  with  the  mueosii.  A  most 
pronouu<-f'd  subjective  syniptnui  is  an  intoleralile  and  almost  constant 
desire  to  urinate.     Micturatioii  may  be  ntteniptefl  as  often  as  once  in 

[fifteen  minutes  through  the  day,  and  almost  as  fre<[ueutly  during  tfie 
I  night.  Ijtiucoplakia  residts  from  long-continued  chronic  areas  of 
I  inflammation ;  it  may  be  the  starting-point  of  general  cystitis. 
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The  treatment  of  cystitis  falla  under  four  heads ; 

1.  I'rnpliyhietie. 

2.  Meilioiiml. 

3.  Topical. 

4.  Srirpeal. 
Prophylaxis.*     Niinienms  autopsies  upon  subjects  who  have  iint 

siitFtTcd  from  evsititis  ha%'c  shown  ii  hy|wneini«  t^tate  of  the  bladder  si> 
itjurkeil  that  it  mu>^t  have  Jieen  of  lonj^  linralion,  yet  whieh  had  not 
j,'one  t«i  tlio  extent  <»f  infeetion  and  inflaniTnatittn.  The  explanatiuii 
iniint  be  that  the  inreetive  element  had  not  been  prei<ent,  or  if  prenent 
had  not  beeome  aettve.  On  the  other  hand,  the  question  haa  been 
nuf^ed  and  usually  answered  nt  the  nejip.itive  whether  the  mere  pn-s- 
cufM'  of  infeetive  mierobes  alone,  baeillus  tuberculosis  and  pinoecHU'iti^ 
rxe<>pt(Mi,  eaii  easily  pr«Khtee  cystiiis.  It  is  commonly  agreed  tliat 
inh'ftion  must  usmdly  depend  upon:  first,  an  abnormal  condition  of 
the  soil  whieh  renders  it  susaeptible ;  second,  ni>on  the  presence  of 
I  he  bacterial  exeiting  eanse.  A  twofold  indication  is  obvious:  to  keep 
the  l)hulder  in  a  state  of  resistance,  and  to  avoid  the  intrtMbiction  of 
itilretive  material. 

Snsffjitil)ility  to  infection  may  result  from  either  systemic  or  local 
states.  The  systemic  conditions  arc  often  the  result  of  faultv  elimi- 
nation ami  consequent  defective  circulation.  HcfMitic  and  cart^iac  <lis- 
opders,  kidney  insuttieiency,  consti|)ation,  gout,  litliiemiaand  ehohemia, 
ana-mia,  tUabctes,  rheumatism,  at  once  suggest  themselves.  These 
cliHorders  call  for  hygienic  and  medical  treattuf'nt,  for  judicious 
climinatifHi  and  nutrition.  At  the  risk  of  s<K'ming  to  adviwatc  nmtinc 
nieusurfs,  otic  may  suggest  the  value  of  m<'r('urials  and  salines.  It  is 
cloarlv  es.sential  to  t^-uforcc  judicious  rules  for  fuml,  exercise,  and  sleep. 

The  iu(nMluclioi)  of  the  catheter  under  the  sheet,  its  passage  with- 
out pr«'(uini(4try  disinfection  of  the  vulva,  the  use  of  the  aseptic 
catheter,  and  the  hlight  traumatism  whieh  its  use  may  cause,  and  the 
almost  eerlaiu  ingress  of  septic  matter  thrtuigh  such  tniumatism,  are 
well  l<nowu  (o  rvery  intelligent  pbysieiau.  But  untortunately  many 
intrlligcnl  phy^ieians,  although  intellectually  cognizant  of  the  facts, 
are  tiol  aliv<>'lo  their  inijKjrtanee, 

The  pcwsible  relations  of  |Nirturitiou  to  cystitis  are  mont  signitieant  ; 
among  su<rh  illations  are  those  wliich  arise  from  certain  pelvic  defects, 
Biirh,  fur  exjimple,  as  i-ontraetion  or  excessive  inclination  of  the  iK'lvis; 
ituch  defects  mtiy  n<tard  or  obstruct  lal>or,  and  thereby  cjuisc  prolonged 
pn-ssure  of  tin'  child  upt»n  the  bladder,  a  condition  lull  of  danger. 

(icstjilion  in  a  retrofh'xed  uieru.s  fimilly  enlarges  the  uterus  until 
it  hooomes  int|^Kictcd  undi'r  the  Kicml  promonton\  then  pressure  of 
the  cerv^ix  ujmhi  tin*  neek  of  the  bladder  forees  the  bladder  agjiinst 
the  ptiJM's,  prrv<'iits  c«»niplcte  evacuation,  and  results  in  the  reten- 
tion of  residnnl  urine.  'Iliis  urine  necessarily  bfc«imes  »hHom|M>se<l, 
and  is  tlnii  a  m«Mt  favondde  culture-ground  Ibr  baetcria ;  the 
almost   inevitable  r«">.idt  is  »>y.Mtitis.     If  there  be  present  in  combina- 
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tion  the  three  elements,  eongeetiofi,  decomposed  residual  urine,  and 
bacteria,  even  tliiuigh  any  one  alone  might  be  ineflective,  infection  is 
almost  unavoidable.  TJie  ntHi-ewsity  lor  promjit  replacement  of  the 
displaced  gravid  uterus  is  imquesitioneti. 

Medical  Treatment.  The  medical  treatment  already  dif^ciissed 
as  a  part  of  the  prophylaxis  has,  esf>ecially  in  connection  with  other 
forms  of  treatment,  great  value.  The  ]>rinfiples  are  neees^irily  thtine 
of  genn-dl  internal  medicine.  The  particular  iiidieation.s  Iiave  refer- 
ence to  the  use  of  such  drugs  as  may  change  the  quality  or  increase 
the  quantity  of  the  urine.  Jf  the  urine  i.s  strongly  aeid^  for  example, 
it  should  be  diluted  by  the  free  drinking  of  ilui'ds  or  rendered  less 
acid  by  the  use  of  alkalies;  if  alkaline,  its  reaction  may  be  modified 
by  the  use  of  acids.  To  secure  a  proper  degree  of  acidity,  benzoic 
acid,  alone  or  combined  with  borax  and  dissolved  in  cinnamon-water, 
is  a  classical  and  useful  remedy.  The  indication  to  reheve  Kuhjective 
symptoms  is  twofald  :  iirst,  to  allay  suffering  and  nervous  irritation  ; 
and  second,  to  render  the  pitient  less  intolerant  of  topieal  and  surgical 
treatment. 

In  superficial  mild  cystitis,  with  frequent  urination  and  mild  pain- 
ful contrnctions  of  the  bladder,  prompt  relief  sometimes  follows  the 
daily  application  of  a  rectal  siippositor}'  containing  two  or  three  grains 
of  ichthyol.  In  more  aggravated  cases  opium  may  be  substituted 
for  irhthyol.  Tlie  irritating  effects  of  coneentrated  uriiK*  may  l)c 
avoided  by  the  frequent  drinking  of  water.  I^est  there  be  fre(|uent 
urination  during  the  night,  the  drinking  may  be  largely  conHned  to 
the  morning  and  early  afternoon  hours.  To  secure  goo<l  sleep  let  the 
ichthyttl  suppositories  be  used  two  or  thn-e  hours  before  [>e<ltime, 
antl  followed  if  necessary  by  the  opium  or  mor]>hine  sup|MJsitorie8 
at  bedtime. 

The  bowels  should  be  kept  normally  free  by  mild  laxatives. 
Drastic  cathartics  should  be  avoided.  Uva  ursi,  triticum  repens,  the 
benzoate  salts,  buchu,  eucalyptus,  and  many  other  time-honored  and 
classical  remedies  may  be  useful,  Eurotropin  is  highly  commended. 
The  writer  has  weasioually  been  grati(ie<l  at  the  tlisappeamiice  of 
irritati»ni  of  the  hhidder  after  the  administrution  three  times  a  day 
fur  a  ruunher  of  weeks  of  calomel  in  doses  of  one-tenth  to  one-twentieth 
of  a  grain  supplemented  by  the  free  use  of  natural  or  artificial  minend 
waters  or  of  pure  water.  Rest,  especially  in  the  acute  stage,  is  highly 
important. 

Topical  Treatment.  The  washing  out  of  the  bladder  as  a  routine 
prtK-edurc  is  not  ap]irove<h  Irrigation  is,  however,  jwjsitively  indicated 
wheii  necessary  for  the  removal  <if  loose  irritating  shreds  or  otlier 
foreign   matter. 

The  superficial  forms  of  cystitis  respond  promptly  to  topical  treat- 
ment.. If  the  cystitis  is  general  and  superficial,  a  10  per  cent,  emul- 
sion of  iodoform  in  oleum  sesame  may  l>e  thrown  into  the  bladder 
with  a  hard-rubljer  syringe.  If,  after  two  or  three  applications  of  the 
emulsion,  there  is  sufficient  toleration,  four  ounces  of  nitrate  of  silver 
solution  may  he  injected  into  the  empty  bladder  and  immediately 
replaced  by  free  irrigation  of  normal  salt  solution.     The  strength  of 
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the  silver  solution  should  vary  according  to  the  toleration  of  it.  Begin 
witlj  1  iH»rcent.  and  cautiously  increase  the  strength  if  necessary  even  to 
5  per  cent. ;  some  practitioners  say  10  jier  cent.   The  treatment  may  be 
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It  may  be  made  of  any  <lpsir«l  strengtli  by  means  of  a  ftittim  swab 
introtluced  through  the  evUurlrical  cystopcope  n.nd  kept  w  itbiii  bnutids 
by  the  immediate  inptillation  of  salt  solution.  Mild  infwtions  in  the 
tripnne  <tftrn  yield  complotoly  to  a  single  treatment.  Fissure  cystitis 
may  be  promptly  and  jjernianently  eiiiied  by  this  means,  but  a^pjra- 
vated  cases  sometimes  re(|tiire  the  solid  stiok,  Aeennipanying  ure- 
thritis should  be  treated  sinuiltanoously  with  the  cystitis. 

When  the  iui'ection  has  caused  deep  infiltration  into  the  bladder  wall, 
as  in  exudative  or  diphtheritic  cystitis,  the  treatment  is  to  be  conducted 
in  two  stages — tirst,  wash  rnit  the  bladder  to  renitive  the  shreds  and 
other  putrid  material ;  second,  a]jply  the  disinfectant.  In  wasliing 
out  the  bladder  use  small  quatititics  of  tlnid  and  rejjcat  until  the  fluid 
returns  clear;  then  apply  the  disinfectant,  preferably  the  silver 
nitrate. 

If  the  secretion  on  the  bladder  wall  is  mutroid  in  character  and 
stringy,  it  is  better  to  use  normal  salt  wolntion  than  pure  water. 
When  th(^  bhuhler  is  so  paiufid  as  to  resist  all  etlorts  at  treatnu'iit  it 
may  be  autesthetized  with  10-2t>  e.e.  (d'a  4  ])er  cent,  sedation  of  anti- 
pyriu.  This  should  be  left  in  the  l)ladder  about  twenty  udnutes.  If 
treatment  leaves  the  Idadder  very  painful,  cupping,  liot  upplic^itious, 
or  opium  suppositories  are  indicated. 

Cystitis  with  pjrannlations  or  ulcers  rerpiire  a  very  long  time  for 
healing  ;  for  this  pur|>ose  nothing  is  better  than  silver  nitrate  siilution 
or  the  solid  stick. 

In  exfoliative  cystitis  any  systemic  c^use  of  the  disturbance  should, 
if  possible,  be  removed.  The  mendirane  when  it  becomes  gangrenous 
should  Ix"  taken  away  by  means  of  forceps.  A  permanent  catheter 
shouki  then  be  inserted  l)(»th  for  protectitm  to  the  bhidder  from  tfre 
results  of  distenlinu  ami  for  the  injection  of  antiseptic  solutions.  In 
these  cases  the  syst-eniie  condition  is  very  grave  and  requires  the 
niaxininm  support. 

Surgical  Treatment.  The  surgical  procedures  in  the  treatment 
of  cystitis  arc  as  follows  : 

1.  TVdatatiiin  ui  the  urethra. 

2.  Vaginal  cystotomy,  also  c^illetl  colpo-cystotomy. 

3.  Curettage  of  the  bhulder. 

4.  Lithotrity. 

5.  Extra-vesical  oi»erations. 
1.  Dilatation  of  the  Urethra. 

are  as  follows  : 

A.  To  cure  localized  cystitis  in  the  region  of  the  trigone,  commonly 
calleil  trigonitis,  and  fissure  at  the  neck,  called  tissure  cystitis.  The 
mo<le  of  cure  in  Kssure  cvstitis  is  doubtless  similar  to  that  of  anal 
Assure  by  diUitatittn  of  the  sphincter  aid  muscle. 

B.  To  enable  the  opemtor  to  sec  and  treat  surgically  or  topically 
vesical  ulcers,  vesical  hemorrhoids,  small  growths,  and  otJicr  afft-ctious 
of  the  bladder,  and  to  j)eriuit  the  cnishing  of  stone. 

The  dilatation  is  made  by  means  of  the  urethrtil  dilator,  Figure  44. 
In  passing  the  instrument  oiu'  shouki  nctte  the  extrenu'  natural 
diameter  of  the  uretlira  and  then  limit  the  ililatation  to  about  twice 


The  indications  for  this  operation 
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tJjis  diameter.  Further  strtitcbiiig  is  apt  to  rupture  the  urothn)- 
vn^iiud  wall,  and  may  (anise  ]>ermanont  ineontinence  of  urine.  The 
No,  10  eyKtosco]K%  C'luipter  III.,  nien.^ur<'H  the  extreme  safe  dianieter  lor 
ihf  a\tT!ru:e  iintlira.  Exr-eptional  oases  may  arise  in  whifh  this 
amtunit  »»f  dilatatii>n  eould  safely  be  increased  or  in  which  it  niiglit 
Iw  dangerous.  Whatever  stretehiiig  can  Vie  done  without  tearing  is 
sal<'.  The  dilatatitm  may  Ik*  started  with  tlie  cnnieal  dilator,  and 
corj|tletetl  with  the  cyj^toseope. 

2,  Vag-inal  Cystotomy.  This  is  the  fiirmation  of  an  artifieia! 
ve.si CO- vaginal  fistula.  It  ojieus  the  way  to  intravesical  tupi<>al 
treatment's  and  operations.  Through  this  fipening  tumors  may  he 
removed  and  disejised  Hiirfaces  e^uterized  and  eiiretted.  In  ehronio 
cases  of  great,  loiig-coutinned,  and  nurelieved  suffering  eolpo-eystot- 
omv  ha.s,  hy  giving  the  hladder  complete  rest,  furuished  immediate 
ami  nusi>eakahle  relief  The  oi^ratiou  has  two  ohjctit.s — first,  iwdlia- 
tive  ;  sectmd,  cnnitive.  In  a  certaiu  pr(»ptrtiou  of  eases  the  disease- 
in  the  bladder  and  upper  zones  of  the  urinary  tract  is  so  extensive 
that  the  op(*ration  can  only  be  palliative — that  is,  an  anatomical  cure 
is  sometimes  impossible.  In  some  of  these  cases  the  hladder  is  j>er- 
mauently  contract^L'd  to  the  cajKicity  of  perhaps  one-half  ounce.  Nt> 
one  woidd  think  of  making  a  secondary  operation  for  the  closing  of 
the  fistula  under  such  eonditions.  In  many  otiier  cases  the  artificial 
opening  may  be  only  temporary.  It  gives  the  best  op|»ortnuitv  for 
dtrect  local  treatment  to  diseased  parts  of  the  bladder,  and  for  a  most 
eflTechve  vesical  tlonche,  which  can  be  thrown  in  through  the  uretlira 
and  allowed  to  flow  out  through  the  fistula  and  vagina.  Very  many 
cases  of  otherwise  intractable  chronic  cystitis  have  been  cured  by  this 
niPthcHl  with  subse(|ucnt  closure  of  the  fistula  and  the  cures,  if  not 
anatomically  complete,  were  at  least  yymjvtomatically  satisfactory. 
In  such  cases  the  much  contracted  bladder  may  finally  even  resume 
its  physiidogieal  calibre. 

Opt^rtttion,  The  j>atient  is  i>mfcnibly  in  Sims'  position,  with  the 
anterior  vaginal  %vall  exposed  by  Sims*  s[)eculum.  A  large  sound  is 
intro<hiccd  through  the  uretlira,  and  it«^  point  pn\sscd  against  the 
vesical  mucosji  in  tlie  middle  of  the  long  axis  of  the  vesico- vagi  mil 
septum.  An  int^ision  is  now  made  upon  the  sound  through  the  sejitum 
with  the  knite  or  scissors.  The  pmit  of  the  sound  will  then  pass 
through  iutn  the  vagina.  The  o{>ening  thus  nuule  is  enlarged  so  as  to 
extend  one  inch  in  the  metlian  line  of  the  long  axis  of  the  vesico- 
vaginal septum.  Its  npjier  end  will  be  al)ciut  one-half  inch  from  the 
anterior  wall  of  the  cervix  uteri,  and  its  hiwcr  end  the  same  distance 
from  the  neck  tff  the  bladder.  The  margins  of  the  vesical  and  vagi- 
nal mucosti  are  then  united  by  fine  interrupted  catgut  sutures. 

The  ace<mipnTjying  illustration  shows  a  devie-e  which  renders  the 
opemtion  hittli  precise  and  simple  ;  it  consists  in  the  iutrothictiou 
ot  a  small  iiteritH'  dihiKu-  through  the  urethra  into  the  blaiider.  The 
curved  blades  of  this  dilator  are  turned  toward  the  vaginal  wall,  the 
{ibints  of  the  blades  are  jitcsmmI  against  the  vesico- vaginal  septum  iti 
the  median  line,  that  is,  on  a  line  tlmuigti  which  the  bladder  is  to  Im' 
ojx'ucd.     The  blades  of  the  dilat<»r  are  now  slightly  se|iaratcd,  and 


the  septum,  being  thus  fixed,  is  incised  as  shown  in  the  iUiistmtiuu. 
The  incision  may  be  made  hy  the  walpt'l  %>v  scissors  with  :ieeumoy  and 
without  danger  of  wounding  the  opjKt.site  wall  of  the  bladder. 


FiOVKB  I1M, 


Viii^nHl  evBtotoiny.    A  dllolor  l»  parsed  thrfni|:h  the  urclhra  iuti>  the  bladdtr.  aud  the 


bUdfsof  ll  are  preascd  a),rnln.Hi  tlit-  vesieo-vaKlual  stpuiiu  hi  a  iioitil  )ii  llie  iiicdlau  line  mid- 
way between  the  ytomu  and  urvllira  iind  si-jwimteri.  TJic  vesico-vaKina'  «ejitinii  la  Im*bed  by 
ineiiim  of  the  sealT»el  or  jxthiled  acisaons,  which  are  Tiireed  through  tht*  sepUiiu  belweeti  Iht* 
lilwdea  of  the  dilalor.  The  i»r>int  for  lncl«l<ni  is  determined  by  tho  TtoHltlou  of  the  dilator,  and 
can  W  easily  felt  hy  means  of  the  index  flnjjer  in  the  vagina.  In  the  Iflwer  part  of  the  figrnre 
Ihe  dilator  and  ftctiwors  are  shown  complete,  and  In  tho  poeltloii  In  which  Ibey  are  when  lh« 
incii^ion  is  made. 

The  operation  of  vaginal  eystotorav  i»  the  device  of  T.  A.  Emmet. 

In  some  of  the  less  severe  cases  siiffieient  improvement  takes  place 
in  a  few  months  to  permit  the  elostirc  of  the  fi.sttilu,  with  jK^nianent 
relief. 

In  the  raope  chronic  cases  in  which  the  bladder  walls  are  much 
thickened,  deeply  infected,  disorganized,  and  contracted,  and  particu- 
larly when  the  cystitis  is  complicated  with  pyelitis  and  nephritis,  the 
fistula  should  remain  open,  for  its  closure  will  inevitably  be  follqweil 
by  relapse. 
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If  cystitis  hp  eotiijilir-iitod  by  stone  in  the  biiuMcr,  tlio  treatment 
may  well  be  an  artificial  vesioo-vapinal  fistula,  instead  of  a  crushing 
operation  tlinmgh  the  urethra.  The  fistuhi  is  |iretVrre<l  for  two 
reasons  :  first,  the  cru^hiii^  (»|MTatii»n  inay  involve  olvjr'ctionable  dilata- 
tion of  the  urethra;  seeoiul,  the  fistula  is  useful  as  a  ini-ans  of  dniin- 
age  i\tr  the  cure  of  the  eystiti.s. 

('oljHJ-eyHtotoniy  may  be  further  indicated  for  the  removal  of  foreign 
bodies  ;  it  also  fiirnit>he8  an  oj>eiiing  for  the  cauterization  or  curettage 
of  ulcers. 

3.  Curettaj?e  of  the  Bladder  may  be  done  through  the  tiilmlar 
cystoseojic,  Iiul  bftter  through  an  artificial  vesicij-vaginal  fistula.  It 
is  indicated  in  indolent  nh'ers,  esjR-eiaSly  those  of  tubercular  origin. 

4.  Lithotrity  and  Lithotomy.  A  stone  in  the  l>l:nlder  may  be 
enisheel  through  the  urethra  or  roiiiove*!  tlirongli  an  artilhnal  vesico- 
viiginal  Hstiila.  A  small  stone,  or  rather  fcnvign  hiMlyniay.be  re- 
moved entire  through  the  dilated  urethra.  Prompt  relief  from  cys- 
titis usually  fo]h)W.s. 

5.  Extra- vesi^oal  Operations.  Parametritie,  [K-riructritic,  or 
tubal  abscess  may  by  ruptun*  into  tlie  blatbler  cause  cystitis.  Incision, 
evacuation,  and  drainage  of  the  pus  cjivity,  or  ren)oval  of  the  pns 
sac,  is  usually  followed  by  prompt  cure. 

As  a  final  stage  in  the  treatment  of  cystitis,  the  bladder  if  con- 
tracted may  often  bemaile  U)  return  to  its  normal  size  by  metiimlJeal 
disleiKion  with  inertasing  rpiautitii's  uf  salt  s<>liition  ;  but  tliis  should 
only  lie  undertaken  after  the  ey>«titis  lias  In^'n  ciired  and  the  patient 
Is  free  fn^m  the  dangers  of  a  recurrence  of  the  malady.  \ 

» 
Summary. 

1.  The  conditions  whii'h  were  formerly  ronsidcnH!  tlie  prime  causes 
of  cystitis  have  rereded  to  their  pro|xT  ]>laee,  and  must  be  estimated 
only  as  predisposing  causes. 

*2.  The  recognition  and  appreciation  of  pathogenic  l)acteria  a.s  the 
exciting  causes  of  cystititj  is  esweutial  to  a  scientific  understanding  of 
the  pathology,  etiology,  and  treatment. 

3.  Alkalinity  of  urine  d^jwiids  upon  the  action  of  certain  bacteria, 
notably  tlic  pnttcns  vulgaris,  in  the  ilecoinposilifjji  of  urea.  Tiie 
bacillus  cctii  cotnmunis,  which  is  one  of  the  most  IVctpicut  eaust-s  of 
cystitis,  is  <me  of  a  class  whtch  dors  not  decompose  urea  and  therefore 
does  not  prwluw  amrnoniacal  uritie.  Conli-ary  to  the  older  opinion, 
alkalinity  is  not  t!ie  ride;  an  the  contrary,  in  tlie  maiority  of  cases  the 
urine  remains  aeid.  Alkalinity  if  present  is  the  wi>rk  i>f  other  nii- 
crolxjs  secondarily  introduced. 

4.  The  classical  synipliMos  of  vesical  pain,  frcijunit  iiriuatioii,  ;ind 
piw  in  the  urine  ai*c  wholly  inadeipjate  a.-*  a  basis  for  the  diagnosis*  of 
cystitis.  Moreover,  the  condition  called  cystitis  ha.s  reeetled  from  the 
rank  of  a  distinct  disease  to  thai  of  a  symptom,  and  should  be  so 
regarded.  The  mere  rec( ignition  uf  the  fact  that  cystitis  exists  is  not 
a  diagnosis;  a  fact  is  not  a  diagnosis.     Indeed,  the  recognition  of 


cystitis  may  by  eontntst  witli  the  reoognition  of  its  compliofttinns  be 
of  very  minor  iniporkuice. 

5.  The  dii4.';uusi.s  must  eomprehend  not  ouly  the  prescnee  nf  infee- 
tiim  in  the  bladdL'i%  but,  what  is  mure  inipurtaut,  it  must  embmce 
tin'  soiirre,  routes,  typt',  <'nnip!ic:tti<ins,  and  variety  of  the  ;j.«.^(X'iated 
intfaunnatory  reaction.  Simple  uiieoinplicated  iiifliimtaatioti  at'  the 
bladder  is  rare. 

^J.  The  endoscope  and  eystoscope  can  alone  ojx-n  the  way  to  eflieient 
ex]»hjratioji  add  diagni>sis,  can  alone  <h'fine  the  iudi<'atiou.«<  for  t*)}H4-al 
or  sur^ital  tnMtiiient ;  what  is  jnore  essential  slill,  tltoy  alr>ne  can  pre- 
pare the  way  for  the  examiner  to  <Hstinguisli  iK'tweeii  eystitis  :ind  a 
wide  variety  of  other  urinary  affections  of  the  liladdcr,  tiretlira, 
ureter,  and  kidney.  One  is  astounded  at  the  revelations  of  the  eys- 
toscope  in  the  recognition  of  most  inijM^rtant  lesions  which  ninst  other- 
wise havr'  passe<l  (lUfibserved. 

7.  The  washing;  out  of  the  bladder  as  a  routine  measure  is  n<»t 
apimtved.  The  injection  of  di^i^fe^'tants  is  indicated  only  in  p^eneral 
or  nearly  genend  cystitis.  For  localized  cystitis  direct  ap|)lie-iitions 
to  the  part  iitfeeted  shonhl  be  niach?  through  the  en<hisc4»j>e. 

H,  Dilatation  of  the  nivthm  is  iniheated  for  hicalizcil  cystitis  at  or 
near  the  neck  (tf  the  bladder.  The  effieieney  of  the  jtrocechin'  for 
.stU'h  liH-alized  cystitis  has  given  it  an  undeserved  reeognition  in  the 
treatment  of  general  cystitiH  which  under  cystoscopy  it  faiimit  irow 
retain. 

0.  The  most  valuable  disinfecting  topical  application  in  cystitis  is 
the  nitrate  of  silver. 

PYELITIS   AKD   NEPHRITIS. 

This  topic  has  a  s|M'eial  gynecological  signifi<-anee  in  tlie  matter  of 
flfngnosis  and  treatment  by  means  of  the  eystrisctirMi'  and  the  nrctcnd 
eatbeter^  which  have  been  described  in  Chapter  III.  The  ureteral 
catheter*  is  ititrrHluecd  into  the  ureter  through  the  cystoscope.  By 
til  is  means  one  may  wasli  ont  the  urinary  tm<'t  up  tcj  and  iiicltuliug 
tin*  pelvis  of  the  kidney;  as  a  n'sult  of  this  tivulment  apparent  cures 
in  eases  of  hydro- ureter  and  pyo-nreter  have  been  reeonled. 

To  wash  out  tlie  nretcr  the  [witient  is  jdaeed  in  the  knee-breast 
poHition  ;  the  nreteral  catheter,  with  a  short  piece  of  rubber  tubing 
attachcil,  filled  wttli  ii  sterilized  boric-aeid  solution,  and  clamped  to 
ktH'p  tlie  solution  from  running  out,  is  passi'd  tlirongh  tlu'  cystoscope 
into  tlie  ureter  anri  the  eystoseojwi  witlidrawn.  A  sterili/A'd  glass  fun- 
lu'l,  ntth  an  attached  rubber  tuljc  eighteen  inches  hmg^  is  filletl  with 
the  irrigating  solution,  and  the  two  rubber  tubes  arc  C4)nuecteil  by  a 
i^niall  glass  tube  with  a  jMunt  snlheiently  fine  Ui  tit  into  the  tube  on 
the  catheter.  IJy  raising  the  ftnmel  above  the  level  of  the  b4>dy  the 
flui<l  is  nuide  to  flow  through  tln'  nretcr  into  the  |K'lvis  of  the  kidney. 
When  the  funnel  is  droppetl  Ixdow  the  hnel  of  the  ImhIv  the  fluid 
returns;  thus,  by  altenjalely  niising  and  towering  the  funnel^  the 
fluid  is  made  re]>eatcdly  to  flow  back  and  forth  and  to  wjish  out  tlie 

1  Adtiptutiiiii  fruiu  UowurJ  Ki'Uy.    l)i»etibt?8  of  llie  Femnle  Bladder  mid  I  rtilira. 
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ureters  and  pelvis  tif  the  kidney.  The  fluid  may,  if  desired,  be 
changed  one  or  more  times  during  the  treatment  The  apparatus 
is  similar  to  that  shown  in  Figure  193. 

Purulent  or  other  aooumulations  in  the  ureter  should  be  permitted 
to  run  out  through  the  catheter  before  the  washing  out. 

The  praotioal  value  of  the  ureteral  catheter  as  a  therapeutic  agent 
remains  to  be  estimated.  The  attempt  to  cure  chronic  infection  in  the 
uterus,  nose,  throat,  and  other  mucous  cavities  by  washing  them  out 
with  various  fluids  has  not  generally  been  followed  with  great  success. 
It  is  probable  that  the  ureter  and  pelvis  of  the  kidney  will  not  be  an 
exception  to  the  rule.  Kelly  puts  forth  a  word  of  wise  precaution  on 
the  urgenoy  of  making  all  ureteral  manipulations  with  extreme  ^ntle- 
nesB.  The  catheter  should  never  be  pushed  up  higher  than  it  will 
readily  pass,  for  such  force  would  injure  the  mucosa  and  might  be 
followed  by  dangerous,  even  fiital  infection. 


PART  III. 

TUMORS,  TUBAL  PREGNANCY,  MALFOR- 
MATIONS. 


CHAPTEK  XXV. 


TUMORS  OF  THE  VULVA  ANI>  VAGINA. 


Varix. 

Hematoma. 

Elephantiasia. 

Papilloma. 

Carcinoma. 

Sarcoma. 


Varix. 


Fibromyoma. 

Lipoma. 

Lupus. 

Enchundroma. 

Neuroma. 

Cysts. 


Varix  is  an  aggregation  of  dilated  or  varicose  veins  in  the  ereotile 
tissue  of  the  bulbi  vaginte.  The  varicose  state  is  caused  by  obstruction 
to  the  circulation.  This  obstruction  often  arises  from  direct  pressure 
upon  the  venous  trunks  by  the  gravitl  uterus.  The  pressure  may  be 
exerted  by  tumors  or  by  inflammatory  exudates.  Habitual  constipji- 
tion»  portal  obstruction,  and  visceral  disease  may  underlie  and  jx^r- 
petnute  the  disorder;  it  belongs  rather  to  advanced  than  to  early  life. 

Tilt?  tumor  is  oval,  globular,  or  f«er[jentine,  and  may  grow  to  the 
size  of  u  child's  hwid/  The  snrfaoi.*  is  irregular  and  of  dark-blue  color. 
The  mass  temporarily  disapp<?ars  on  pressure.  The  subjective  syni])- 
toras  include  a  variable  pruritus  and,  especially  on  walking  or  js'tand- 
ing,  a  sensation  of  fulness  and  weight.  Rupture  of  the  distended 
veins  iiftt^n  tx^furs  during  parturition  ;  it  may  be  the  result  of  tniu- 
matism  or  may  be  spontaneous.  External  rupture  may  eauHC  danger- 
ous, even  fatal,  hemorrhage.  Subcutaneous  rupture  into  the  cellular 
tissue  gives  rise  to  an  accumulation  of  blood  called  luematoma. 

The  Treatment  includes  mechanical  supjwrt  of  the  uterus,  if  dis- 
placed, regulation  of  the  bowel?*,  removal  of  waist  constriction,  the 
application  to  the  varix  of  a  pad  held  in  place  by  a  T  bandage,  the 
use  of  astringent  lotions,  and,  esjiccially  during  pregnancy,  frequent 
rest.  The  nuiical  aurgic^il  treatment  is  the  ssime  as  would  be  indicated 
by  the  general  principles  of  surgery  for  varix  in  any  other  location. 

1  Holden.    New  York  Medical  Record,  July,  IH68. 
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Hsematoma, 

Hematoma  is  an  exlravasation  of  UIockI,  not  a  new  growth,,  but  is 
descrilietl  here  because  it  has  certain  rclati*)ns  with  varix  and  from 

the    stand |Hiint   of    dia^f^nosis,       Tlie 
FiGi'BE  186.  Causes   iiave    been    indteated  in  tlie 

foregoing  paragniphs  on  varix,  and  in 
tlit^  scM-iiifn  on  Trauniati^m.s,  Chajtter 
XXXIX.  The  tumor  may  develop 
rapiiUy  or  slowly  even  to  the  size  of 
an  orange,  is  ctmmiordy  unilateral» 
irlobular,  elaatie^and  t»f  a  violet  c-cthir. 
It  is  disilinguished  from  pudeinlal 
hernia  Iiy  the  ali,seiire  of  impulse  tin 
con^hing  and  by  non-reduction  on 
taxis  ;  it  may  terminate  by  ab^^orption 
or  by  suppuration,  or  the  l)lcKHl-elot 
may  beeonie  encysted.  The  treat- 
ment in  the  early  stnge  is  to  arrest 
bleeding  by  means  of  pressnru  anci 
the  iee-bag:.  If  an  abst-ess  dev("Inps, 
it  should  be  freely  ojKnie^l  and  drained. 
A  cyst- wall,  if  formed,  should  lie  dis- 
sected out  and  tlie  wound  closed  by 
deep  sutures. 


Khii*''  . 


Elephantiaeis — Pachydermia. 


This  disease  is  primarily  a  chronic 
reeurrintj  lymphanjti-itis.  It  is  as- 
sociated with  hyperplasia  of  the  con- 
nective tissue,  skin,  mucous  ujem- 
Lranc,  and  epidermis.  The  whrile 
process  resnlts  in  the  formation  of  a 
tumor,  often  of  larjje  size,  and  is 
moist  frequent  between  the  years  of 
pnlx-rty  and  the  m«'nopause.  It  is 
rjre  in  temiwrate,  roniiuon  in  tn»]ueal 
climates,  an<]  rpidiniie  in  certain  low- 
lyinp  countries  alon;;  sraroasts  an<l  in 
the  islands  itf  the  tropics.  An 
BlephantlMis of  rnlv«.«  organism   calle<l   the Jihrin  Mmtf/uitih 

IwrnlniM  has  liren  f*»tind  in  the  lilorwi- 
and  lyniph-ves!ael(4  of  the  affected  part,  and  is  believed  lo  be  thr 
exfiting  caiise.^  The  tumor  may  invwlve  the  whole  or  a  part  of  the 
\ndva»  most  frHjuently  the  two  labia  majora,  less  frequently  the 
clitoris,  ami  least  frequently  the  nymf>h:e. 

The  growth,  when  large,  is  apt  to  Ik?  quite  pendulous.     Its  surface 

>  Vtntn  Htrtinet  nnd  tvUtc,  Oyriccolnjry. 
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may  he  smooth,  rough,  fissured,  \vart\%  or  nh't'rato*!.  Tlie  tumur, 
p.s[H'rnilly  if  iilrcratoc],  give^  furth  a  .*ifro-alliniijiii(His  I'xiidato.  This 
may  he  so  profuse  as  to  domain]  frequent  ohangp  oftflothiiig.  Ulcera- 
tion is  cornnmn  as  tlip  result  of  fri<^tton.  Case.s  of  twenty  years'  dura- 
tion liave  heen  reeonhMl,  The  enlarged  labia  may  reaeli  the  oiiormrms 
weiglit  of  HfLy  jvoumls.  Both  hihia  are  simultaivcously  iuvolved.  The 
inguinal  glands  nn  hoth  sides  are 
eidarged.  Chyhiria  is  a  fre- 
(juent  eoni|dieati()U.  The  dis- 
ease (loes  not  directly  iuiimir 
the  generaJ  health  ;  it  is,  how- 
ever, disahling  from  its  nicefiani- 
eal  interferenee  with  urinalion, 
walking,  and  eoitus. 

The  Differential  Diagnosis 
from  pa()illotnaf  eareimmia,  sar* 
coma,  hbi-^Jina,  and  lipoma  de- 
pends npon  the  clinic^d  history 
a.s  ontline<!  in  tlje  toregoing 
paragraphs  and  njnm  the  inie- 
roseopic  finding.  Unlike  ele- 
phantiasis, all  tliese  growths  are 
free  from  tiny  induration  of  the 
surrounding  skin.  Lupus  pre- 
sents more  extensive  ulcerations, 
dee[K'r  intlnratii)n,  darker  eolor, 
aiitl  has  for  its  I'sseiuial  iUetor 
the  tuherele  Ijaeillns. 

The  Treatment  is  excision. 
The    numerous    dihited    lymph 
channels  increase  the  danger  of 
septic  absorption,  and    iti    the   operation    render   the   most  extreme 
asepsis  imix-rative. 


Appearance  of  the  vulva  iifter  operaUoa  for 
ele|>liantiiuii».> 


PapiUomata,  Condylomata,  or  "Warts. 

These  growths  are  characterized  by  hypertrophy  of  the  pa|»illfc  of 
the  skin  or  nuicous  membrane,  increase  oC  conuectivi-  tissue,  and 
thickening  of  the  epithelial  covering.  They  are  divided  into  three 
general  classes  : 

1.  Xon-spcci fie— simple  pa[>illomata — ordinary  warts. 

2.  GonorHueal — ctmdyhunata  acuminata — pointcil  condylomata — 
specific  vegetation  or  venereal  warts. 

3.  Syphilitic — flat  condylomata. 

\on-j*fieriJu\  Simpfr  I'ttpif/omafff,  or  ordinary  warts,  are  utit  uncom- 
monly f()iin<l  tai  the  mons  vencTis^lcss  fre<piently  on  the  lahia, 
They  are  of  unknown  origin,  nsiially  of  dark-brown  color,  are  not 
deeply  divided,  may  have  a  broad  base  or  may  he  pedunculated,  and 

*  Efoiinct  and  Petite,  Gynecology. 
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apt  aol  apt  to  ooftleeoe  into  htrgc,  compact  massetf.     The  treatment  is 
fjueitm  with  Ate  sharp  curette  and  cauterization  of  the  base. 

Cmuttktnii  Warttf  or  warts  at  lea»t  associated  witii  gonorrhcea, 
are  fonaad  on  the  val\^,  vagina,  cervix  utcri^  perineum,  aiul  atiotit 
tWanos.  Tbese  warts  occur  singly,  in  grtinps,  fir  in  cauliHower-like 
■MBsvs.  The  growth  may  be  so  lurge  as  to  interfere  with  coitus, 
■riBaboo,  or  diefecation.  The  surCaee  is  soft,  moist,  of  bhiish  color, 
■■idivkied  into  small  nodules  witli  pointtnl  eiuls  like  a  cock's  comb. 
Wh«B  the  growth  occurs  during  pevgnaiicy  it  is  raiiid,  but  may  ini- 
■w Jwlelj  Ssappcar  al'ter  labor.  There  is  usually  a  coexistent  fetid 
ti^gimtis.  The  queistion  has  been  mitred  whether  this  form  of  condy- 
WaMia  aiay  not  occur  indei>endently  of  the  gonoeoecus,  but  the  eltni- 
dl  •videDee,  including  the  results  of  bacteriological  studies,  strongly 
IpldMto  to  at  least  a  e<M'xistent  g'()norrlifea.  Zeisler'  wiys  tliat  the 
Mil  akkTt^l  by  the  gomx-ooens,   cxeejit  us  a  predisposing  euuse,   i.s 
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thi^rough  cleansing  and  disinfection 

,    n»n»oval  of  the  so-<':iIled  vcgeta- 

MX  of   the  base;   third,  antiseptic 

.  »t!*  have  healed.  The  danger  of 
'   flu    tM'\vb(>rn  infant  stnmgly  8ug- 

I  ^►h)*  |«itche8 — are   of  syphilitic 
I  . -*  of  the    vulva  and    vagina. 
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They  are  soft,  grayish,  have  a  broad  base,  and  jricUl  to  autisyphilitic 

treatment. 

Carcinoma  of  the  Vulva. 

C'arcitujtiui  of  the  vulva  is  rare,  nnci  is  apt  to  be  of  the  pavement- 
cell  variety — epithelioma.  The  author  observed  one  ease  of  cylin- 
drieal  eareinonia  iinmetliately  after  the  renioval  of  a  eaiiceroiisi  iit<'rus. 
Ill  tliis  rusi*  the  disease  was  doubtless  transplanted  from  the  uterii>  t<> 
the  vagina  during  the  operation.  Prompt  excision  wus  ((illowed  by 
nidieid  eui"e. 

Pavement-Cell  Carcinoma  begins  as  a  small,  hard,  whitish,  rougb 
and  iminless  |uipillary  excrescem;e,  situateil  at  any  point  on  the  vulva, 

FiaitRR  lea. 
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Carcinoma  or  Uic  vulva. 


but  more  commonly  on  tlie  sulens  between  the  labia  majora  and 
minora.  There  is  first  a  gradual  iavfdvement  of  the  sii[»ertieial 
stritetures  around  the  p'owtli,  then  rapid  idcenition  and  pain.  The 
inguinal  trlands  on  the  side  eorrps]><mdin^  to  the  dist'-.isc  arr-  invtilvcd. 
The  margin  <if  th*'  ideor  is  rhnatcd,  hanl,  and  of  a  bliiish-red  rolor. 
The  base  is  grannhir  and  coveivil  by  a  semi-opacpie,  putrid  seeretion. 
28 


Z^         TCmmL  ItMml.  jmBaUjarT.  MMUK-^MMXKmXS, 


Mal'saJL    Is 

%0V  l$0s  afilgfct  Ih^htr  €jf  sfxyem-iijm  J^  iIk-  b^^vBal  ^^ladsv.  and  bw-  tke 

ir«iM>  «ft«r  tiMr  l«^^ugr  'if  olccEuiQa.  ^vfUi£  bst  be  i««ic«:Biaed 
hjr  titf:  ktnu^rr  *^  uAi^aitm^  bw-  the  fimaau  «f  <iM«iwluy  aad  leniaiy 
hjAfm  ^^fl^wWe,  awl  Irr  tfae'cftet  of  sfcdfir  ncaime^ 

OyttndrkaJ  C<II  C^imiiM  hAimm  i  wtiuuma.  Tbe  $«^in^ 
Uyii>»  w»<r»;d<i^r  ia  tfae^fldbr  lipiMw  It  is  cbuatSHUMl  by  im^- 
tvlnF-ufcaiMd  'T'hinrieail  fwrlk  iariKdded  ui  ihe  Bedhes  «f  <iMUK«tiv«- 
tJ«N«#;  JiM«»,  Vrnfn^  h  moff«r  npid  thui  in  epidielMaa.  Tbe  nmiMr 
MK/f»r  npifUr  l/fwaiLk  <k#vo,  the  iMiiKJulugf  b  fnqQem  and  proAii^e'. 
thf  u^ttfrtM*  Ai^fhokffsi:  U  alModaat,  the  in^oiBal  ganik  arp  carij  en- 
iuri/^lf  mA  tirtfUMtffi  *4f*;*iVt  »yptskr  earlier  and  arp  iDniv>  marked.  Tbe 
4$*d-%Af.  urtmnMUx  io  «)^r|N<iji  aod  iiianeiDa&    IXeaih  onrars  earlier  dun 

Tftj;  IrtfUmnd  U  ndy»\  exiAsm  beffne  glandular  involvement. 

Bftfooma  of  the  Vulva. 

H(»r/'/^riii  \»  of  tin"/AAa'Uf  utiinn  and  i*  it^t  rare  in  the  vulva  as  to 
^fftfUnU-  Ht'/'tirhU'  tU-i'tiyUou.  Tli"  i^t^'ihU:  varieties  are  :  first,  n.tund 
/'ill  J  f*'ri,w\.  *\t\u*\\*-  '''-II ;  iliirri,  rijyx'H<irr.-r>nia  :  fMiirtli.  melanoioir- 
frtuH.  'I  !•'  V  \tr*'f*ra\Ay  t{t\'f\<,\t  in  tli*-  labia  ni:iji>ni.  bm  have  Uvn 
\'ouu*\  tu  »l»«'  «y»«|ili;#'.  Tb*-  j?rouili,  af-ff>r<]in;r  |,,  the  variety,  may 
\n-  Aof/,  ff^iut\t\\tt\[  that  of  lij^mia;'  or  iiIfTatimi  may  l>e  early, 
rM|rt<J,  fifi'l  t\i'*-\rut'i\\t}  '\'\n'.  ii-ii;j|  '•hara*'t<ri-tif-  oi'  Kimima  of  the 
vhI'.ji  tift'  r.ty'uS  jrrowfh,  hiU'  uh-cnitioii,  variabh-  hemorrhai^'s,  and 
\tiU-  \ustt\s't'twu\  t,\'  iIk'  \u\!u\tM\  v\uutU.  Tin-  -y-teniif  bn-iikdown, 
\\itnnf\t  wort'  r;i|*i«l  fiii'l  niark<'l,  n-'inbj'-  tluit  «»t' f-aniiionia.  All 
ri«'or(|<-«l  /'Hw«  Uttvt'  UTtti'iUiiUtl  fatally.  I>«aili  ii-nally  n-iill>  ln>m 
ru\tu\  involv<'»i«'fif  of  fli-lanl  or^ran-  tliroiii;|i  th*-  v«-m»ii..  nirnnt. 

'Vhit  Troittmtmt  in  n-moval  at  th<-  «arli«-t  po^-ibj.-  «hit<-.  The 
fiiitbor  U'-ri'  r*'*'onl-  a  -ij<vef.-fij|  o|M-nitioii  flou*-  in«»re  than  tit'ieen 
yi'iirn  iijT"  Tor  lli*-  r«-inoval  of  a  K|»in<lh-<-<'ll  sm-imia  of  thr  inons 
ve»MT»«.     'I'UiTf  ban  Ihw'Ii   no  nHriirrctjei',' 

»  llmikiJ  ....  -  Hil.l.  brandt 
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Cysts  of  th©  Vulva. 

The  pathology  of  cysts  of  the  viilvo- vaginal  gland  htis  Ikhti  vx- 
pJaiiied  in  Chapter  XL  under  Iiiflamtiiation  of  Bartholin's  CJlands. 
The  only  ^atififactory  troatuifiit  of  siicli  a  ryst  i.s  to  ttpoii  the  .sac, 
dissect  out  the  sac-wall,  and  cioee  the  woinid  with  sutures. 

Fibromyoma  of  the  Vulva. 

Fibromyoma  belongs  to  the  (iomieetive-tissue  group  of  l>eiiign 
tunior?^,  and  is  therefore  of  niesobla^stie  origin.  It  is  conipoH'd  nf 
tihnms  eouiK-etive  tissue  and  a  variable  amount  of  mu.seuJar  hlircs. 
Tbe  histologieal  chameters  of  this  tumor  will  bo  given  more  fully 
under  the  subject  of  Fibromyoma  of  the  Uterus.  The  tumor  i.s  com- 
monly small,  and,  when  lai'ge,  is  apt  to  he  peduneulatcHi  ;  it  is  smooth, 
irregular  in  shape,  is  not  adherent  to  the  .sivin,  and,  according  to 
the  amount  nf  fliiitl  in  the  interspaces,  may  be  hard  or  softj  it  in  td'ten 
ulcerated  from  friction  but  is«  rarely  the  seat  of  an  abscess.  The 
syinpttjuis  are  mechanical,  and  are  due  to  weight  and  pressure.  The 
treatment  is  excision. 

Lipoma — Fatty  Tumor  of  the  Vulva. 

Lipoma  is  cora|Ktsed  of  lohuli  of  adi]>ose  tissue  in  a  fibrous  me.sh- 
work,  and  originates  in  the  fatty  tissiu'  of  the  labia  niajora  and 
nioufi  vcnens.  It  is  distiuguishetl  fmm  iihroinyoma  by  the  greater 
rapidity  of  growth,  l)y  the  lobnlateil  surface,  autl  by  a  peculiar  .sensa- 
tion to  the  touch.  This  sensatittn  is  such  as  wouhl  lie  expected  fnun 
a  wad  of  cotton  tmder  the  skin.  Lipoma  may  grow  to  the  weight  of 
ten  poumls,  may  extend  to  the  knees,  and  maybe  jwdunculatcd ;  it 
has  l)eeu  mistaken  for  hernia.     The  treatment  is  excision. 

Tuberculosis — Lupus  of  the  Vulva. 

This  dirtoa.se,  from  the  pithologieal  point  of  view,  would  be  classed 
as  tubi'rcidar  inflammatioji  of  the  vulva.  Tlie  tumchr-iike  mass,  how- 
ever, presents  jihysical  clianicteri sties  in  conmion  with  certain  tiunors; 
hence,  from  the  clinicjil  and  comparative  standpoint,  the  disease  may 
be  regtirded  as  a  new  growth.     .S'c  Tubercular  Vulvitis,  Chapter  XL 

Enchondroma  and  Neuroma  of  the  Vulva. 

Enchoiiilrouia  mid  uenroma  are  surgical  cnrio'-ilies.  Simjisfm'  has 
repurtril  \\w  only  autlientic  ease  of  neurotnu,  Sclnieevagl  and  Bar- 
tholin have  each   reeonled  a  ca.se  of  enchondroma. 


Cyeta  of  the  Vagina. 

Vaginal  cyst^,  although  rare,  are  the  most  frequent  of  the  tuiuons 
origiuatfiig  in  the  vagina  ;  they  are  probably  from  :  1,  the  endiryoual 
renuuns  of  Giirtuer's  ducts  ;   or,  2, 1'rom  the  remains  of  tiie  Wolffian 

^  Sutton.    Tumon.  Innocent  and  Mall^Ant. 
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•  lin'fM;  or,  ."l,  fiH»in  Mullrr*;*  cliiota*.  All  et^hinococciis  cy^t'  lias  Wn 
Ii<]>(vt'tc4l,  KtuUrvoiml  vuvfinjil  oysts  are  usuiitly  ivA  larger  tliaii  a 
walnut,  iillliod^Hi  \*('it  liM>  ifjHtrttMl  ono  as  large  n.-^  it  ta'tal  iii-atl.^ 
Thoy  un*  i"Uvuni?^i'i"ifM'il,  tons«^,  t'liistir,  niivly  jwclmu'iilaft'd^  and  vnm- 
raonly  uiiilmnilar ;  tliry  mvur  singly,  or,  in  rare  iiistanei's,  an* 
armngt^d  in  |jr«u|w  of  t>vo,  thr(>c,  or  four  in  a  row.  The  cyttt- 
wall  iH  roniposcil  ikf  tilmtiH  tissue,  witit  an  inner  lining  of  oylimlrii-al 
or  fttivonient    e|>illu'linni  and  au  ontrr   covering   of   vaj^iiml    imici»iiH 


^ 


CRtclnoma  »f  vM^ri'Ml  whII. 

TW  <«iiteiit8  are  oommonly  vi«irid,  transparent,  and  of 
T1i«  occasional   rlKM-olatc  rolor  i-  t'X|ilaiut*d  \>y 
'.  pus,  nnd  opitlu^liai  crlls, 

i'^-^is  is  from  ovst«HM'l«',  ri'vKM'cIc,  rmjJivx'ni- 

■  v^uwil    licrnin.     (VstiMndo  is    dunjunNlniii'd    or 

>d  in  tlu"  hliulder  and  the  fin^r  in  thtr  vujrina; 

»  thr  nH'tnni  and  anotluT  in  the  vaj^iiia.     The 

vaginitis  contain  gas,  arc  usually  uiultiplf, 

>KM  r  ifcv.    |*ual.    MedicAluid8uriciciilGyn«coloiicy. 
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and  do  not  follow  the  course  of  Gartner's  ducts.  The  hernial  tumor 
tenfiporarily  disappears  on  pressure  and  gives  an  impulse  on  coughing. 
If  the  cyst  is  within  easy  reach,  the  treatment  is  excision ;  if  it 
is  very  close  to  the  rectum,  bladder,  or  ureters,  the  vaginal  side 
should  be  removed,  the  remainder  curetted  or  cauterized,  and  the 
wound  packed  with  gauze. 

Fibromyoznata   of  the  Vagrina. 

These  tumors  difiPer  in  no  essential  point  from  similar  growths  of 
the  vulva  and  uterus.  They  are  of  rare  occurrence,  and  usually 
small,  but  sometimes  are  large  enough  to  give  the  mechanical  symp- 
toms of  pressure  and  weight.     The  treatment  is  enucleation. 

Carcinoma  and  Sckrcoma  of  the  Vagina. 

Carcinoma  of  the  vagina  usually  occurs  by  extension  from  primary 
carcinoma  of  the  cervix,  uterus,  or  rectum ;  it  seldom  originates  in 
the  vagina.  Sarcoma  of  the  vagina  is  almost  unknown.  The  treat- 
ment— early  excision — ogives  most  unsatisfactory  results. 


Uterine  myoma,  like  the  uterus,  is  composefl  of  fibrous  i;tiiint»ctive 
tissue  and  iioii-striutwl  musde  fihrem.  It  is  tlie  iiio^t  cnniiiuni  tind 
uue  of  the  most  ifii|HH'laut  ufall  uterine  imuorsi. 

Btiolog-y. 

« 

The  causes  of  inytiinata  are  not  definitely  known.  Tlhese  tumors 
eoninioidy  develoji  during  the  peritttl  id"  se.\u:d  maturity,  runlv,  if 
ever,  Infore  puberty  or  after  the  nienojumse.  They  are  nu»re  fiVfjiient 
in  the  lu-grct  than  in  the  white  raee,  and,  juiigin^'  from  thi^  standpoint 
of  tiimily  history,  W'^"l<l  suggest  hore<hty  as  n  strontj  etioh»pi<'^d  factor. 
The  assertion  tK.-easiiuially  appears  in  cfie  nkler  literature,  that  trtfu- 
inafiMm  m  <(  pmmhfr  cmim;  but  no  evidence  lias  ever  lieen  br(uight  for- 
ward  in  siipjiort  of  sueh  a  ehiini.  The  assertion  therefore  is  purely 
spe<'idati\'i'. 

Pathological  Anatomy,  The  torntir  is  usually  shurply  eircum- 
seribed,  sin^b  or  ninltiple,  hard  or  soft,  of  pinkisti  or  whitish  eolor, 
commonly  of  slow  growth,  ami  in  size  varies  within  tlu"  widest  jwissible 
limits.  On  eross-seetion  tlie  gross  appearance  is  glistening  and  may 
be  homogeneous,  but  nioi-c  usually  the  cut  surface  is  striated  witli 
dense  fibrruis  H?pta  whicti  divitle  the  section  into  lobules.  The  spaces 
betw<»cn  the  septa  arc  filh'd  with  niiiscle  fibres.  See  Figures  200  and 
205.  In  later  development  a  loose,  fibrous  capsule  is  formed  whi<"h 
><iiarply  defines  the  growth  from  its  surroundings. 

The  bliKKl vessels  of  the  libnms  capsule  penetrate  through  the  septa 
to  the  muscle  cells.  These  growths  are  c»ceasi(>nally  subject  to  exten- 
sive venou'^  obstniction  and  to  consequent  dilatation  cd"  their  veins. 
Tiiis  often  leads  to  the  formation  of  ca\'ernous  spaces  ;  hence  the  blood- 
supply,  not  otdy  in  ditferent  tumors,  but  at  diOcreut  tinu'S  in  the  same 
tumor,  is  subject  to  great  variation.  This  ehangcjible  blotxl-supply 
acf'onnts  for  cfirrespmding  variation  from  time  to  time  in  the  size  of  a 
tumor.  Hard  white  tumors  of  a  slow  growtli,  containing  a  relativelv 
large  amount  <d'  fibrous  tissue,  are  apt  to  have  a  limited  blood- 
supply.  On  the  other  hanil,  the  soft  pinkish  tumor  of  more  nipnl 
growth,  with  a  relative  prepondemi»ce  of  muscle  celU,  is  alwavd 
more  vaAcidar. 
IS8 


Histoloery  and  Histoerenesis  of  Myoma. 

The  characteristic  cell  elemeiit;^  arc  iicm-striut'ed  fiisitorni  imiHcIe 
fibres  with  ehingatcd  nuclei.  Those  fibres  cross  one  another  in  all 
directions;  lienee  the  blood vc.^j^els  cannot,  as  hi  the  niyonietriuni, 
run  parallel  with  tlie  muscle  fibns,  but  necessarily  cross  them  fit  all 
angles.  These  vessels  are  therefore  j^pecially  Jialjlc  to  cimstriction 
iVom  the  eontnictilc  muscle  filires.  This  arrangement  is  so  unfiivorable 
to  nutrition  that  in  tiomc  tnuiors  the  muscular  elements  either  undergo 
atrophy  or  fiill  shiirt  of  full  devclo]*ment.  The  fibrous  eh'ment,  on 
the  other  hand,  being;  nearer  to  the  ultimate  blo<xl-tiU[>ply  and  being 
moro  ]>rolific,  may  increase  disproportionately.  This  partly  explains 
the  great  variation  in  the  relative  fpuintity  of  muscular  and  tibnHis 
tissue — a  variation  which  ranges  from  a  tumttr  compo.sed  almost 
wholly  of  muscle  fibres  to  one  entirely  cftrapos^d  of  fibrous  tissne. 
The  latter  growth  is  usually  called  a  fibroma. 

Nothing  is  known  of  the  histogenesis  of  these  tumors  save  tlu-ir 
origin  in  the  myuhlnst.  Tliis  source,  regaixlless  of  secondary  changes 
whirh  may  modiiy  tlic  relative  rpiautity  of  the  muscular  and  connec- 
tive tissue,  .stamps  them  as  myomata.  Terms  like  leiomyoma,  fibro- 
myonia,  and  fibroma  .should  be  used  only  to  designate  special  character- 
istics. The  tumor  does  not  lose  its  identity  as  a  myoma  even  though 
its  muscular  elements  have  been  rcp]acc<l  by  fibrous  tissue. 

Lcioitn/ffwtf^  Fibfoittifomit^  (tiul  Fihtnutn.  The  soft  vascular  tumor 
descrilh'd  iii  a  foregoing  jjar.igraph,  because  it  contains  a  large  amnunt 
of  muscular  ti-ssue,  has  been  called  a  Ifumiytrnm.  The  hanl,  nmre 
filirons  myoma  is  often  cuIIchI  a  ftftntmi/ointt  ur  a  fifimma.  There  ia 
no  tlefinile  line   between  the  so*calle<l  leiomyujua   and  tibroniyoma- 
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Structure  of  a  myoma.     Wavy  bands  of  lone  sjiinrllf-pells  with  rod-sbaped  nuclei, 
point  some  cuUa  are  diviutd  iraiiKvcrst^ly.     MagiiUIetl.' 

Tin-  terms  aro  relative  and,  to  an  extent,  arbitrary,  and  to  1 
^ouly  for  convcnicuco  of  description. 

1  American  Systi-m  of  <;yuecology. 
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Secondary  Changes  of  Myoma. 

Tin-  sc'cinnlarv  flninges  eomniou  to  uterine  niyomata  are  as  follows  : 
l^'jittv  tlc^cinTutiinii.  CaK'iticatiuti. 

MiU'ititl  (k'l^i'norutioti.  Seplio  iiifcvtiun. 

CyHtic  (Icgoiii'nition.  Miiligtmnl  chaiij^es. 

Patty  Degeneration  pertains  to  the  niiisrle  iiUres,  imd  may  ivsiilt 
ill  llit'ir  nmipli'te  (lesniiclioii.  Tlie  IjlinKl-siipjily  may  tlieii  in  a 
iiH-aKinv  he  cni.shefl  out  In'  the  eniitmetioii  and  solidiliciiliiiti  of  the 
Jihrous  eomu'etiv'c  ti^ijsiie;  the  tiiiiiur,  thii:s  deprived  of  nntritioii,  will 
nhriiik  to  a  very  hard,  <^nvall,  riidiineiitarv  mass.  This  process  niuy  he 
Uaml  itr  general  ;  it  is  s[R'eially  liahle  to  occur  in  rather  small  tumors 
tin  11  |mrt  of  the  atrophic  changes  of  the  menopaUi^e ;  hence  numerous 
i«po»itaneous  tnircs  at  this  j>erin«L 
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ribrocyttlc  myoaw  nteii.    The  interior  of  the  tumor  thowa  the  flbrocyslle  chAngw. 

Mucoid  Degeneration  Is  prone  to  c»ccnr  in  large  fihromyoinata. 
'Jill'  lihrrMiH  tis*iu'  is  converted  to  a  mucin  snhstanee  resembling  the 
vi(rf(»us  hmnor  of  \Ur  eye.  The  conversi(»n  of  the  tissue  sul>stanee  to 
mufin  is  prcctMh-d  hy  o'dema  and  hy  rapid  increase  in  the  size  of  (he 
tnvoniii.  S'ctioris  iif  the  tumor  which  form  tlie  honndary  of  the 
ytoflt'iH'd  spaces  show  every  gnidatjtui  fntni  fusiform  cells  tet  ihost-  of 
tlic  irrrgularlv  hranched,  spider-like  sliajK*  to  \vlii<*h  the  term  nti/xoum 
has  l>een  given.  The  pnKjess  may  result  in  the  formation  of  niimon»us 
amall  ey«ts,  or  the  tumor  may  he  converted  into  a  large  spurious  cyst 

1  Amcrli'Mit  SyMi'tii  of  •iyiif?«'<ili>tcy. 


having  for  its  wall  th<'  fibrnits  capsule  of  the  origiiuil  luyMiiia.  Thi.t 
is  fill  led  a  fhrocifitfir  tumor? 

Cystic  Degreneration.  (lulenia  may  caupf  so  nnn.'li  (lilatatlnii  of 
tilt'  lyiJi|jh->p:J<'<'.-  as  to  <jivt'  tho  wlmlc  tumor  an  appearance  of  marked 
cystic  ile^eiici'ation,  Tlie  tlilateil  eavernons  veins  already  described 
m:iy  he  emi verted  into  hloud-evsts. 

Calcification  oeenrs  most  frequently  in  i?ubpcritoncal  tumors/hoth 
large  and  small.  Tlie  prtx-ess  mny  be  genenil  or  local,  and  may  per- 
tain  to  the  tibrons  septa  or  to  the  capsule.  Exceptionally  the  entire 
tumor  is  displaced  by  lime  salts  and  converted  into  a  stone — so-called 
wonib-stoiie.  A  section  of  such  a  stone  made  by  the  saw  will  some- 
times take  a  high  polish.  The  whole  arrangemeni  of  the  libnuis  septa 
and  eapsule  will  then  appear  rejuTKlueecI  in  the  lijiie  salts  :uul  will 
identity  the  tumor.  More  commonly  the  spaces  between  tlie  septa  du 
not  cal'cifv,  but  disappear  by  sojne  ol her  degenerative  process.  TJiis 
gives  the  caleifiiili  part  a  ponuis,  worm-eaten  apjiearanee^  or  corai-like 
form.  Wbeu  the  caleificjititm  is  chieHy  or  wliolly  in  the  fibrous  cap- 
sule the  tnnutr  is  covere<l  by  a  tliin,  hard  crust  whicli  may  clnsely 
resemble  the  fetal  skull.  In  tlu*  euiu'leatirm  (tf  sucli  a  tumor  from 
the  corpus  uteri  the  writer  ouee  found  a  caleitied  eapsule  wliii-h, 
thrtrugli  the  overlying  peritoneal  and  snb|H'ritoueal  strnetures,  telt  so 
much  like  a  f<ctal  bead — sutures,  fontanelles,  and  all — that  for  fear 
of  pr«'gnauey  he  was  almost  letl  to  abandon  the  operation.' 

Septic  Infection.  A  myoma  whii-h  ba.s  for  years  giveu  rise  to  no 
ineonvenh-nce  may  suddenly  beeonie  infected.  This  will  cause  rapid 
incrciise  in  si/.e,  jiigh  pulse  mid  temiM^ratnre,  great  pain,  and  other 
evidences  of  scjjticicntia.  The  mode  of  inieetion,  sometimes  obsciu'e, 
is  usually  explained  by  the  presence  of  one  or  more  of  the  usual 
causes  of  pclvie  iuHammatiou.  The  electrode  and  the  unclean  iutra- 
uteriue  soniui  are  potent  causes.  External  violence  often  precedes 
the  infectton,  Oftphorcctouiy  jx'rformed  for  the  purjMisi.'  *if  antici- 
pating the  meu<i[Kiuse,  fismosis  of  fluid  and  gas  from  an  adherent 
intcstini'  ctr  bladder,  are  possible  sources  of  infection.  A  fatal  result 
is  almost  inevitable  unless  the  iHaguosis  is  made  early  and  the  tunuvr 
removed.^ 

Malignant  Changes  due  to  carcim>raa  and  sarcoma  will  be  con- 
sidered under  t!u>se  subjects,  Chapters  XXVIIL  and   XXIX. 

Classification  of  Myoma. 

Location.  The  tumttr  may  be  ;inywhere  in  the  uterine  sid>- 
stance,  but  in  the  majority  of  catiea  it  is  in  the  bcKly  of  the  uterus. 
Tnm(H*s  of  the  cervix  uteri  are  apt  to  be  small,  those  of  the  ctu'pus 
larger. 

Tlie  following  classification  is  from  the  regtonid  standpoint  : 
Intramural  (interstitial)  myouiatu.  tjubperitoiu-ul  myotnata. 

Submucous  myomata.  Cervical  niyomata, 

'  Hlanrl  Sutton.    Tumors,  Innocent  Rm\  MaUiurnniit. 

*  Tills  tumor  occurred  in  tlic  proi-tice  mf  Onurlcy.  iJovvti'Ts  (Jn^ve,  Ulluubt.  The  cue  W«f 
rcporieil  \\\  the  American  Oynoeologieal  and  Ob*tetricAl  Journal,  1S86. 

*  UlHiid  Sutioii,    Tuiuors,  laiiuccnt  und  MuUgnant. 
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Intramurnl  }fifomafii.  AH  myoraatu  are  priniarilv  iiitra-iniiral— 
/.  V.J  tlu'V  ali  nrifrinuk'  in  the  rmisruliitiire.  Any  iioo|j]asiii  -itiuitcd 
in  the  iiiu^uiilar  wall  of  tlie  iitenis — tliiit  is,  in  the  itiyodit'trimn — is 
ail  itHramiind  tumor.  It  may  be  anywhere  In'twfen  the  iniirniis 
liiiiug  and  the  serous  cfjvering.  A  fi^rou^th,  which  to  external  examina- 
tion a|)[>ears  to  be  one  tumor,  may  on  i^cetion  prove  to  be  a  ^rouj)  of 
distinct  ttimors,  eaeh  having  its  own  capsule.    The  intramural  liininr  is 
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Intramural, submucous,  and  BubpcritoiU'Hlmyoiiiittn.  A  rH'ilunculHtedsabperltnneJilTnjroma 
Is  sumt'tinti-A  wronfily  culle'l  extra-uterine  niyi'mm.  A  p<.-<hinculiitOfJ  subtnuoous  myoma  i» 
culled  intra-uttTint;  |Njlypua. 

wholly  surrounded  by  tbe  mnscniur  wall  '  of  the  uterus;  tliis  aoennnts 
for  tile  greater  blfXHl-supply  and  more  rapid  growth.  The  growth  is 
usually  fjnu,  sharply  definetl,  and  encapsulated  ;  hut  may  be  solt,  ill- 
defined,  and  without  a  definite  4'apsule.  The  tumor  will  always  irri- 
tate the  surrounding  mnseidar  tissues,  and  cause  tluiu  to  eontniet 
n|>ou  if.  If  it  is  m-arer  to  the  endt»nietriun»  tlian  to  tlie  peritoneum^ 
tlie  pr*'p(md<'ninee  of  musc^ular  tissue  <*n  the  peril«uieal  >ide  will  slowly 
foree  it  tttwani  the  iuteri<>r  of  the  uterus  and  tend  to  make  of  it  a  ?ub- 
miieons  tniuor.  If  tlie  prepondeninee  of  muscular  tissue  ii<  between 
the  tumor  and  the  endometrium,  the  diivction  of  least  resistance  will 
Im?  toward  the  jwritoneum,  and  I  he  growth  will  tend  to  heeome  sub- 
peritoneal.     Fnirdniurat  /«  Hpiom/inou^  with  'ndn-Htituti. 

Siifunnroufi  Mijoiiniia  may  originate  in  the  nius«^ular  tissue  of  the 
niueosii,  and  be,  therefori',  primarily  submiieoiH ;  or  an  intmmura! 
tumor  may,  as  explained  in  the  foregoing  puragraph,  l>ccome  secontl- 
arily  submneotis.     The  s^econdarily  siibmueous  tumor  is  apt  to  remaiu 

•8utt«)n.    Tiimurs.  Innocent  and  licnlgn. 


364 


TUMORS,   TUBAL  PREG NANCY,   MALFORMATIOSS. 


segsile-;— i.  i\,  it  Ims  little  tendeney  to  the  formation  of  a  jjedicle.    The 
primarily  siibrauoons  tumor,  on  tlie  eimtrnry,  alviay.^  lias  a  |H'cliclo. 

PethtHcnfatcd  Mt/intifittt  are  va.>c(ilar,  soft,  aiitJ  foniminily  siiigio. 
They  originate  u»imlly  in  the  corpus,  rarely  in  the  cervix  uteri.  Tliey 
vary  in  size  witliiti  wide  limiLs,  ami  by  their  presence  the  uterine 
cavity  may  stniietimes  beeoine  enormously  disteuded.  Uterine  eoii- 
traclion,  iimn'ovrr,  may  ioree  the  tumor  ttimutrh  the  eervix  uteri  into 
tlie  vagina,  and  .siiuietimes  the  peilii-le,  hy  this  downward  force, 
becomes  so  elouguted  that  the  extruding  mass  is  forced  even  through 
the  vulva.  Inversion  *>!*  the  nterns  is  a  possible  result  of  the 
downward  traction  U|ton  the  fundus  uteri  of  the  extruding  submucous 
tumor.     Tlie  pedicle  may  be  eonstrJcted   by  pressure  of  the  cervieal 
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An  intnligatncQtotu  myomn  uteri. 

canal  or  may  become  twisted.  This  would  canse  cedema,  and  might, 
by  cutting  off  tiic  circidation,  result  in  gangrene  of  the  tumor. 
Gangrene  may  be  followed  by  spt^titaneous  and  detachment  cure. 
Usiudlv,  however,  the  exirutled  muss  remains,  and,  in  consequence  of 
the  oniema,  gangrene  or  pmlooged  uterine  hemorrhage  Iwcomes  a 
menace  to  heaHh  or  a  destnner  of  life. 

Adliesions  may  form  between  an  intra-nterine  tiimorand  the  endo- 
melrium  or  cervical  mucosa,  and  cause  partial  or  complete  obliteration 
of  the  uterine  cavity  and  h«'k  the  secretions  within  the  uterus. 

Snhperitfntnil  Mt/autnfif — sometimes  called  subserous — may  be  either 
single  <»r  multiple,  and  occasionally  reach  the  eoitrmnus  size  of  forty 
or  lifty  jMuinds.  These  tumor.-.,  primarily  intramiirab  have  been 
.forced  outwani  by  uterine  contnictions  until  they  tieeome  secondarily 
nbserous.  Such  a  tumor  may  work  it*i  way  some  distance  from  the 
[)int  of  origin   into   the   territory  between   tlie   folds  of  the   bniad 


or  may  hec<»me  gangrenous  and  give  rise  to  serious  infection  ;  or  raiiy 
atrfvjthy  and  distippear. 

Miftnnftto  of  fhf  Cervix  /Vfr/areof  nitlu'r  infrequent  ocnirrenoe. 
Thev  folliiw  the  samfi  law  as  to  devolopiiK'nt  iiiid  Inealinnas  njyomuta 
of  the  body  of  tlie  utcriis.  Suliserniis  ji:ro\vttis  nuiy  sjn-in^  from  tlie 
supravaginal  jMrrtion  of  tlie  cervix.     Myoniahi  rarely  appear  on   the 

1  DelalielrJ  and  Prudden.    PHtholoiricul  An»trimy  nnt)  HistoluKy. 
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vaginal  portioD.  A  submucous  cervical  rajoma  is  usually  peduncu- 
lateil.  It  may  tiave  tlie  ainRniraiicc  of  a  uterus  inverted  iiitn  the 
vajj^iua.  S-o  luvtT-iou  of  the  Uterus.  An  interstitial  [i.  i\,  iiitra- 
niiiral)  eervieal  myoma  causes  a  thickeruiig  of  the  cervical  wall 
around  it,  and  by  pressure  uiid  stretching  a  corresponding  thinning 
of  the  opjHJsite  wall 

Symptoms  of  Myoma. 

The  symptoras  may  be  described  under  tlie  following  heads  : 
Hemorrhage.     Congestion.  Pait)  and  discomfort. 

Pressure  and  traction.  Miscellaneous  .symptoms, 

Heraorrhag-e,  the  most  important  antl  the  most  pronounced  symp- 
tom, begins  not  as  a  sudilcn,  jindns*'   flijw,  as  in  eareiiioma,  but  as  a 

Fig  I' UK  JOT. 
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BnbmucouB  polypoid  myoma  reiembllug  »n  Inverted  uteras, 

gradual  increase  in  menstruation ;  the  bleeding  occurs  frequently,  is 
prolonged,  and  from  ordinary  con<litions,  such  as  exercise  tir  coitus,  is 
easily  e.xcited.  The  irritating  |iresenee  of  the  tumor  sets  up  a  heni- 
•  irrhagic  endometritis,  the  hen»*»rrhagie  area  b«M*ng  the  endimietriimi. 
not,  as  sometimes  snpjMvsed,  the  tumor  itself.  Xor  in  the  hemorrhage 
specially  coniincd  lu  the  miRMius  covering  of  the  tumor.     Fatal  lienj- 
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orj'lia^e,  however,  has  occurred  from  rupture  of  a  bloodvessel  in  tlie 
growth.' 

The  degree  f)f  hemorrhage  depends  upon  the  loeatioii  of  the  tumor 
relative  to  the  emlonietrium  and  the  jH'riluneym.  The  closer  the  rela- 
tions to  the  uterine  inueosa  the  greater  the  hemorrhage  ;  the  nearer  to 
the  |K*ritoneiini  the  less  the  hemorrhage  j  hence  nienorrhagia  is  almost 
invariahle  with  the  siihmueous  variety,  less  severe  but  very  eoinnion 
with  the  intrarnnral,  and  iistially  slight  or  absent  with  the  siibperi- 
tonenl.  The  peditin-ulated  suhniiiotKis  and  the  ixHluneulalfil  suliperi- 
toneal  myomata  slami  at  the  two  extr<L-ni*"s,  the  former  prod ui'ing  the 
greatest  liemf>rrhage,  tltc  latter  mme  at  all.  The  hemorrhage  is  not 
always  proportionate  to  the  size  of  the  tumor;  a  hirge  tumor  may 
ttlistrnet  the  flow  of  blood,  or  by  pressure-atrophy  of  the  endome- 
iriuna  may  give  rise  to  scanty  menstrnatiim  ;  on  the  other  hand,  a 
small  submucous  myoma  may  eau-<e  :darming  hemorrhage. 

The  presence  of  a  myoma  often  delays,  prolongs,  or  prevents  the 
menopause.  Thi'  tumor,  however,  may  participate  in  the  atro])liii- 
processes  of  this  crisis,  and  become  njiieh  smaller,  or  may  even  disap- 
jR-ar.  S<mietimes  the  menojiaiise  has  the  opposite  efleet — /.  r.,  great 
and  sudden  increase  of  growth.  This  is  a  strong  indication  for  myo- 
mertoniy  »*r  hysterectomy. 

Pressure  and  Traction  i-ause  numerous  mechanical  and  other  dis- 
turbances (pf  the  rectum,  bladderj  ureters^  urethra,  and  of  the  uterus 
its<'lf  Among  these  arc  httiiorrhoids,  eonstipatinti,  reetul  and  vesical 
tenesmus,  muctuis  <Harrho>a,  fre(|ucnt  urination,  dysuria,  retention  of 
urine,  and  uterine  displaeemeuts.  Pressure  ujxin  the  venous  trunks 
often  causes  great  dihitation  of  (he  veins  nn<l  passive  congestion 
throughout  the  pdvis.  This  necessarily  impairs  the  nutrition  ol'  the 
{H-'lvic  lu^gans.  Occlusion  of  a  ureter  by  pressure  has  caused  liydro- 
ucplirosis.^ 

A  (uyoma  in  the  anterior  uterine  wall,  even  though  small,  may,  by 
pressure,  cause  extreme  vesical  irritation,  and  may  evnm  be  a  cause  of 
cystitis.  Suppression  of  urine  fnim  jiressiire  or  traction,  especially  if 
an  unclean  catheter  be  used,  is  another  cause  of  cystitis.  Fre<pientlj 
a  myoma  becomes  incarcerated  under  the  promontory  of  the  sacrum 
and  continues  to  grow  there.  The  [tressurc-symptoms,  unless  the 
tinnor  is  spjntruieously  or  nuiunally  forecil  up  into  the  alMlomiual 
cavity,  will  then  be  intense.  In  such  a  case  there  will  be  great  pain 
and  interference  with  functions  not  only  in  the  i>e]vis,  but  also  in  the 
thighs  and  legs. 

Uterine  displacements  may  result  from  pressure,  tniction,  an<l 
increased  weight.  A  tumor  situated  above,  l>elow,  to  either  side,  in 
front,  or  back  of  the  uterus  may  force  it  in  the  opposite  direction,  or 
may  diiiw  k  by  traction  in  the  sjime  direction,  or,  by  increasing  (he 
weight  of  the  uterus,  may  cuuse  prolapse,  A  myoma,  for  example, 
which  has  grown  too  large  for  the  ]>elvis  to  hold  it,  and  has  therefore 
risen  into  the  abdouuin,  will  i-ausc  by  traction  ufiward  displacement. 

The  Pain  and  Discomfort  incipient   trv  this  affection  have  been 

1  nHne*ti.    RcllnUurtth  Me«Ui>iil  .lunmal.  IWv.    Pojijtl, 

•  Murphy.    Londtm  Jouriiiil  uf  Medicine,  OclobtT.  1S19.    From  Poaai 


partially  tlescrilitnl  in  tin-  forojininj,^  i>nnijLn'ai)lis  uudor  Pressure  and 
IV.irtion.  HaeUiU'lir,  Uenring-dowii,  tlrapgiii^if  sotisatioii!*  in  tin*  pelvis, 
ftud  painful  uterine  contractions  are  faiiiiliar  siibjeetive  symptoms. 
Expulsive  contractions  of  the  uterus  uttnn  a  mural  or  suhmueou8 
niyonui,  especially  ilurinfj  tlu'  peritKl  of  menstrual  congestion  aiui 
irritation,  niay  be  transient  or  constant,  moderate  or  severe. 

Miscellaneous  Symptoms.  Iiitermenslrual  uterine  iliseharges 
usually  occur  in  tlie  progress  t>f  tbe  tliseas(\  Tltcy  may  he  purulent 
or  serou.",  or  both;  tliey  are  commonly  mixed  with  blood,  and  arc 
often  ]>r(tfiisc  and  exiiausling,  Tlie  watery  discharge — liydrorrha'a — 
so  connnonly  associatetl  with  malignant  tiisease  is  very  infre(pient  ; 
when  present  it  is  more  transient  and  less  uttensive  tluui  in  cancer  i»r 
sarcoma.     Dvsmenorrluea  is  com m on. 


Diagrnosis  of   Myoma. 

Uterine  myoniatn,  unless  v^ery  small  and  associated  M'ith  metritis, 
arc  usually  not  difficult  to  recognise,  Tiie  symptoms  outlined  in  the 
foregoing  paragraphs,  although  diagnostic,  arc  far  from  patliogno- 
niimic.  The  diagnosis  will  always  depend  u[Kin  tin-  physical  sl^ns — - 
that  is,  upon  inspection,  p-.dpation,  eiHijoined  examinati<in,  and  ex- 
ploration fif  the  uterine  cavity.     S«-r  Chapter  III.,  on  Diagnosis. 

Inspection  and  Palpation  will  show  enlargement  of  the  abdomen, 
unless  the  tumor  is  too  small  to  prmhice  tliat  result.  External  pal]>a- 
tion,  if  the  tunu>r  is  large,  tliseloses  in  the  pelvis  and  Io\v<'r  alKimnen 
a  solid,  usually  hard,  though  sometimes  soft  nuiss.  Exceptionally, 
the  growth  has  a  i>eeuliar  elasticity  which  resemhles  fluctuation,  but 
hn'ks  the  |)ercussion-wave  peculiar  Uv  cystic  tumors.  The  tunmr  may 
be  single  and  synunetrieab  gloliular,  rtr  oblong.  The  pr<'«<-nce  of 
multiple  myomata  may,  with  their  numerous  projections,  give  to  tlie 
uterus  a  most  irn^gnlar  form.  Many  small  Innmrs  may  be  distributed 
so  evenly  throughout  the  uterine  walls  as  to  cause  a  nearly  svmmetrical 
enlargement  of  the  uterus.  Iti  such  a  case,  however,  tlu'  surface 
usually  gives  to  the  touch  a  sensation  of  small  mulular  irregularities. 
Inspection,  p:d|Kition,  and  prrrussitui  will  be  ftirther  considered  in 
eonnertion  with  the  ditferenlial  diagnosis. 

Conjoined  Examination.  The  index  or  the  index  and  middle 
fingers  in  the  vagina,  the  palmar  surface  directed  toward  the  uterus 
and  tumor,  and  the  palpating  finger  of  the  right  hand  over  the 
abdomen,  will,  if  the  abdominal  muscles  are  not  to(t  tense,  enable  the 
ojM'rator  to  outline  the  uterus  and  its  myoniatons  projections.  In 
the  niajority  of  tniscs  ordinary  ctinjoinecl  examination  will  eonvplete 
the  diagnosis.  The  palpation  is  often  much  facilitated  by  means  of 
the  thumb  in  the  vagitin  and  the  index-finger  in  the  rectum.  This 
enables  the  oj>erator  to  pick  up,  wi  to  speak,  the  en!arg<Ml  uterus 
between  the  thumb  and  finger.  Information  through  the  examin- 
ing linger  is  obtained  not  so  much  by  forcing  it  up  against  the 
tumor  as  by  biri>ng  pressure  of  the  tinnor  against  it  by  means  of  the 
right  hand  over  the  alxlomen.  If  tlie  alxlominal  walls  are  rigid  or 
thick,  ancesthesia  may  be  necessary. 
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Intra-uterine  Exploration  is  mack'  l>y  the  fin<j;er,  the  sound,  or  the 
curette.  Digital  cxplomtioii  of  lh(*  idtcrinr  of  tlio  iitoriis  is  jmssihle 
only  wlu'ii  till"  utrrino  canal  isililatciU  Tlic  tliliitution  nuiy  Ijc  ln'oiitjlit 
Laboiit  bv  instruniontal  means  or  hv  oxpulsivc  utt^nue  omitniictiosis 
upon  an  intni-nttTiiio  tunior,  whirh  may  have  the  eflVft  of  forriii|[]:  it 
out.  The  intlex-finger  in  llio  diUitetl  uterus  will  rorii^ntzc'  by  tlireet 
ttiiidi  tlie  pre.-ent'e  aiitl  eharaeter  of  an  intni-uterine  myoma,  and  may 
umteriaily  aid  in  its  removal 

The  Sound  and  Curette,  Thr  one  phifsivai  sign  consfant  /or  all 
nfet'itie  mtffunttfff  is  ffonf^afion  of  the  nfcrrnc  caritif.  Tiie  increased 
length  is  proportionate  to  the  size  of  the  tumor,  and  may  rcaeh  seven 
or  more  inehe.--.  The  .sound  is  often  necessary  to  measure  tliis  len^tli, 
A  snbnitirnns  (iinmr  may,  unless  great  care  is  used,  ifbstrnot  tiic  [tas- 
.sag:e  of  the  sound  and  letid  In  a  wrouf!;  measurement.  Subniueous  niul 
intramural  tumors  prujeet  into  the  uterine  ravity,  and  thereby  nnder 
the  uterine  eanal  tiirtuous.  Hence  the  sound  or  probe  will  l»e  de- 
f1eetetl,and  as  it  glides  over  the  j^rowth  the  dcHeetion  will  iniHeate  the 
size  of  the  ^rowtli,  the  tJegrec  to  whicli  it  projeets  into  the  titerijie 
cavity,  and  the  depth  of  the  uterus.  The  luruor  may  l)0  too  soft  or 
small  to  be  reeo«!:nizttl  by  the  sound. 

The  situud  will  sliow  : 

1.  Direction  of  uterine  emial  -«^ 

2.  Leuiifth  of  uterine  eanal. 

3.  Sliajie  of  uterine  ciivity. 

4.  Kelatitms  of  tnnior.s  to  uterine  cavity. 


Differential  Diagnosis. 

The    principal    lesions  from  which  myoma  must  be  differentiated 
are  the  following : 


Nf)rmal  pregnancy. 
Careiuonia  and  sarconui. 
f'hronie  metritis. 
Inversion  of  the  uterus. 
Uterine  (lisjilaeenn'iits. 
Inciimplete  abortion. 


Ovary. 

Pelvic  iufiltmtions. 

Pelvic  cystvS. 

Sucto.sal[)iux. 

Tubal  |>rej:(mncy. 

Floatin<j:  kidney. 


Preg-nancy.  Normal  utero-jcrestation  will  be  exehnh-il  l)y  the  ab- 
,sence  of  the  usual  signs  of  pregnauey.  Tlie  difficulties  in  diagnosiB 
will  commonly  arise  in  abnoruial  prejL^nancies,  esiw-cially  in  placenta 
preevia  and  in  pseudo-menstruation  cunnceteil  with  pregnancy.  If  tlie 
enlargement  of  the  uterus  be  symmetrical  anti  tlie  rate  of  growth 
usual  ibr  a  pregnant  uterus,  and  the  os  l>o  soft  and  patulous,  pi-egtiancv 
is  highly  probable.  If,  on  the  other  hand,  the  cervix  lie  hard,  the  os 
non-patulous,  and  the  uterus  irregular  in  outline  from  the  presence  of 
a  liard,  resisting  mass,  the  tliagnosis  is  jiroltably  myoma.  Not  vcrv 
infreijuently  mytuna  and  ]>regnauey  coexist ;  tlien  if  the  tunior  is  large 
and  the  fccliis  i.^  small,  the  diJticulty  of  diagnosis  is  great.  In  doubti'ul 
cases,  the  juyoma,  if  present,  Mill  uniler  oltservation  declare  itself  bv 
relatively  slow  growth.  The  following  tabular  stutement  *ontaius  the 
chief  points  of  ditfercnce  between  mvoma  and  ]vregnancv. 
24 
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Pkbgxancy. 
1.  Hlilory  of  pregnancy. 
_•.  I  lerus  soft  and  eloslic. 
X  <  "uusistcncy  varlesi  with    uterine  coiilnw- 

tlono. 
4.  Cervix  »oft. 
.V  Kifgiilur  and  uiilfunu  tDcreue  in  siM  or 

uVeruB. 
(>.  I.iiter,  ballottcniGnt,  frctal  hvnrt-toncB. 
7.  l>(il(ji(Uiun  orfu'lus, 


Myoma. 

1.  Absent. 

2.  ('suttlly  Irrr^'ular  In  fnriu  &n<l  harder 
8.  I'ilUully  not  *u — very  iiiitfurtant  sfgn. 

4.  llarri  or  nut  so  «ofl. 

0.  Growth  slower  and  irregular. 

6.  AI)8iMU. 

7.  Palptttion  (iniiyonja. 


Ditff/nuttiii  of   Mi^oma   rotupfirntliif/   Pri'tpiaiiiy,       Myoma   may  \)e 
mistaken   tor  the   icetal  head,  elbow,  or  knee.      Intnmiural    niyuuiu 


FlOVRl  206. 


Anteflexion  of  the  tilcnu  tiruulatinK  myoma. 

oom]>licatcrl  by  pi^^nancy  take.*  on  rapid  iiicre^Ke  of  growth,  'm*  softer 
thiin  fVirnirrly.  but  (irnuT  thsin  \]w  |ir<'t;iiunt  uterus  ;  this*  vannhility 
iti  roiifii-tfTH-y  i^^  :i)mr»?-t  |tnH>f'  of  ciniij  Ht-ntiiit:  pn^pnaru'y,  ami  shotihl 
Ik'  thi"  ohj«Tt  of  r*'|K'{tte(l  exaniiiuitior«>.  Later,  one  may  |)5il(wite  thr 
fletii**,  elij'it  hnllottemetit,  and  Inar  the  fa'tal  beat. 

Carcinoma  and  Sarcoma.  The  evidences  of  mnlijjtinnt  iliseMse. 
inc-hidinp  the  sinidt^n  oni^<^t  of  hvdrorrho'a,  the  blfKMly,  frtid  HiH'hjirjr*', 
(he  ni|iid  eiiuK'infiorj,  and  the  niieroM'opje  Hiidinij  of  earelnoma  or 
sarcoma  iii  the  sempiiigs,  will  definitely  exchide  myoma.    A  ."-lough- 
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\nfr,  extruding;  myoma  may,  hnwever,  both  in  the  profuse  foti*!  dis- 
charp'  mid  in  tlu-  st'jisjiliti'n  tntlie  examiner  f>n  tt)iK'h,  rloscly  rcst-uilyle 
carcinnmu  or  sarcoma  of  tho  i-crvix.  The  diagnosis  then  will  4lt'jn'nd 
on  tiie  miiTitsciipr, 

Metritis  often  -cmiiplioates  ntprine  myomata,  and  is  dittindt,  oftr»n 
impossible,  lo  diiyrrctitiate  from  small,  multiple,  ititerstitiid  growths. 


Myonift  coroplloaled  by  pirgnancy     Complete  hyKteromyomectomy ;  ncoyerj.^ 

Tlic  svmmHrical  ftn-m  of  tin-  nterns  i.s  tln^  distingnishiiig  feature  of 
metritis.     See  diilerential  talmlitr  statement  below. 


Chkomc  MBTttrris.; 
I,  I'lilform  enhirKf-ment. 
S.  L'nirorui  tianltu'ss. 


Myoma. 

1.  Enlargement  usimlh-  irri>|ftilHr. 

2.  Uterus  softfr  (liati  tuiuor. 


3.  rU'nis   Hut   larRor  than  two  or  threi;  times      S.  Slzt;  may  Ixicrcusf  tu  thirty  or  forty  pound*, 
the  nuruial  slxc*. 

)  Operation  nt  St.  Luke's  Hospital,  Chicago. 


Myoma  tlmulntitiR  anteflexion  of  tbe  uterua. 


will  then  glide  i»aj*t  iho  tnnior  into  llir  uterus  al>ove.  Coujiiined 
n't'tiwilxlominal  fxriminntiMit  will  iIiMiHHiMrate  tlie  absrnrc  of  the 
tiliTiKs  in  its  normal  iiM-atioii  if  it  In*  invertcHl  info  tho  V!iy:inji.  See 
Inversion  of  tho  ITtcrus.     See  Figun-  IH'2. 

Displacemente  of  the  Uterus  nn?!  noo^nizefl  on  cotiijoinecl  exami- 
nation by  the  gymmetrical  contour  «»f  the  litems  ninl  l»y  the  rhanpr  in 
the  direction  of  the  uterine  canal  as  demonstrated  liy  the  HHind. 

Incomplete  Abortion  with  heniorrhiitii'  will  iie  rreo^nized  by  the 
hiMorv  of  the  interrupted  |HY*gnnncy  and  by  niicro.M'oj)ic  examination 
of  the  serjipinps. 

The  Ovary,  eH|»«'<riully  if  jwlherent  to  the  uterus,  eonietinies  ttiinii- 
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lates  a  small  pedunculated  subserous  myoma.  The  myoma,  however, 
is  smoother,  more  firm,  and  less  sensitive  to  pressure. 

Pelvic  Inflammatory  Infiltrations,  unlike  myomata,  always  give 
a  history  of  pelvic  inflammation,  are  very  tender  on  pressure,  immo- 
bile, and  prone  to  disappear  by  resolution  or  to  undergo  suppuration. 
Sec  differential  diagnosis  of  Pelvic  Cellulitis,  Chapter  XX. 

Pelvic  Cysts  are  distinguished  from  myomata  by  fluctuation,  by 
separability  from  the  uterus  on  palpation,  by  more  rapid  growth,  by 
the  normal  or  nearly  normal  length  of  the  uterine  cavity,  and  by 
tlie  absence  of  uterine  hemorrhage. 

Sactosalpinx  develops  more  rapidly,  is  commonly  situated  at  the 
side  of  the  uterus,  is  of  elongated,  ovoid  form,  is  fluctuating,  is  more 
or  less  tender  on  pressure,  and  does  not  cause  material  enlargement  of 
the  uterine  cavity. 

Tubal  Pregrnancy  gives  a  history  of  gestation.  The  gestation-sac 
closely  resembles  sactosalpinx.  Rupture  of  the  tube  produces  pelvic 
haematocele.  A  decidua  may  be  cast  out  of  the  uterus.  The  reader 
is  referred  to  the  clinical  forms  of  endometritis,  Chapter  XVII. 

Floating:  Kidney,  unless  adherent,  is  readily  replaced ;  it  has  the 
form  of  a  kidnev,  and  may  be  tender  on  pressure.  See  Displacement 
of  the  Kidney,  Chapter  XXXIII. 

Non-operative  Progrnosis  of  Myoma. 

Myoinu  may  be  present  throughout  the  period  of  sexual  activity 
and  produce  no  subjective  symptoms,  or  it  may  give  rise  to  the  symp- 
toms already  outlined.  It  may  i)articii)ate  in  senile  atrophy  of  the 
reproductive  organs  at  the  menopause  or  in  involution  after  i)reg- 
uanov,  and  thus  become  much  smaller  or  disjippear.  On  the  other 
hand,  it  may  at  either  of  these  times  grow  larger.  It  usually  develops 
rapidly  during  gestation.  Even  small  growths,  if  near  the  endome- 
trium, may  threaten  life  from  hemorrhage.  Complicating  cardiac  and 
renal  diseases  render  the  prognosis  more  grave.  The  causes  of  death 
include  hemorrhage,  sepsis,  peritonitis,  and  secondary  changes  in  the 
tumor  itself.  The  prognosis  after  operation  will  be  given  in  the 
suc(;eeding  chapter. 

Xnfnnff  Cure.     There  are  three  natural  modes  of  cure  : 

1.  Great  shrinkage  or  disapj^arance  by  absorption — rare;  reason 
unknown. 

2.  Detachment  of  intra-uterine  or  intnimural  myoma  and  expulsion 
through  the  cervix  uteri  or  vagina  ;  detachment  of  subserous  peduncu- 
lated myoma  into  the  peritoneum.     See  Subperitoneal  Myomata. 

3.  Disintegration  and  gangrene. 


CHAPTER  XXVri. 

TUMORS  OF  THE  UTERUS  (Continued). 

TREATMENT  OF  MYOMA. 

The  trratmeiit  hidmiew  nifdieatitm,  nmnipulatitms,  intra-utcrine 
tani|)<)iuKk*,  iiitni-iit4L'rine  ^typticp,  t* lectrolyi^is,  and  t^urgical  oi>eratiunjH. 
The  treatment  is,  therefore,  non-siii^ical  and  surgical. 


Non-Burerical  Treatment. 

1.  Medication. 

2.  Matiipiilatinns. 

3.  Intra-ulerine  tamponade. 

4.  Intra-iiterine  styptics. 

5.  Electrolysis. 

1,  Medication.  Ergot  stands  at  the  head  of  the  tiumerons  dnip^ 
that  have  !tc*eu  used  in  the  treatment  of  iiteriiie  niyunia.  Imkn-d, 
no  other  drug^,  save  jxissibly  hydrastis  canaden.srf?,  has  any  special 
vahip.  The  latter  i.s  said  to  have  siirnc  power  to  control  heniorrliage. 
Neither  of  thrsi-  driij»-«  has  any  (*i>i'rial  value  as  a  means  of  nulieal 
cure.  Erirot  has  s<inie  value  in  eontroUin^  hemorrluitr*',  ami  tlM-rehy 
pivservini;  tlie  vitality  of  the  patient  luitil  rclicl'  may  cunie  uith  the 
meno|>:uisc  or  with  .-nr^ieal  removal.  The  dru^,  if  lun^^  cdntiiiiied,  is 
lutl  well  Iwirni'  by  the  stouuieh  ;  hence  it  sliouid  he  ;:i\en  cither  hy 
hy|MKlermie  injeetion  or  by  n?ctal  .su[>p4witories.  Tho  dose  is  deter- 
niinetl  by  the  rffeet.  If  used  at  all,  suftieient  should  be  given  to  eon- 
Inil  the  blceditjjr.  The  ice-batj  over  the  hyiKi^^nistrium  is  a  vahtable 
aid   to  crji:(tf. 

2,  Manipulations.  Sometimes  a  myoma  becomes  incan-eratrd  in 
the  small  pelvis.  Two  results  may  follow:  first,  seriotis  pressiire- 
Hvmptoms  ;  second,  tTdema  of  the  tmnor.  The  immiMliate  indii-ation 
is  tiv  force  the  tunif>r  uj>  into  the  abilomen.  This  is  done  by  the  finger 
or  fullers  of  the  left  hand  in  the  vagina  or  rectum.  The  knee-breast 
|>ositif»n  is  innst  favorable  to  this  treatment.  Amesthesia  may  be 
necessary.  In  sonic  eases  tin-  tumor  is  prone  to  fall  into  the  jwdvis 
minor  and  to  cause  great  meehnnical  disturbances,  so  that  daily  re- 
placement is  necessary.  If  the  tumor  is  not  replaceable  and  pressure 
symptoms  are  urgent,  tlie  removal  of  it  may  be  imjK^raiive. 

3,  Intra-uterine  Tamponade.  When  iiemorrhage  is  profuse  and 
exhaustinir,  the  most  eHcetive  means  of  tempomry  hu'mo.stasis  is  l)v 
intra-uterine  tampuna^Ie.  Its  application  is  best  made  through  Sims* 
s.|iecu!um  with  the  patient  in  the  left  latero-prone  |H»sition.  .See 
Cha|»ter  1  V .    In  aggnivated  eases  it  is  necessary  to  rejjcat  the  tam|»<ju 
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several  times  during'  menstruation.  A  cuiUinuoiis  strip  of  aiseptie 
gauze  should  be  tit^^fitly  packed  into  the  iiteriis,  espeeially  into  the 
eervictal  ca\ity.  The  packing  should  l)e  removed  every  iorty-eiglit 
hotirs  until  the  flow  has  ceased.  In  this  \vi\y  an  exhausted  exwingui- 
nated  patient  may  tit  a  few  weeks  regain  strength  to  endure  the  radi- 
eal  operation.  This  treatment  in  the  hands  of  the  anthor  has  in  one 
case  been  followed  not  only  by  entire  relief  o(  menorrhagia^  but  l>y 
the  almost  total  disappeanmee  of  the  tiniicn\  The  tampon  was  used 
during  three  consecutive  menstruations,  ami  the  tumor  was  reduced 
from  tlic  size  of  a  ciiiM's  head  to  that  of  a  hen's  egg.  The  agt*  of 
the  patient,  fijrty-five  years,  and  the  near  apjiruai-h  of  the  meno- 
pause may  partially^  at  least,  account   for  the  result. 

4.  Intra-uterine  Styptics,  such  as  OhurehilFs  tincture  (if  iodine, 
solution  of  iron  persulpliate,  and  the  10  percent,  sfilution  of  antipy- 
rine»  may  l)e  injected  into  tlie  uterus  for  the  control  of  hemorrhage. 
These  agents,  especially  the  iron  persulphate,  are  apt  to  fortn  haitl 
blootl-clots,which  may  become  septic  aufl  therefore  dangerous.  The 
method  is  altogether  inferior  to  that  of  tamponade, 

5.  Electrolysis.  The  observations  of  \  ineberg'  upon  the  statis- 
tics of  Keith,  Kngehnanu,  Gantier,  and  other  eminent  clcelro-ihera- 
jwiitists,  slunv  tliree  hundred  and  seventy-two  eases  witli  nine  cures 
and  live  deaths — an  excessive  uiortidity  wlien  contrasted  with  the 
limited  number  of  cures.  Galvano-puncture  and  electrolysis  in  libro- 
cysts  are  strongly  c(uidemned.  The  earlier  pnmiises  of  tin*  entliusi- 
astic  supporters  of  electrolysis  have  iu>t  Ix-en  fulfil  led  ;  the  immediate 
tlangt»rs  of  it  also  aiv  considerable.  The  ^^urvival  of  the  elect rieal 
metlioti  in  gynecology  tle|wnds  chiefly  upon  the  |»atient's  igjionmce  ui' 
its  in{ide(|uaey  and  dangers,  upon  her  worship  of  the  mysterious,  upon 
an  unreasoning  <frca<I  of  ojwrative  measures,  and  uptm  a  desire  tognisp 
any  other  promising  means  of  relief. 

Surgical  Treatment. 

It  would  be  unprofitable  to  cnki^  upon  a  great  variety  of  pro- 
cedures wliieli  have  be(*onu'  or  seem  destine<l  to  beconie  obsolete. 
The  more  nseftd  o]»erations  for  tlie  treatment  of  fibromyomata  of  the 
uteruii  will  be  divided  as  follows: 

1.  Palliative  operations. 

2.  K^dical  vaginal  ojierations. 

3.  Radical  abdominal  operations. 

1.   Palliative  Operations. 

The  palliative  operations  are :  a.  Curettage,  h.  Ligature  of  the 
uterine  arteries  ana  broad  ligaments,  c.  liemovul  of  the  uterine 
appendages. 

a.  Curettage.  The  irritating  presence  of  the  tumor  often  gives 
rise  to  hemorrhagic  endometritis.  Curettage  is  therefore  iudicatetl 
precisely  as  it  would  ha  in  hemorrhagic  emlometritis  from  any  other 
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rftn!*o.  Tht»  ojM^ratitui  is  gt'in'mlly  fiillowef]  In-  s<inie  relief  IVimi  tlio 
nn<iH>rrhMi:ia,  l>ut  is  soM(»m  fwrnitinrnt  in  its  rfsiilt.s,  :iinl  must  iisti- 
nllv,  ihori't'oiv,  l»«"  rt'}H'iit»'<l  Jiirniii  :iin]  jigiiiii.  It  i.s  ('s[H«ci:il]y  ti.svfnl  in 
r*mn<vtion  with  iutm-uteriiR-  giuizo  taiiipoimile  to  coutrdl  iH-morrliap* 
tiiilit  an  rxhsitistinl  jutticiit  am  gtiiii  hlmut  iiikI  8treiig:tli  for  a  more 
nulical  oiH*n»ti<»n,  oi%  in  oa!*rs  of  small  tumors^  until  the  rnftmjmdpo. 
Iiuj*  |k\s*ihL  ('urt'ltn^re  •»!'  (he  rnyornatoiif^  nteni??  ^ivrs  iinTeasied 
ilanLnT  t»r  M'|^"'i'*  ;  hethf  tin-  iHMTf^sity  for  strict  {iiitist']Uie  enre.  For 
a  <|ewri|»tii»n  ol*  eun'tta*re.  sec  Chapter  IV. 

h.  Litfatvirf*  of  the  Uterine  Arteries  and  Broad  Ligraments. 
TIm'  tmriM*-***  *»^*  these  nieasim^w  i.s  to  shut  off  the  Ijlood-supply  U^  i\\v 
iiliTii'*  JHitl.  hv  this  menus,  to  induce  !itro[>liy  of  the  ^'rowtli.  Gntt- 
jtrhiilkl  «>f  lt«'Hin»  n'|w»rts  eases  of  mnltinle  inyonui  in  wirich  he  li|ra- 
tunil  the  ntet'ine  jirtori««s  with  ^otnl  result^.  Martin  lipfatnres  the 
whoK"  haf**"  t'l'  •^'»'  hrivul  li^Mtiunt  so  as  to  iiiehuh'  not  only  tlie  uterine 
artiTV,  hill  it-!*  hranehes  and  eer!:iit)  ntcrirn'  ruTves.  He  even  goes  st> 
Car  ill  «h'!*l»erate  eases  as  lo  li^atnrr  also  the  ovarian  artery  on  one 
•odo,  Kolanson  nMi«»rt.'<  smvessfnl  eases  in  wliieh  he  has  li^atnred  the 
;  III  luhes  and  hnvul  ligaments,  including  the  ovarian  and  nter- 
,  i,.H  on  bt*th  sidi's.  The  rni-thotl  lias  hitherto  faiied  to  elieit 
mtii'ti  liiHCUfwitni.  Kveii  its  anthor^  of  late  prenerve  on  the  suhjeet 
JIM  ominourt  silentv. 

r.  Bomoval  of  the  Uteinne  Appendagres.  Ihis  pn^edure,  which 
f^mts  the  iiiuni"i  of  ll^itley,  Ile^nir,  and  Tait,  when  i>roperly  carried 
^S^l'  when  ihe  licaMii'^''^  :»''t'  placed  elose  lo  the  uterus  so  as  to 
^^air  a  hiri;!'  twif'  **'  '^'*'  hroad  ligament — usually  stops  the  hemor- 
pjlftti  fiHliiei's  the  tnnior,  sometimes  evt'u  eausinjr  it  to  disappwir. 

'  ■  "''  "    '      ■""'  ^        "'  '■  the 

iquc 

I'mH  now  been   perieeteii.     ucniovai  oi  tnc  ovaries  and 

'mlM^   for  nivotnala   i;^   ahuost  an   obsolete  operation;    at 

mQ  |m>   rirrtonncd  only   in   rare  eases   of  small  tumors  in 

.       nmrnt-  .uci'ial  reason,  liystereetomy  and  rayomecLomy  are 


however,  nri*  ni'arly  if  not  quite  as  gn-at  as  those  of 
I  uiwnitituis.     This*  is  espceially  true  sinee   the    ttrhuif 
r  h-m  now  been   perleeted.      Itcnioval  of  the  ovaries  ii 
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i^««»nitiun  if*  preferable  wheu  the  tumor  ean  be  readily 


troBie 


..     All  eervieal  fibroids,  all   intra-nterinc  pothin- 

^,ni<'  ol'  ^'*''  "!•"'''  s^f^oessible  submutnais  fibroids, 

i^oved  by  way  of  the  va<rina.      In  tlieir  removal 

^yjipo-eautery,  so  oftm   \\>v\\  for  hiumttstasis,  are 

M  the  heniorrhajfe  it;  either  not  feared  or  can   be 

kr  the  uterine  lunipui.     The  vagina!   route  hsm 

'  -    fur   tnmoi*s   of  a   size    not    larger    than   tlie 


^'^  ^vlvis< 

operation**  a n^ :   fi.  Removal  of  small  pedun- 
P^^inm.  />.  Vaginal  hysterectomy,   e.  Vaginal 

I  pedunculated   Myomata.      When   the 
■Serine  eonli*aetion  on  tin-  liun()r  or  by  in- 
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strumeiital  mcatis,  tlio  podiineiilated  tumor  is  seized  by  tlio  viilst'Hiini 
foi'copH  DP  hiillrt  tnri't'ps,  dmwn  drmn,  iinci  rcnKJN'ed  by  the  scissors. 
Till'  u torus  is  tlu'ii  (jat'kt'd  with  asoptic  ganzf. 

b.  Vaginal  Hysterectomy.  When  nnmcrous  small  tumors  are 
seatttTtHl  tlirou^hfMjt  tht»  titerns,  aiid  the  number  is  S4)  larjnne  that  indi- 
viflnnl  enueler.tion  is  impossiljlo,  and  wlten,  moreover,  tiie  uterus  is 
imt  t<M>  lar^e  to  bo  ilelivered  throiitrh  tiu'  v;if];iua,  it  iiiny  be  removeni 
entire  by  vaginal  hysterei-tomy.  The  iipi-nitiori  istho  same  as  vii^inai 
hystereetomy  fur  eaiiMnonia.  Si!e  (HiapterXXII  I.  Delivery  thnxi^di 
the  va<jiua  som«'tiuies  )>resent.s  iinex|>eetcd  dittieulties.  The  surgpon 
sKoidd  therefHrc  be  prepared  fur  a  siip[}Iemeu{al  alidomiual  seetion. 

r  Vaginal  Enucleation  and  Morcellation.  Iiitnnuural  ruyouiata, 
espeeially  if  situated  in  the  Itnver  sei^nieuts  of  the  enrpiis  or  in  the 
cervix  uteri,  and  not  U\o  large,  may  be  safely  eiuicleatetl  and  removed 

FiQtms  2H. 


Multiple  myoma  case  suiUbJe  for  vftglnal  liyBtcrcct'uny.' 

thiYiugh  the  vagina.  T!ie  nioreellatitm  methud  has  beeu  often  AUiX 
sneeessfidly  used  by  Fn-neli  snrii^eous  for  the  rr  nioval  of  lartfe  intra- 
intiral  turmn-s.  Thr  rcMioval  is  aeeomplishcd  by  re|)eale(Uy  seizing 
tlie  prest'iitini^  |)art  of  the  tumor  with  the  vulselbim  fon.vps  and  rut- 
ting away  as  lar«re  a  pieee  as  possible  with  the  seissors,  one  jiieee  after 
another,  until  the  whole  tunmr  has  been  removed.  This  is  the  o[»era- 
tiou  bv  trai'tiori  and  moreellement  or  moreellahon.  The  method, 
altlnnidi  jreuerally  supposed  to  be  of  more  recent  origin,  was  virtu- 
ally descril»ed  by  Thomas  Aihlis  Knuuet  more  than  thirty  years  iig«^ 

"  KiJHUft.    Princi|>U'fi  tinrJ  l*r«ctlce  ut  Gynectilog^y. 
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uutl  has  Immmi  constantly  advocated  siiid  pmctiaed  In  hi  in  ever  since. 
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RlUHcal  Taginal  u(>tTation.    Morcdlatian  "f  an   liura-utcrlne  tiiyomu.    Sculpel   nut   rvt-um- 

raeudud.' 

It  i>  apj)lirable  t<»  those  cases  in  wliicli  X\w  tumor  is  !UX't's.>^ihle  thnmtilj 
tlie  vagiua,  bin  i»  tuu  large  to  Ix-  emu 'lea  led  and  dflivored  entire. 


FlUVBS  lU. 


VuUetlum  furc«|i«  fur  tfr<u|*'QK  timior  In  the  operations  of  vacinul  or  kbdoDilniit  inyomcctoinj'. 
A.  Reduced  aize,    B.  Section  of  full  «J)W. 

The  openition  nf  traction  and  lonrwllatioii,  *vvlifTi  it.s  t<H*hniijue 
is  more  gi'tieraJly  ninlerstiKKl  and  its  iiilvantagi's  appreciated,  will 
niidoubtedly  Itecorae  more  and  more  u  imteedurc  of  election  iu  place 

•  Frum  PiJau.    Tumeur«  ihi  rAljilomeii  cl  du  Bafisdn. 


of  liy<ti'reotamy.  Mnny  ltirg(*  submucous  or  nuirul  tuiiirn*.*,  fur  whirli 
til*'  iilnloiiRni  is  now  «>|n«iu'(l  and  the  uterus  KHiitifwl,  may  be  rapitlly, 
safely,  luid  etfectually  reiuoved  by  this  method. 

One  8tn>i]g  eontniiiidicatiou  to  the  vaginal  route  niu^t  always  be, 
hijwever,  tlie  possible  presence  nf  pus  tubes  or  ovarian  abscesses,  so 
often  uiireciiguized  or  nnreeoguizalile  when  tbey  oecur  in  connection 
witfi  large,  irregular  iil>romyoinata.  Oftentimes  an  unsuspected  pus 
tube  has  beeu  ruptured  by  the  enucleation  or  uiorcelljilion  of  a 
myoma  thnuigh  the  vagina.  The  vaginal  route,  then,  should  be 
avoided  if  there  be  reason  to  suspect  purulent  disease  of  the  uterine 
appendages. 

The  tumor  is  usually  made  more  accessible  and  enueleation  or 
morcelhition  ttf  it  fiieilitaled  either  by  dilatation  or,  more  frequently, 
by  deep  lateral  ineisious  of  the  cervix,  even  to  the  internal  ns.  These 
iueiaions  luiviug  beeu  made,  the  anteriiir  ajul  posterior  ItjKs  of  the  cervix 
are  drawn  well  down  to  the  vulva  and  held  wi<lely  apart  by  nuaus 
of  strong,  liouhle  tooth  forceps  in  the  hands  of  an  assistant.  The 
operator  theu  seizes  the  presenting  part  of  the  tumor  with  liejivy 
P6an  morcellatiou  tooth  forceps,  anil  removes  it,  eitlicr  by  enucleation 
or  by  morcellatiou.  If  the  tumor  he  of  mural  iirigiu,  it  may  bo 
necessary  to  divide  the  mucous  membrane  and  sulijacent  musetdar 
tissue  before  commencing  the  enucleation.  This  iucisiou  slioidd  be 
parallel  to  the  nteriue  canal. 

The  writer  has  made  use  of  an  improvement  upon  the  two  lateral 
incisions.  It  is  a  simple  median  ineisiou  through  the  anterior  wall 
of  tile  uterus  and  is  uuide  as  follows  :' 

1.  Make  a  circular  incision  in  front  of  the  uterus  which  shall 
separate  the  vaginal  wall  from  the  cervix  at  the  utero-vagiual  uttacb- 
ment,  as  shown  in  Figure  18iS. 

2.  Incise  the  anterior  vaginal  wall  from  the  middle  point  of  the 
first  incision  for  a  distance  of  about  (uie  inch,  taking  care  not  to 
invade  the  bladder  and  to  avoid  the  ureters  on  cither  side.  These 
incisions  are  the  same  as  for  anterior  vaginal  section,  described  in 
Chapter  XXIII. 

3.  Sepaiiite  the  hladxler  from  the  uterus  bv  means  of  the  finger  or 
some  blunt  iustnmient,  keeping  close  to  the  uterus  until  the  peri- 
toneimi  is  reached,  but  not  divided.  Then  expose  with  retractors  or 
fingei's  the  anterior  wall  of  the  uterus.     Figure  189. 

4.  Divide  the  anterior  wall  of  the  uterus  longitudinally  in  the 
median  line  by  means  of  scissors  to  whatever  extent  it  may  lie  neces- 
sary to  render  the  tunujr  accessible.  Figure  189.  If  necessary  the 
]>eritoneum  may  be  opened  ami  the  incision  carried  up  into  the  corpus 
uteri. 

This  simple  anterior  incision  permits  wide  sepamtion  of  the  lateral 
fnigments  of  the  anterior  uterine  wall,  an<l  thereby  ex|>o,?cs  the  endo- 
metrium, and  may  reniler  accessiltle  a  myoma  in  any  part  of  the 
uterine  walL  It  has  the  following  advantages  over  the  lateral 
incisions:   1.  There  is  less  traunmtism— one  incision  instead  of  two. 

» Trftnsa<-tlot>fl  Minnesota  Btnte  MecUcdl  Society,  WM,  published  In  the  Jourusl  of  the 
AtDrrl'in  Mi-dicali  Aasociation,  August  15,  1K96. 


rjiil  vii(>elluni  forwfw*.    ^-l.  Reduced  siitc,    B.  Sfctkm  of  full  sl/te. 

i»r  pcritoin'iim.     Even    a    stutill    pcduiieiilated    subperitoneal    tumor 
could  hv  removed  throug"li  this  incision. 


3.  Radical  Abuomi.nal  Operations. 

Radical  ab<lon]iual  (tjn'ration.s  are  adapteil  to  lar^o  subperitoneal 
and  intnniHiral  tumors  which  cannot  well  be  removed  tlimu^di  the 
vajri'ia. 

The  relations  of  the  tumor  to  the  uterus  and  the  siirrijunding'  con- 
ditions may  deterinine  it.s  removal  in  ime  «►!'  three  ways  :  1.  (.'ertain 
niyoiuata  may  lie  reniuved  witlioni  saeritieiu^  any  part  oi'  the  uterus. 
2.  All  of  the  iitenis.  exeef)t  the  iidniva^*-inal  portion  ot'  the  cervix, 
may  have  to  be  removed  witii  the  tumor,  ,1.  The  entire  uterus  may 
have  to  l)e  removed.     Tlie  operdtions  therefore  are  : 

1.  Myomeettmiy — tlic  removal  of  the  tumor  witlimit  sacrificing 
any  part  oi'  the  uterus. 

2.  8u prava<i:innl  liysLero-nivom(M't<imy — the  removal  of  the  tumor 
tojrether  with  ihe  corpus  uteri  ami  the  supraviuTinal  portion  of  tfie 
cervix  uteri. 

3.  Complete  hystero-myoniectotny — the  removal  of  the  tumor  and 
the  entire  uterus. 

1.  ABDOMINAL.  MYOMECTOMY, 

Abdomhial  myomectomy— the  removal  of  the  tumor  witliout  sac- 
rifieinp:  any  part  of  the  uterus — is  imltcated  for  : 

a,  P<'<liineidated  subperitoneal  tumors.      Figure  217. 

6.  Small  intramural  and  subsi-roiis  tumoiv,  when  the  growths  can 
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Im»  removed  with  slight  traumatism  and  the  uterine  wound  clased  with 
interrupted  or  continuous  catgut  sutures.     Figures  218  and  219. 

c.  Some  large  intramural  and  subserous  tumors  which  can  be  readily 
eniuileated — shelled  out — and  the  uterine  wounds  closed  with  or  with- 
out drain.     Figures  220  and  221. 

The  growths  indicated  under  a  and  b  may  easily  and  safely  be 
treated  by  enucleation  and  suture. 

Figure  217. 
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M-...1,  . .  i..i:iv      r.-l.i!if';i!i!.  il   iiivdisa    n-iii'-v<'l  .    \\..uii.|   Iniiij   .;•  -.  ■!    '\    <•■:!•.;'.•: ^itirnt 

Tin-  l;irL'<'r  jji'MWtli-  iinli«-;Uiil  iiii<lti" '•.  <'\«-ii  lliuiiLili  l\iii'j  (l<i|»  in 
ihf  iit«-riiif  \\:ill  "I-  ln-»i:i'i  liL::iinfm.  iimy  in  in:uiy  cn-i-  l».-  " -ii<  llrd 
«»nl  "  willi  till- 'jr»:!ti--t  i;i-.c.  :mil   tin-  iiiiiior  cMvitu--    tV"iii  wlii'li   liny 

li:iv<*    lii'«-n    i"iiiii)\  I  t|    iii;i\-    l)f   -IK --Iiillv   <'l(i~<(l    Mii'l    I'l'liiiiMnil    l>y 

luii'lrd   -iitiirr- ;   iiT.    if"  tlif   .--iirliK'f-   :in-    to<t    cxtcn-ivc   to    Im'    ticMtrd 
.sil'-lv  l»v  lmii<«l  -uiufi-.  iIh-  ravitirs  iiiav  In-  «li-aiiH«l,  :in«l  in  ilii-  way 


'.    SMme  litems  as  shuwn  In  Fipure  21n.    Shftws  method  of  cloainff  woundf  mudv 
by  rcmovttl  of  tuyfiiuKtu;  coatliiuoiis  catgut  sulures. 

[he  utvv'uw  wouniL  liernorrluigi'  in  iisiuiliv  in  ^ivat  nii-usure  con- 
tnilled  hy  t]jc  iitoriiir  (Mtutraotiini  wliirli  (nllovv.s  the  fnuolciuion.  The 
mortality  of  tliis  tnethod  ior  ^■nl:^ll  tiunors,  iu  wh'uAi  the  traumatism 
is  slight,  is  surprir^iniiiy  siiialL 
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In  case  of  a  large  tumor,  ami  coiiseqtieiitly  of  large  tnitiiiiatism 
with  onornious  siirtares  to  he  united  iiy  biirictl  sntnrc!*,  the  method 
involves  to<i  irrciit  danger  of  HOpsi.s  and  sfLfnidary  hemcirrhape,  and 
should  either  give  way  to  hysteromyomectomy  or  he  nKMrlified  as  fol- 
lows : 

After  file  tumor  has  Ikh-u  filielled  out  from  the  uterine  wall  an  open- 
ing  is  made  direelly  from  the  tumor  cavity  to  the  uterine  eavily.  If 
tfie  uterine  canal  is  patulous,  a  continuous  jstrif*  of  giiuze  is  carried  from 
t!ie  fumor  cavity  directly  tlirough    into  the  Viigiua,  the  tumor  uivity 

heing  |iaeked  with  the  same  con- 
FiorRE  i-Hj.  tiniiou.s    strip.       The    temporary 

elaslt*'  ligature  around  the  nterns 
dfies  not  interfere  with  the  intro- 
duction of  the  gauze.  The  uterine 
wiiund  is  then  cloyed,  as  above 
descriljcd,  by  buriwl  suture^  of 
catgut,  TIh"  peritoneal  margins 
of  this  womid  are  turueil  in  and 
united,  as  shown  in  Figure  !^20  ; 
llic  whole  uterine  traumatism, 
now  isolatt<i  from  the  perito- 
ueum«  is  adcfpiately  drained 
through  the  vagina.  Ff  the  ute- 
rine can:d  is  nut  suthciently  patri- 
hius  to  a<ltnit  the  gauze,  it  may 
]>e  dilated  or  hiJatendly  incisetl 
by  mean.s  of  a  licrniotomy  knife, 
or  it  may  be  Iwtli  dilated  and  in- 
cised ,  The  vagi  ua  i  s  Itjose  ly  li  I  led 
with  gauze  to  meet  that  whit^h  pro- 
trudes from  the  uterus  ;  an  aliNorb- 
ent  vulvar (Iressing,  to  be  changed 
as  often  as  it  becomes  moist,  com- 
pletes the  ca|nllarv  drain.  The 
gauze  is  removed  tn  two  or  three 
days,  ("are  is  necessary  in  the 
closure  of  the  uterine  woiuid  that 
the  gtuize  l>e  not  caught  in  a  su- 
ture, Inx^uise  then  its  reniovat 
■would  have  to  Ix'  postponed  un- 
til after  the  absorption  of  the 
suture. 

An  intniligamentous  myoma 
may  be  n>a<iily  shellcel  out  from 
it.s  bed  between  th<'  folds  of  the 
brona  ligament-  The  same  principles  of  drainage  ajijily  as  in  thr  case 
of  intramnnd  tumors,  exeept  the  route  of  drainage.  This  sh«»nld  be, 
not  through  the  uterine  ('anal,  but  through  an  opening  which  is  readily 
made  from  ihe  nirnor  cavity  to  a  |>oint  in  the  vagina  just  bach  of  or 
iu  front  of  the  ntenis.     In  exceptional   ca.Hcs  it  may  Ix*  necessary  for 


r^^^^ 


Myomcctoroy.    An ''■•-^'-■•"•i  »••.■...„,.  i,.,s 
been  oiiuck-at<:i| .  lUIn 
tton  with  utcrini-  ra\ 

ntnlinnoiiKhiiricflntlKu.  - .^  . ...^.^iii 

ifHitStf  rlritin  In  place*. 


Myomectomy.    riitra1iKa">cnt<ius  niy*ima  hnn  been  removed  from  epace  between  Tttlda  of  brottd 
ligament.    Dnuae  flmiii  from  this  apitre  throii^li  an  Lir»«iiln«:  rtlrcft  lulu  a  iigliiu. 

The  author*^  experienee  smca  lM8i*  with  the  iihovt.'  k-chniqiie 
shows:  tirst,  jilnioi^t  entire  freodmii  from  mortality;  (rC'eatul,  prompt 
aiul  II  111' vent  fill  recovct  y  ;  thini,  thtr  most  gnitifyiii^^;  }>enmiiu-iit  ri- 
.suits.  The  method  is  uuilfinbtctlly  at>iiliciihU'  tu  a  nviieh  Jarger  mim- 
ber  of  tumors  than  is  p'lierally  »U]jpo.se<l.  Any  surgeon  who  i."* 
oonstatJtly  alert  to  eiuieleate  the  tumor  and  pre.serve  the  rfproiluetive 
organs  will  he  surprised  at  the  ntimber  of  eases  in  whieh  this  i.s 
entirely  feasilila  'I'he  mutilating  uperation  of  hysterectomy  for 
myoma  is  ol'ti^n  netiessarv,  hut  not  so  often  as  the  statistics  at  the 
present  time  would  indieate.  In  the  vast  utajority  of  ea.ses  the  uterine 
25 
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a[>|n'jHlages  wjtl  be  totiml  jiornial,  auil  m  a  largo  prt»|>f>rticm  of  this 
nujtn*ity  the  tiuuor  may  l>t!  oiiufk-atfil  i'vitm  the  uterus  and  iho  woiuul 
siUM'OssfuIly  oIommI,  ]>r<'fisely  a.s  wotiM  \w  nH^uirvd  for  the  removal 
(►f  surli  a  litmor  in  any  otlu;r  part  of  tlic  botly.  Caj^es  4if  vory  large 
tniniirs,  ami  ruMs  in  uliicli  many  small  tnnmrs  are  scattered  tlirongli 
tlie  uterine  wall,  may  ie<|iilrc  liystereetinny  ;  but  the  conservative 
o[>enitirni  or  simple  eniifleatiou  will  itften  a[)ply  when  tlie  tumor  is 
even  larger  than  the  fa^tal  head,  and  in  cases  of  midtiple  niyomatu 
even  when   there  are  many  tnniora.     The  ])reservation  (tf  the  uteni> 


TUBAi.  yc««Ei.a 


FioURB  222, 


•  MASrOMOSIS  or  r«LLOPI«N 

UTERINE    AND  TUBE 

OVJIRIAN   MRTEH)tS 
HCLtCINC    ■HANCHCB         \ 


VAOtNAk  VCNOU*   PLEXUS 


OS    UTERI        VAGINA    CUT   ORCN    BCHIMD 

VmcuIv  supply  of  the  ulfms  and  it.s  iii>j>oitiIn^'i.>s. 

when  the  up|»endages  liave    tjo    be    removed   is,  unless  the  organ  is 
infeeted,  desirable. 

l^niinage  of  the  tnnior  eavity  by  stitehtug  it  inti*  the  alMhinunal 
wonud  and  parking  it  with  gan/.e'  has  been  surcessinlly  earrted  out  in 
many  <vases.  T\\v  vaginal  route  for  drainage,  however,  offers  decided 
advatilages,  an«l  will  therefore  usually  be-  preffrre<K' 

a.  SUPBAVAOINAL  HYSTEROMYOMECTOMY. 

Sunravaginal  hy»tenvmyomectomy  it*  the  removal  ttf  the  tnnior 
and  tlie  eorptis  uteri,  and  the  Hiipnivaginal  ]>ortion  of  the  eer\'tx, 
thrcMiglj  an  alMloniinal  inei.-.ion,  leaving  net  piirt  uf  the  uterus  exeej>t 
the  vaginal  portion  of  the  eervix.  An  ini|»ei"ative  meai*ure,  prelimi- 
nary t«)  this  o|Nniti(in,  la  serupulons  disiuieetion  of  the  vagina  and 
the  external  genitals.  .Si'C  Chapter  II.  The  disinfoetion  is  essential, 
because,  first,  infection  may  pass  through  the  eervieai  eanal  to  the 
pi'lvic  ejivity  ;  and,  seeond,  it  may  l»eeonie  necessary  ti»  exk'nd  the 
oj»enitii»n  to  the  removal  of  the  cervix,  or  to  make  a  free  opening 
into  the  vagina  for  <lrainage. 

>I^JHt     K  r  Oudlcy     Sonn 

•  The  •iithnr  lutnl  uU'ni-vaKlruil  rlniitiARe  In  myompctntuy  lu  April.  l»W,  Cmw  rnmrted  h' 
ArncTicau  Jounuil  of  OlitU'trio.  (*«pt4imber.  l:«0.  *^ 


Supravaginal  tl  j-i<1eromyomectoiny.  The  ofarl&ii  and  merlii«;  anerle*  have  teen  secured 
by  me&m  of  strong  catgut  ligatures,  the  uleritie  stump  has  been  eloecd  bjr  a  conUnuouB 
huture  running  from  aide  to  side,  and  the  wound  In  the  broad  llgBinents  Is  being  wfalppcHl 
together  by  &  coatiuuoufi  cateul  sutare.  The  ligatures  ou  the  utertne  arteries  are  covered 
in  by  pedtoneinn,  those  on  the  ovarian  arteries  are  not  so  covcrecj. 


'  Thle  seriea  of  llluBtmilonB,  Flgurei  22310  234,  with  text,  vrtre  publlahesl  In  the  Journal 
of  the  Americao  MeiUcal  Afisociatiuu,  March  29,  1902. 


SupnTAglnal  Hyiteromyomectomy,    Thl»  Huure  sIkiwr  the  Initml  steps  of  ihe  operation  : 

1.  Tbe  broid  Itgaineul  on  em;h  aide  of  the  iileruH  bna  l>epu  rlnmpi'd  by  means  of  two 
long  pmsiire  foroepH,  A,  close  to  tim  Dteriu.  and  B,  [Mkrallel  t<j  A  uud  toward  the  wnll  of  tb« 
pelvis.  Tbeae  two  (broeiw  nt'cure  the  ovarlau  nrleriei  aalht-y  run  touani  the  uturua  and  «!• 
they  reach  the  ulenu. 

2.  Th«  broad  ligament  on  either  side  between  the  forcepa  A  and  B  has  been  divided  by 
meaiu  of  ■gIsots. 

3.  Tbe  peritonea)  Investment  of  the  titenu  has  l>een  dlTlde<l  by  a  circular  In cUlon  all 
around  tbe  oen'ix.  on  a  level  a  little  above  the  attachment  of  the  bladder.  This  Incision  la 
beat  made  by  means  of  a  scalpel  or  staarppolnhHi  mttwont, 

A.  The  perltODea)  Investment  of  the  uteru*  below  the  clrcumuterlne  Inclsloa,  together 
with  the  attacbe<l  bladder,  has  been  stripped  down  to  the  level  of  the  uterine  arteriea,  m  a, «  a, 
io  that  tbe  uterine  arteries  are  exposed. 

5.  The  uterine  arterie/;  as  they  run  (tpward  along  tlie  sides  of  tbe  uterus  are  clamped 
by  means  of  forceps,  CC 


Supravftglnal  Hysteroiayiiniectomy.  Forreps  A  A,  B  B,  and  CO,  in  place  a^  shown  in 
Fi^are  22-i.  Ugatures  for  permanent  hetTnofitasls  of  the  utemi  And  ovartan  arteriea  in  place, 
but  not  tied.  Vtenis  Ixjing  removcl  by  ticlirsarfi  In  such  a  yrnj  that  Uie  uterine  stump  may  be 
sutured  in  a  line  rrom  lefore  backward  tnalead  of  from  side  toaUle. 


SupravAKlna!  Hysteroinyomeclomy.  OTarian  axteries  o  n,  o  a,  and  uteiin«  arter{«8  «  a, 
(I  o.  secured  Uy  the  litriiliirc«  which  were  uhown  in  place  Init  not  tii>d  In  Figure  225.  One  free 
end  of  each  of  tlic-^e  llK'Ri'ir^'s  l»  cut  and  the  olliers  are  held  In  the  pregwun*  forceps.  Uterine 
■tump  closest  by  conllutjoufi  siituru  In  antt^ro-poalerior  direction. 


F/GVftB  227. 


I 


SupravftRlnal  Hj-Bleromyomectomy.  A  liRature  cfl  vuuge  nirround'mj'  an  nriery  in  the 
broad  ligament  Is  belnt'  drawn  tight  anrl  litvl, ;  while  the  oi»ralor  is  tightentng  liie  ligatnre. 
the  MsisUnt  is  removing  the  forceps.  If  the  Ujjature  Ja  draivn  light  before  the  forceps  ana 
removed  the  artery  will  not  bs  Hufllelently  corapreased,  and  hemorrliage  may  result. 


Supravaginal  Hj-steromyoniectomy.  oa.oa,  OTarian  Brterlea  ;  ua.na.  uterine  arteri€« : 
the  cut  ends  o(  the  two  broad  IJi^aniente  are  brought  together— eud-to-end  api^roximalion— 
by  tyins  the  catgiit  lijcatun-?!  which  an-  shown  in  the  gra>^j>or  pn^sure  forceps,  Fiirnre  226. 
The  tying  of  the«;  llpatiires  brlnKs  Ihe  broad  lli;anienLii  into  [KK-itlon  for  final  f nd-to-end 
union  by  a  continimus  i^uturv.  Tht*  nt'y<lle  here  ahow>  the  beginnlDR  of  this  auture.  In 
order  to  prevent  Bllpplni;  of  the  cat^t  ligatures,  tht'y  shonM  1*6  lied  i-acb  irlth  several 
hard  knots. 


FTOUHE  229. 


Supravaginal  UyHterorayornectomy,    o  a,  o  a.  ovanan  arteries  ;  u  a,  m  a,  ijurine  arteries.    The 
continuous  an taa>  for  etid-lo-end  approxiitmtlon  oflhc  broa^l  ligamenls  nearly  complete. 


Comtilete  Atxlotnlnal  HyKterotnyomcctniny      The  broad  il^inento  and  clrcuanutertije 
peritont'tira  have  Ijcen  dlvidi>d.    Sec  \iegcs  3S7  and  ,lj-8, 


J 


t'uinjilele  AbiitiniinMl  HyMLTomyomei  loiny.  The  t-utire  uierus  nirrl  liitiior  hnvc  Iven 
removeil :  the  lonji  czh\h  of  the  eutgail  lignturi"fi  nn  the  nviirlan  ami  iiterine  arterlca  bave 
been  drawn  down  throiiifb  ihu  vjiMriuu  tfi  the  vulva  by  unessure  furc^ps  pjissod  from  the  va^fiua 
through  the  va^iunl  wtiU  anrl  tUvu  wUhilrawn  with  the  llf;aturca  In  itji  M^ra^P- 

FifitiRE  233. 


Comjiletc  AbdominHl  Uyiiteroinyomecloiny.  While  the  li|,'atared  nuuses  which  contalu 
theovan&Q  an<L  uterine  arteries  are  being  held  down  Into  theva^^al  wound  by  pressure 
forceps  in  ihu  bands  of  an  aH.<ti«tarit,  the  operator  is  utiLtiiij^  bjr  a  pomlntious  feature  the 
peritoneaL  nmrglUH  of  the  vaginal  uoiind  lu  suifa  a.  way  aa  to  luako  the  eiulri*  traiimHtisui 
eitraT«ntnneal.  Thin  gQture  may  tncbuleaiid  nx  the  lljicatunMl  magSi-s  and  hold  tbeni  )a-Iow 
tbe  line  of  uui  jii,  and  may  also  catch  t)>e  upper  cut  end  of  the  vogina  and  bold  It  In  contaci 
with  the  lower  part  ofthti  brraid  lijifamenls. 
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The  usual  operation  is  to  secure  the  ovarian  and  uterine  arteries  by 
means uf  strong  catgut  ligatures,  and  after  the  removal  of  the  tumor, 
corpus  uteri,  and  siijiravagiual  purtion  of  the  cervix, to  close  the  uterine 
stump  by  meaus  at' a  contiiiuoits  suture  runuiug  from  side  to  side,  and 
then  to  cloM"  the  wound  in  the  hrnad  ligaments  by  means  of  another 
continuous  suture  al.so  ntiniing  in  the  siune  direction.  Si-l'  Figure  223. 
This  nietluKl  is  ojicu  to  tlie  following  objections :  1,  The  severed 
bro;id  ligaments  retract  to  the  sides  of  the  pelvis,  wliere  tljey  can  no 
htnger  give  adequate  support  to  the  bladder,  vagina,  and  rectum  ;  the 
fri'nueiit  couscqiK^nee  is  exaggerated  <]escent  ttf  the  jjelvic  tioor  with 
di>abliug  and  permanent  cystoeele  and  rfct4>cele.  2,  The  rectum  and 
bladder  are  brought  into  close  relations  widi  only  a  thin  w-all  b(^ 
twecn,  s(t  that  the  possibility  of  infection  fnuu  one  to  the  otlier  is 
increased  ;  3.  In  many  eases  the  blad<ler  is  drawn  over  the  uterini' 
stump  in  onh'r  to  cover  it  ;  this  may  give  rise  to  mechanical  irritation 
of  the  bladder. 

The  autiior  has  attempted  to  overcome  the  diificulties  above  men- 
tioned by  closing  tlie  uterine  stump  in  the  antero-posterior  direction 
and  bv  eml-to-end  approximation  of  the  broad  ligafuents,  A  descrij*- 
tion  of  end-to-end  approximation  will  be  found  in  the  twelve  accom- 
panying i  1 1  usti-ations- 

Technique  of  Supravaffmal  Hystero-myomectomy.  The  steps 
of  the  operation  are  these  : 

-1.  Abdominal  incision. 

H.  1  delivery  of  the  tumor  through  the  abdominal  wound. 

C.  Ligature  of  the  ovarian  an<i  uterine  arteries,  and  removal  of 
the  tmnor  togetlier  with  the  corpus  and  supravaginal  portion  of  the 
cervix  uteri. 

I).  Toilet  of  tlie  peritoneum. 

E,  Closure  of  the  al)domiual  wound. 

A.  In  case  of  a  large  tu!u<tr  the  abdominal  incision  should  be  made 
nearer  the  nmbilicins  Muui  the  pubesi  to  avoid  the  bladder,  which  by 
the  growth  of  the  tumi>r  not  infrerpiently  is  drawn  up  out  of  the 
pelvis.  Tlie  incision,  first  exphtnitory — that  is,  hirge  enough  to 
admit  one  or  tw<>  fingers — may,  if  the  o]>cration  is  to  continue,  be 
etdarged  sufficiently  to  j>crniit  the  delivery  of  ihe  tumor, 

a.  The  delivery  (vf  the  tumor  through  the  abdominal  wound  is 
sometimes  niatle  by  ]UTssure  cm  the  abchuninal  walls  antnud  the 
incision,  so  as  to  squeeze  it  out  as  one  would  squeeze  pus  ont  after 
itpening  an  abscess.  Usually,  liowever,  the  tumor  is  delivered  by 
traction  with  the  hands  or  with  heavy  vnlselbmi  forceps.  In  many 
cases  the  tumor  is  fixeil  so  tirndv  in  the  ]>elvis  that  it  cannot  be 
bruuglit  through  the  alxlotninal  wound  until  after  some  id'  the  press- 
ure-forceps or  ligatures  have  been  placed  around  the  arteries  and  the 
mass  jmrtlally  severed  from  the  broatl  ligaments.  If  the  ahthnninal 
incision  has  been  very  long,  and  the  intestines  are  much  incljiu'd  to 
protrude  through  the  wound,  they  may,  as  soon  as  the  tumor  has  been 
brought  through,  be  held  hack  Ijy  a  large  flat  gau/e  |>a<l  or  by  suture  of 
the  upiMT  part  of  the  wound.  It  is  ek-arly  inqnirtant  to  prevent  protru- 
ion  of  the  intestines,  and  thereby  to  lessen  exposure  of  the  peritoneum. 
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C.  In  a  majority  of  all  cases  of  liystero-niyoniectooiy,  whether 
complete  or  incomplete,  the  oponitiim  imiy  bo  facilitatcil  by  the  use 
of  loiig-bhidetJ  lVnro[)s  tu  socurc*  ti'mjioi";iry  hteniostasis  of  \\iv  uterine 
aucl  ovarian  arteries  tluring  the  removal  of  the  mus.-,  and  to  be  sub- 
stituted by  ligutures  as  simn  as  the  mass  has  I  wen  removed.  See  Fig- 
ures 224  to  227.  This  use  of  the  Ibreeps  will  enable  the  operator  to 
get  the  tumttr  rapidly  out  of  the  way,  and  to  eoinjiletc  the  (>|)eration 
with  great  speed,  ami  during  the  operation  to  avoid  hi-nutrrhage. 
Figures  224  and  225 show  the  forceps  in  place,  AA  and  BB  securing 
the  ovarian,  and  CC  securing  the  uterine  arteries.  The  steps  of  dds 
part  of  the  operation  are  as  follows ; 

1.  Clamp  tlie  arteries  as  show^n  in  the  diagrams;  forceps  BB  shut 
off  the  ovarian  artery  as  it  passes  inward  through  the  broad  lig-.inient 
toward  the  uterus ;  forceps  AA  prevent  reflex  hemorrliage  from  the 
utero-ovarian  anastomosis  at  the  uterine  end  of  tlie  bntad  ligament. 

2.  Divide  the  broad  ligaments  by  means  of  scissors. 

3.  Divide  the  |K'ritoneal  investment  of  the  uterus  all  around  the 
cervix  just  alwve  the  blathler  attaclimeut ;  this  is  iK-st  done  by  lightly 
cutting  arouinl  the  uterus  with  a  scalpel  or  pointed  s*-issors. 

4.  8lrip  the  eirenmuterinc  ]>eritoneum  together  with  the  attachetl 
liladder  down  toward  the  vaginal  portion  of  the  cervix  to  the  region 
of  the  uterine  arteries.  During  the  stripping  off  of  the  bladder  the 
relations  of  it  may  be  recognized  by  a  sound  in  the  tdatldcr. 

5.  Chimp  the  uterine  arteries  by  means  of  force|>s  or  ligature 
them  at  once  ;  in  applying  the  ligatures,  care  is  necessary  t(^  avoid 
the  ureters,  wliieh  sometimes  run  very  close  to  the  uterus.  Some 
operators  take  the  preeantifin  to  have  a  catheter  in  each  ureter  in  order 
to  keep  tmck  of  it  duritig  the  operation. 

a.  Remove  the  tumor  and  all  the  uterus  except  the  vaginal  por- 
tion by  means  of  a  wedge-shaped  incision  so  directed  that  the  uterine 
stump  may  bo  sutured  in  a  line  running  from  before  backwar<l,  not 
frotti  side  to  side 

7.  Place  permanent  ligatures  on  the  ttvarian  and  uterine  arteries 
and  remove  the  pressure-ibrceps.  It  is  imjHjrtant  that  the  forcejis  be 
loosened  by  an  assistant  while  the  lipitures  are  being  dniwn  tight,  be- 
cause if  tied  before  the  I'orceps  are  removed  dangenuis  hemorrhage 
may  result.  The  uterine  arteries  are  located  st>metimt's  by  sight, 
sometimes  by  loueli,  and  are  accttrdingly  secured  by  ligature,  isolatwl  or 
en  numnc.  The  ovarian  arteries  {ire  usually  tied  rti  mataif.  In  ft/itu/ 
i'it/if-r  thr  ovarian  or  ntrrin*-  arterif*  ru  viaJtM-,  it  m  of  (/rrut  imjiotitnice 
to  p/ctcr  the  lir/ahtrrM  no  that  the  iir/ohirr/f  part  trilf  ant  he  deprived  trhnlly 
of  circulation — that  w,  m  that  it  will  receive  cotiateraf  cireuhition — and 
therefore  not  be  stulijecl  to  necrotic  proce^fH,  The  iJ/untratious  shoir  how 
to  (ipp/if  the  tif/atures  in  9uch  a  manner  om  vot  to  pro<lnce  necrosis 
of  the  Htmnp. 

Ill  Siome  cases  the  tumor  so  fills  the  ]H'lvi.s  that  the  forceps,  for 
want  of  room,  rannot  In»  api>lied.  Tlien,  a  tfm|Minirv  elastic  ligature 
having  In^en  thrown  artmud  the  cervix  for  temjxtrary  ha^mosta.'^is,  the 
tumor  may  be  enucleated  and  the  size  of  the  mass  ho  reduced  that  the 
forceps  may  be  applied     As  the  incision  is  carried  down  through  the 
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broad  ligament  on  each  side,  additioDul  forcfpi*,  if  needed  to  control 
hcinorriiaufe,  Miay  Ik-  used  until  t!ic  rutin-  mass — tiiiinjr,  L'orpiis  uteri, 
and  ^llp^avagilKd  pnrtiod  t>filn.'  cervix — has  lioen  romiivt-d  ;  ilien  ixr- 
nianent  lig-atures  on  the  ovarian  and  uterine  urteries  and  on  bleeaing 
jjolnts  iiiav  Ije  suhstitiitei!  fitr  llie  iVtrcet*?;, 

IK  Tlie  toilet  of  the  peritoneum,  whicheonsistHof  the  following  steps  : 

1.  Ligature  of  any  ideeding  points. 

2.  Cauterization  of  the  rcnniiinng  portion  of  the  cervical  canal  with 
l*o  per  cent,  carbolic  acid  ;  (his  may  be  applied  on  a  probe  or  grooved 
director.  Sponges  and  insl  ruments  used  in  connection  with  the  cervical 
aiiial  should  fi>r  reasons  of  asepsis  not  l>e  used  el&ewhere. 

3.  Closure  of  tlie  cervical  canal  by  suture  and  covering  of  all 
exposed  surfaces  with  peritoneum.  The  author's  method  of  uniting 
the  cervical  stump  Ivy  a  line  of  union  in  the  antero- posterior  direction 
antl  of  bringing  together  the  broad  ligaments  by  end-to-eiid  approxi- 
mation IS  set  forth  in  Figures  224  to  230. 

4.  Drainage  if  requirctl.  In  supravaginal  hystcro-myomectomy 
drainage  is  usually  not  required  j  i.e.,  if  drainage  is  indicated  it  would 
generally  be  wise  to  remove  the  entire  uterus,  but  if  dniinage  is  re- 
quired it  is  made  best  with  a  continuous  strip  of  gauze  passed  from 
above  downward  through  a  free  opening  j>ostcrior  to  the  cervix  into 
the  vagina  ;  this  opcm'ng  should  be  enlarged  by  splitting  the  jmsterior 
wall  of  the  cervix,  and  if  neces-sary  also  the  anterior  walL  A  gauze 
drain  if  jiresent  should  usually  be  removed  through  the  vagina  about 
two  days  after  the  operation,  and  the  removal  of  it  followed  by  gentle 
douches  of  0.5  per  cent.  lysol  in  sterile  water. 

E.  The  abdominal  wound  should  be  closed  without  drain  in  the 
usual  manner,  as  described  in  Chapter  VI. 


a,  COMPLETE   ABDOMINAL  HYSTERO-MYOMECTOMY. 


The  removal  of  the  entire  myomatous  uterus  is  indicated  :  first, 
when  the  uterus  is  septic  or  otherwise  eo  diseased  as  to  render  the 
presence  of  any  part  of  it  unsafe ;  second,  when  on  account  of  exten- 
sive traumatism  or  suppuration  vaginal  drainage  is  requirc<l.  lu  ad- 
dition to  the  aljove  indications  there  is  a  certain  legitimate  latitude  of 
choice,  so  that  the  bias  of  the  ojwrator  may  be  in  tlie  direction  of  Cf»m- 
plele  hysterectomy.  The  ojieration  tlemands  the  same  antiseptic  prep- 
aration as  already  laid  down  ibr  supravaginal  hystero-myomectomy. 

Technique  of  Operation.  The  alxlomiual  incision  ;  the  delivery 
of  the  tumor;  the  clamping  and  ligature  of  the  arteries;  the  division 
of  the  brojid  ligaments  ;  and  the  closure  of  the  wounds,  both  pelvic 
and  abdominal,  are  substantially  the  same  as  already  dcs(^ril>ed  for 
supravaginal  hystero-rayonicctoray.  The  following  description  of 
complete  hysterectomy  contains,  however,  certain  peculiarities  in 
technique  as  follows: 

When  the  cervix  is  accessible  through  the  vagina  the  first  incisions 
may  lie  made  as  for  vaginal  hysterectomy,  the  bladder  and  the  rectum 
being  stripped  away  from  the  cervix,  in  some  cases  as  far  as  the 
peritoneal  cavity.     The  broad  ligaments  may  be  separated  through 
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the  vagina  and  tied  off  as  hig-h  as  practicable.  In  some  cases  the 
uterine  artfrifs  may  l>e  ivai-lied  and  li^ratitrcd.  The  extent  to 
which  tliis  can  lie  done  will  varv  j^reatly  with  the  individual  case. 
The  vagina  is  unw  tenijKtrarilv  iimcked  witli  a  nnititntons  strip  of 
jj^iuze.  The  iinal  removal  of  the  uterusf  through  the  aljdunnen  i-i 
greatly  faeililaled  even  by  a  small  amount  of  vaginal  detachment. 
Tlie  sihdomen  is  then  opened  and  the  operation  continued  as  alreadv 
deserihed  iur  suprava<j;in:d  hyslerectomy ;  the  uterine  arteries  usu- 
ally are  clamped  and  tied  a  little  furtlier  from  the  uterns.  This 
necessitates  tin-  greatest  care  not  to  include  the  ureters,  which  cross 
the  arteries  very  n«ir  the  uterus.  The  hroad  ligaments  ami  eireum- 
utcrine  structures  are  then  divided  hy  means  of  strong  seissor-  ;  in 
making  the  incisious  for  this  purpose  close  to  the  uterus,  no  Itnrm  is 
done  if,  on  cither  side,  a  small  portion  of  the  lateral  wall  of  the  cervix 
uteri  be  left  liehind.  The  bhidder  is  stripped  awav  from  the  cervix 
as  fur  toward  the  vagina  as  practicable  and  the  jieritoticum  of  tlie 
posterior  wall  of  the  uterus  is  strijiped  or  dissecteil  off  in  the  siime 
way. 

If  the  vaginal  incisions  previously  have  extended  into  the  pt^lvic 
cavity,  the  final  removal  of  the  uterus  will  be  easy.  If  tlie  incisions 
have  not  exten<led  so  far,  the  renuival  will  not  be  difhenlt  ;  but  if 
no  vaginal  iueisions  have  been  miule,  the  operat<tr  niay  iu  some  rases 
lind  it  quite  tedious,  if  not  dittieuli,  to  work  his  way  thiwn  intit  the 
vagina.  The  attempt  has  resulted  occasicmally  in  om-ning  the  rectum, 
bladder,  or  ureter.  This  difficulty  may  largely  Ik'  overcome  by  a 
simple  device,^  as  follows  : 

The  bladder  having  ll)een  stripped  off  from  the  cervix  a**  far  <lown 
as  iwssilde  toward  the  vagina,  the  uterus  is  drawn  by  means  of  vul- 
sellura  iVirceps  well  up  through  the  abdmuiual  woinul.  This  trac- 
tion ex|M>?.es  the  anterior  wall  t>\^  the  cervix,  which  is  now  freely 
divided  with  sharp  scissors  by  a  longitudinal  incision  and  the  cervical 
canal  thereby  laid  open.  See  Figure  231.  One  blade  of  the  scissors 
is  now  passed  directly  down  through  the  external  os  to  the  vagina,  and 
the  entire  anterior  cervical  wall  is  divi<led.  The  fmger  imw  readily 
passes  to  the  vagina,  and  serves  as  a  guide  for  the  rajiid  removal  of 
the  uterus  by  a  cireidar  incision  around  the  cervix  at  the  utero- 
vaginal attachment.  In  some  ca^es  it  is  convenient  to  reserve  the 
ligaturing  of  the  uterine  arteries  to  this  part  id'  the  operation.  Small 
biecfling  vessels  are  tied  or  twisted. 

If  drainage  of  the  jielvic  cavity  is  rcrpiircd,  it  ?.hotdd  be  vaginal, 
and  the  vaginal  woun<l  should  l>e  let\  ojx'U  or  partly  open  Ww  that 
puqiose.  The  drain  is  iutrmluccd  as  fi>llows  :  the  end  (d'a  long  strip 
of  g;iuze,  dtjuble  thiek  and  two  inches  wide,  is  passed  from  the  ]H'lvis 
through  the  vaginal  wound  to  the  vulva;  then  the  gauze  is  pa<kcd 
lightly  from  below  upwnnl,  so  as  to  lill  the  vagina  and  the  vnginal 
wound,  :iu<l  to  cover  all  surfaces  in  the  j>elvis  left  exposed  by  the 
ojK-ration.  The  dressing  over  the  vulva  wliieh  reeei\'e^  the  eji [bil- 
iary drainage  from  the  g:iuze  shoidd  be  kept  dry  by  frerpient  changing. 

•  Tbi*  m^lh'Hl  of  excising  the  cervix  from  Uir  iitxloinln*!  aide  of  the  pelvie  floor  taaa  bc«B 
UMd  by  the  aulliur  fur  keveml  yvan  with  srcnt  Mtlifliictlvn. 
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The  gauze  tlrain,  beinji;  a  continuous  strip,  may  easily  be  removed 
tlirongh  the  vagina  in  twit  or  llirec  t]ay.-«. 

If  drainage  is  in>t  rtMiuireil,  the  wodikI  should  be  elos<'d  comjileLely 
both  on  thf  va{j:inal  uiid  the  peritoneal  sirle.  This  may  be  done  by 
lines  of  union  from  ?^ide  to  side  as  shown  in  Figures  2H2  and  2^J.*j,  or 
by  eud-to-end  approximation  of  ilie  broad  ligaments  ns  already  de- 
scriljeiHl>r  sn[>n»vaginal  hystero-niyomeetomy.  Figuiv  234  shows  the 
upper  '."lit  end  of  the  vagina  elosed  liy  side-tu-si<le  union,  and  the  l^Ti- 
tou{'al  part  of  the  wound  closed  by  end-to-eud  approximation  of  the 
•oad  ligament.^.  If  end-to-end  apfvroximation  is  employeil,  the  same 
ature,-.  that  unite  that  part  (tf  the  bmad  ligiuiients  nearest  to  the 
vaginal  wound  should  also  catch  op  the  upper  cut  end  of  the  vagina 
so  as  to  draw  it  into  tlie  space  frotn  which  the  cervix  has  been  excised, 
and  unite  it  Ut  the  lower  ])ortion  of  the  broad  ligament  stumps  at  or 
near  the  point  where  the  ligatures  surround  the  uterine  arteries;  tlus 
serves  to  draw  the  vagina  strongly  tipward  and  to  cover  the  exposed 
surfaces  between  the  vagina  and  broatl  ligaments. 

Upon  eouiplction  of  the  niKration  the  vagina  should  be  packed 
with  gauze  from  the  vaginal  wound  to  the  vulva,  and  a  large  gauze 
dressing  placed  over  the  vulva  to  absorb  any  wound  secretions,  and 
held  there  by  a  T-ban«lage,  and  ehanged  often  to  keep  it  dry;  the 
vaginal  gauze  is  removed  in  about  three  days,  and  vaginal  douches 
of  0,5   per  cent,   lysol  are  then  given  tw^ice  a  day. 

In  hystero-myomectomy,  the  ovaries,  if  normal  or  nearly  normal, 
for  reit»<ons  already  given  in  Chujiter  XXXIII.,  sliould  be  prestvrved. 

In  all  openitions  for  hystero-rayoraectomy  the  ligatures  and  sutures 
should  be  of  catgut. 


Advantages  of  End-to-end  Approximation  of  the  Broad  Liga- 
ments in  Hy©t©ro*myomectomy. 

1.  The  broad  ligiiraents,  in  an  anatouiieul  sense,  take  the  place  of 
the  exeisetl  uterus  and  form  a  jwuch  posteriorly  like  the  enl-de-sae 
of  Douglas,  and  anteriorly  a  depression  that  answers  t<t  the  utero- 
vesical  pouch. 

2.  The  broad  ligaments,  thus  united,  b4>ld  U]>  the  rectum,  bladder^ 
vagina,  and  otlier  jwrts  of  the  [lelvic  floor,  and  in  so  doing  prevent 
the  descent  of  these  organs  which  so  commonly  results  from  hysteree- 
tojny  as  ordinarly  performed. 

3.  The  broad  ligaments  in  occupying  the  space  left  by  tfie 
removal  of  the  ntei^us  prevent  the  intimate  union  of  the  rectum  and 
bladder — a  union  which  would  leave  only  a  thin  wall  between,  through 
which  Infection  might  pas,-,  from  one  to  the  other. 

4.  The  operation  is  jierformed  more  easily  and  fpiickly  by  this 
method  than  by  that  of  side-to-side  union  of  the  wttuude4l  lig-aments. 

I  have  united  the  lig:iments  by  cnd-ti>-end  approximation  often 
enough  to  be  convinced  of  the  feasibility  and  utility  of  the  method. 
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PrognottU  of  Myoma  Uteri j  after  Oiicrdtion. 

Tfii-  ihiiiger  in  the  rt'innviil  of  a  uterine  myoma  varies  with  the 
!*kiU  nt"  tlie  o])enit<>r,  the  kwiation  and  rehilions  of  tlie  tumor,  and  the 
OHudilion  of  the  patient.  The  niortalily  of  the  ah(h>miiial  operation 
ill  the  haixls  of  the  average  operator  has  l>een  phieed  at  about  15  per 
eenl.  Thiri  is  too  hijrh.  UndiT  favorable  eonditions  an  exj»ert  surgeon 
^!loldd  have  at  h-ast  Bo  per  rent,  of  recoverjes.  Statistics  usually 
ii\u*\y  a  mortality  of  utioiit  25  |>er  cent,  iu  the  removal  ttf  intraliga- 
IIHMUM118  tumors  with  broad  uterine  connections  and  of  supravaginal 
tuuiorrt  of  the  npj>er  part  of  the  cervix.  This,  again,  is  too  high,  Tlie 
niethinl  already  deserilH,'<I  for  the  removal  of  these  tumors  liy  myo- 
niwtomy  with  gauze  drainage  into  the  vagina^,  when  retpiired,  clos- 
ure of  the  tumor-cavity  in  the  abdomen,  and,  if  neeessary,  ligature  of 
the  uterine  vesjsels,  has  reduced  the  mortality  to  a  very  small  perceut- 
nge.  Vuginal  extirpation  of  the  i?niall  myomatous  uterus  .sliows  a 
mortality  of  not  more  than  2  or  3  per  cent.  The  removal  of  a  tumor 
from  the  infravaginal  p4)rtion  of  the  cervix  and  the  removal  of 
intni-uterine  tnnu>rs  through  the  vagina  are  practically  witlufut 
diuiger.  The  Iong-n»ntinued  mentirrhagia  associated  s<)  commonly 
with  uterine  myomata  may  so  exhaust  tlie  woman  as  greatly  to 
decrease  her  resistance,  and  thereby  to  increase  ttie  danger  oi"  an 
oiH'mtion  ;  hence  the  occasional  necessity  of  preparatory  curettage, 
uterine  tamponade,  general  treatment,  and  di'hiy  in  some  cases  for 
Wtvks  or  montlis,  until  the  systemic  condition  is  favorable. 


Mf/omedomi/  during  Pregnancif. 

The  following  conditions  more  or  less  strongly  contraindieate  sur- 
gical treatment  during  pregnancy:  1.  Small  size  and  slow  growth  of 
the  tumor.  2.  Location  of  the  tumor  where  it  will  not  materially 
iutcrJ'ere  with  utero-gestation  or  obstruct  delivery.  3.  Probability 
that  it  will  rise  spontaneously,  or  that  it  may  be  forced  maiuiatly  <iut 
<rf  the  jK'lvis  into  the  abdomen,  wIktc  it  will  not  interfere  with  ureg- 
nnnev  or  parturition.  Tin-  npjMJsttP  of  these  conditions  may  call  for 
!»urgi«'nl  measures.  The  following  radical  measures  should  be  con- 
i»»d<'r<Ml  : 

If  the  ftetus  is  not  viable,  abortion,  and,  later,  myomectomy  or 
hy«t<'re«'iomy. 

2.  II*  the  (diild  is  viable,  Cfesarean  section  or  Torro's  operation,  or 
comph'jt"  hyst<'re<'tomy. 

.1.  lii'moval  of  the  tumor  without  interrupting  pregnancy  or  sacri- 
ficing the  utcrux. 

If  surginil  interference  is  inevitid)le,  and  gestation  has  not  ad- 
vnucfMl  beyond  the  end  i4'  the  third  month,  tlie  indication  is  for 
alM»rtii<n,  Iuterniptii>n  of  gestation  at  tliis  time,  and  a  radical  o{>era- 
tion  for  the  removal  of  the  tumor  later,  would  l>e  the  s;ifest  course. 
After  the  (hinl  month  the  danger  of  Induced  tdM)rtion  is  increase<l 
enormously.  This  increase  comes  from  the  difficulty  of  delivering  the 
plnwnta,  fnan  infection,  and  from  hemorrhage.     Carsarean   section, 
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tyomatous  Uterus,   five  months   pregnant.      Twisted   Pedicle, 

Infection  of  Myoma  and  consequent   Peritonitis;   Hys- 
terectomy;   Death    from    Nephritis.      {Specimen 
furnished    by    Dr.    A.   C.    Haven.) 
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to  be  followed  immediately  by  complete  hysterectomy  or  supravaginal 
hysterectomy,  may  now,  in  the  interest  of  the  child,  be  deferred,  if 
possible,  to  the  period  of  viability — that  is,  to  the  end  of  the  seventh 
month  or  later.  The  removal  of  the  tumor  without  sacrificing  the 
uterus  or  interrupting  gestation  may  be  preferred  when  the  tumor  is 
subi)eritoneal  and  removable  with  small  uterine  traumatism.  This 
operation  is  indicated  specially  in  subperitoneal  pedunculated  tumors. 
An  infected  myoma  demands  immediate  radical  measures,  and  if 
the  uterus  also  is  infected  may  call  for  not  only  myomectomy,  but 
for  hysterectomy  as  well.     See  Plate  VIII. 


CHAPTER    XXVIIL 

TUMOR8   OF   THK    UTKRUH   (Continued). 
CARCINOMA  AND   ENDOTHELIOMA. 

Pathologry. 

Carcinoma  may  arise  I'nmi  any  jHtrrion  of  the  uterine  muc<»»ta — 
/.  f.,  from  tin-  cyliuftrifal  epithelium  of  the  eorporeal  nr  eervieal 
glands,  from  tJie  siirfaef  eyliiKlrioal  epithelium  of  tiie  interior  of  tht* 
uterus,  or  from  the  pavenieut  e|)ithelinuii  outside  of  the  external  os. 
Tlie  variety  of  the  oaneer  iij<nally  corresiMmcls  to  the  type  of  epithe- 
lium from  which  it  ;?pi'tniiri?.  C'y'indrieal  eell  eareiiieimu  occuns  on  the 
corjKHeal  and  intnieervieal  mueotia,  and  the  jmvenient-cell  variety 
occurs  on  the  external  vatrinal  surfaee  of  tlie  eervix.  This  rule  i* 
in)t  invariable.  E version  of  the  iniraeervieal  mueosji  is  quite  eom- 
nion — .see  Laceration  of  the  Cervix — hence  the  frequent  formation  of 
the  cyliadrical  cell  carcinoma  outside  of  the  apparent  os  externum. 
On  the  other  hand,  pavemeut  epithelium  may  bo  present  in  the  cervi- 
cal canal,  or  even  beyond  the  internal  os  in  the  uterine  cavity,  and 
there  jijive  rise  to  [*av<'ment-eell  carcinoma.'  Morettver,  it  is  possible 
for  the  e]>itlielium  t^f  a  carcinoma  ali'cady  formed  tip  nnderj^o  chan|ies 
from  one  type  to  another, 

?>om  the  pathological  standpoint  there  are  thus  two  varieties  of 
eareinoma.  One  type  is  that  in  which  the  sqnannuis  cells  of  the 
trcrvix  have  mnltiplJed  in  an  atyjiical  manner  and  have  invailed  the 
tleeper  tissues  ;  tliis  eareimuna  is  liki*  the  e])ilhclionia  which  iK'curs  at 
the  (miction  of  the  skin  and  mucosa  <if  the  lip.  The  other  type  is 
that  in  which  the  cylindrical  cell  ghnul  acini  of  the  interior  <»f  the 
cervix  and  {-orpus  uteri  midtiply  in  an  atypic^il  manner,  invade  the 
iuterjrlandidar  Htnmia,  and  thus  conform  to  the  eareinomatous  tyjie. 
The  two  varieties  of  aircinoma  are,  therefore,  called  : 

1,  Cylindrical  cell  carcinoma,  adeno-carcinomn,  g^land  carcinoma. 

2.  Pavement-cell  careinonuii,  sqiiajnons  carcinoinfi,  epitheli(»u»a. 
Carcinoma  of  the  cervix   usnally  originates  netir  (he  o.>  extermim. 

where  t!ie  eylindricid  and  pavement  epithelium  meet,  and  is  there- 
fttre  either  a  cylindricjil  cell  or  a  pavcmentHH-ll  canMiiuma,  or  both. 
Karly  in  the  disease  the  tendency  of  the  t'ormer  is  l<i  extend  to  the 
sidmiueons  stnietures,  and  of  the  latter  to  confine  itself  more  to 
siiperticial   areas. 

When  the  dee|>er  tissues  are  involved  in  carcintmui  the  aifcctcd  por- 
tioai  is  enlarged,  hard,  marble-like,  and  friable.  The  surfaei-  is  smooth, 
glirtteninj;,  and  fiattenetl,  i»r  may  be  nrwlular.     Hither  variety  rapidly 

1  Rt«9.  Am«rlcati  Gvncrolofrical  ani  Obalclrlc*!  Journ«l,  Kcbruurjr,  1806;  Zc'ltocbrlft  (Ur 
Otbttnaliairc  und  uyniikologie.  vol.  xzlv. 
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^^tends  and  ulcerates  early.  The  niarji^iii  of  tlie  iilfcr  i.s  irrc^tilar, 
hanl,  and  usually  raised.  The  hus<'  ii-i  irro^ular  and  blt'cds  ea^iity. 
The  uloenitive  procei^s  may  slowly  or  ra|)i<l!y  dejiitroy  the  cervix. 
This  form  has  been  called  infiltniting  or  nodular  carcinoma. 


Fnu;riE  235. 
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DlfTuBC  carclnoina  of  the  body  of  the  uteruB. 

CnrcinoTim  inay  extend  from  (he  cettrix  uieri: 

1 .  To  the  vaginal  vault,  antoriorly  or  laterally,  less  often  iiortteriorly. 
The  advaticiug  margin  of  tlie  growth  is  nused,  rounded,  and  hard. 

2.  To  the  broad  ligaments  giving  them  on  digital  touch  a  hartl, 
l)oard-like  feel. 

3.  To  the  vesieo-vaginal  septum,  less  oflten  U^  the  reetnm. 

4.  Rnrely  to  tlie  nterine  appendages,  uretl»ra,  or  pelvic  bones. 

5.  To  the  eor]ius  uteri — Ireipienlly, 

6.  Tfi  the  iliac  glands — not  nsiially  until  the  diseaj*e  has  involved 
the  broad  ligament.s  j  this  delay  is  bceause  the  squamous  cancer  cells 
are  too  large  to  pass  through  the  lymph-radieles  of  the  cervix,  but 
not  too  large  to  traverse  the  lyuiph-vessels  of  the  ligjinient^. 

7.  After  the  di.'^ease  lias  passed  beyontl  the  cervix  nteri  the  kid- 
neyi*  and  ureters  are  usually  involved  in  ne|)hritis,  Imlrnnfjvhrnsis,  or 
pyelonephrosis.     Dilatation  of  the  ureters  is  the  common  result  of 


CftretnomA ofthcotrTlx uteri:  csTltx of  oorrlx  txcmynttCf 
*  Ruflvftnd  V«U,  from  Aracricftn  SjrBlem  (ifOyoMSolofy. 
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8.  Metastatic  cancer  extending  from  the  cervix  uteri  direct  to  dis- 
tant organs  is  not  common. 

Fig  CBS  23& 
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Cj'lfndrlcal-ccll  carclnuma.    Transforaiation  of  atypicul  gland  slructures.i    A,  A.  Atypical 
traniiforraatlon  of  itae  epitbelial  covering  of  the  arbor  vUa?,  d,  G.  Normal  Glands.  V.  Vessels. 

Carcinoma  may  exiend  fmvi  (he  corpus  uteri: 

1.  To  the  broad  liganieiUs  and  i»araraetria,  an  J  thence  to  any 
fidjacent  stniettires,  siieh  as  perttonennij  iinieiitiiin,  mesentery,  intes- 
tines,  Fallopian  tubes,  and  ovaries;  all  these  organs  arc  involved  late, 
or  not  at  all;  eoniplieating  eanerr  of  the  liver  and  Innp^s  is  rare. 

2.  To  the  Inmbar  gliuuls,  eommon  ;  to  tin-  inguinal  glands,  not 
common  ;  the  iliac  glands  are  mure  liable  to  involvement  Irom  e"»iucer 
of  the  eervix, 

3.  To  the  cervix  iiteri. 

Etiologry  of  Carcinoma  Uteri. 

The  etioli»gy  may  hv  summed  up  as  follows  : 

1.  Age- — the  diseu.se  occurs  most  frequently  between  forty  and  fifty. 
The  extreme  limitations  are  between  eight  and  seventy-six. 

2.  Herr<lity — an  oceasioiial  jiredisposing  eaust*. 

3.  Social  state — tnure  frequent  among  the  poor  and  ignorant, 

4.  liaee — rare  among  negroes. 

5.  Trauma  of  labor — laceration  of  the  cervix  a  rectignized  predis- 
posing cause. 

6.  Endometritis  and  endwervicitis. 

>  From  Boaaet  et  Petit. 
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Symptoms  and  Coure©  of  Carcinoma  Uteri. 

There  are  no  incipient  symptoms,  nor  at  any  time  in  the  course 
of  fanoiT  are  the  ^yniptomy  }>athognomic.  As  the  disease  progresses 
the  followiiii,'-  (lisnnlers  always  apjK'ar  : 

1.  HfDiurrliuire. 

2.  Uti^rine  discharges. 

3.  Pain. 

4.  Viseeral  disorders. 

5.  Cachexia. 

1.  Hemorrhagre  is  nsually  the  first  symptom,  and  Is  tlie  result  of 
accidental  injury  to  the  friable  mass,  rarely  to  uleenitive  processes. 

FiGURR  239. 
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^«vemcnt^?ell  careinomft— f.  r.  t'ptthel1f>m«.     TrnftsfonnAtion  of  tj-ploal  to  atypical  gUnd 
»traclure».»     p.  Pavement  epilheliura.  t.  Cancer,  tii.  Cancer  ntKluk-a.  tfr.  KcmoliiB  of  gland. 

It  is,  unfortunately,  often  attnhnted  to  invtrnlarities  i>f  the  meno- 
jianse  or  to  u  ittiiru  ctf  iiM-nstniaiJoii  after  lliat  [tcriiHl  ;  lieuce  the  fact 
that  the  blei'diii^  of  carciuoma  is  oftcu  disrctranlcd  antil  tiie  diwase 
has  proj^resseil  lu'Vutrd  I  In-  Impc  of  cnn'.  The  rrappcnraneeof  hrnior- 
rhaji^e  one,  two,  three,  or  niore  years  after  the  menopause  is  slntng 
presumptive  evidence  of  canctr,  and  demands  iuunediate  examination. 
The  K>ss  of  hlrnid,  at  first  slight,  is  couimmily  noticed  after  stniining 
at  >t(Mtl.  or  vigoroii-  exereise,  ov  coitus.  W'iih  the  ()r*ij;ress  of  tlie 
di'.ca^c  tli«'  hemorrliai^e  increjises  ;  it  may  lie  nearly  or  quite  constant, 
may  (weur  at  irrr'ijjular  intervals,  or  in  ihc  ftrm  of  nicuorrhagia  at  the 
«itamenia.      Usually  the  patient's  strength  is  slowlv  exhausted  by  a 

Iiersisteut,  slow  seeping  away  of  the  watery  bhxMi.     On  the  other 
land,  profuse,  even  dangerous,  hemorrhages  are  jMJssihle, 

The  menstrual  history  bears  no  veiT  significant  rehitirvu  to  the 
development  %)i'  carcinoma.  The  disease  in  mauy  cases  follows  the 
menojiKiuse. 

2.  Uterine  Discharge.  The  character  of  the  discharges  varies 
with  the  progress  of  the  distas*'  : 

a.  Karly  ;  discharge  watery,  serous,  transparent,  inodorous. 

b.  Later ;  discharge  watery  and  malwlorous. 

c.  As  ulceration  increases  and  growth   becomes  friable,  the  di^- 

>  Rugc  mid  Veil,  fhini  American  Hjitem  of  nyneoolugy. 
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charge  is  more  profuse,  bliXMly,  tiirhitj,  sometimepi  imnilcnt,  nmt 
always  of  a  most  nauseating  odor  This  laltor  syni|)tiirii  r'ntitinucs 
more  or  less  cotistunt  in  tlic  iim\,  ami  is  characteristic  of  iiialigiiancy. 
Tlie  dischai^c  is  called  '*  carciiiouiatoiis  ichor,"  or  "  cancer  juice/' 
All  excessive  discharge!*,  especially  after  the  menopause,  should  be 
regarded  with  suspicion. 

3.  Pain  is  nirelv  ])rescut  while  the  growth  is  confined  to  the 
vaginal  portion  of  the  cervix.  Involvement  of  the  corpus  uteri  and 
of  the  structures  aroiuul  the  uterus  may  give  rise  tt>  sharp,  lancinating 
pains.  These  pains,  althiuigh  often  described  as  pathogiiotuonic,  arc  by 
no  means  constant  or  coiiHned  to  cancer.  They  may  be  supplemented 
by  the  pains  of  pelvic  peritonitis.  The  peritonitis  protects  the  genend 
^)eritoneutu  liy  adhesions  which  form  in  front  of  the  invading  cixr- 
einoma.  The  pains  are  due  to  pressure  on  the  jielvic  nerves  or  to 
actual  involvement  of  those  nerves  in  the  carcinoma  ;  tliey  are  com- 
monly referred  to  the  region  of  the  pelvis^  periueum,  or  thighs,  and 
usually  indicate  that  the  disease  is  past  operative  ciu'e.  The  retention 
of  secretions  in  the  uterus  from  oeehision  of  the  cervical  canal  by  the 
invading  carciuoraa  may  give  rise  to  hydrouietra  or  pyomctra,  and 
cause  spasmodic  expulsive  uterine  pains  like  labor  pains. 

4.  visceral  Disorders  may  be  consequent  upon  pressure  or 
invasion  of  neighboring  organs,  Tlie  bladder  Ixn-omcs  irritalile. 
Vesical  catarrh,  stnmgurv,  jwiiuful  urinatiim,  jtyuriaj  and  cystitis 
may  folUiw.  A^csico- uterine  or  vesico- vagina  I  fistula  often  results 
from  the  destructive  nlcenitive  processes.  IJivtcro-uterine  and 
uretero- vagi  rial,  recto-uterine  and  recto-vaginal  fistida  may  occur  in 
the  smie  way,  Nephritis^  uremia,  liydronephnKsis,  and  atrophy  of 
the  kidney  are  anirMig  the  usual  resultant  cornplications.  Constijwi- 
lion  is  explained  as  follows:  First,  the  patient,  through  fear  of  jmin 
and  bleeding,  voluntarily  retains  the  feces;  second,  the  feces  become 
dry  and  hard  from  loss  f>f  water  in  the  ichorous  discbarges  ;  thini, 
the  bowel  is  incapacitated  by  the  disease  for  the  ready  exjudsirm  of 
its  contents.  Diarrhiea  may  be  caused  by  irritation  of  the  bfwel 
from  the  invasion  of  the  ciuicer.  Alternating  ciinstipatitui  an<l  diar- 
rluea  are  coinuiiui. 

5.  Cachexia  ap|K'ai*s  not  very  late  in  the  course  of  the  disease, 
and  is  a  characteristic  symptom.  It  is  marketl  by  emaciation,  a 
yellowish  |i;illor  of  the  skin,  profound  aniBinia,  and  great  <lepression 
of  both  mind  and  body.  It  is  caused  by  saprieinia  from  the  absorp- 
ticui  of  necrotic  tissue  and  by  raalnutridon  due  to  anorexia,  vomiting, 
|min,  and  hemorrhage. 

DiagnoBls  of  Carcinoma  Uteri. 

The  sooner  the  eareiuomatous  uterus  is  removed,  the  greater  the 
protection  against  recuriTuce  ;  htmce  the  earliest  |H>s.siblc  diagirrisis  is 
imperative.  Absolute  diagnosis  must  depend  usually  upon  the  micro- 
scopic findings.     A  probable  diagnosis  may  often  be  made  by 

1.  The  clinical  history. 

2.  Tlie  physical  signs. 
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1,  The  Clinical  History,  as  indicated  in  the  foregoing  i>aragrapfis, 
gives  strong  t'vidLnicCj  though   wot  prt)of  of  canoiT. 

2.  The  Physical  Signs  are  deniuns^trated  hy  ooiijoinetl  exiuninatioi 
and   iDspection.     Tlie  (^xtrenudy  fetid  odor,  whit^'h   cling*  tn  the  ex< 
aminiiig  finger  clcspite  much  vvtusliing  and   the  prolongeil  nse  of  th€^ 
nail-tjrnj^h,  tnuy  nsually  be  avoided  ijy  tlie  free  use  of  glycerin  as  a 
lubricant.     The  intiltrating  earciiiunia  of  tlic  cervix  is  reeogniy,e<!  as 

a  thiek^  itsnally  Imrd,  more  or  less  nodular,  friable  growth.  The  fria- 
bility and  blfeding  are  almost  ]iathognomonie.  The  ulcers,  if  ]>i*esent, 
have  an  irregular,  lianl,  raised  margin,  and  uneven  Imse,  and  Idctnl 
freely  ujuin  slight  injury,  Thrttugh  the  speculum  the  surface  before 
ulceration  appears  smooth  or  nodular,  marble-like,  and  glistening. 
After  ulceration  the  surface  is  ragged  and  irregular,  and  may  show 
large  excavations  from  the  sloughing  of  earcinoniiatous  tissue.  The 
entire  cervix  may  be  destroyed  in  this  way.  The  papillomatous  super- 
ficial variety  appears  as  a  soft,  friable,  bleeding,  cauliflower-like  inaiis. 

Diagnosis  of  Carcinoma  of  the  Cervix  Uteri,         | 

Carcinoma  of  the  cervix  may  in  the  beginning  without  groat  care 
be  overlooked.  The  cervical  wall  annind  the  external  os  may  beoidy 
slightly  thickened  on  the  affected  side.  The  indurated  tissue  may 
apfjear  ahnrtst  insignificant  in  amount.  Extreme  friability  and  per- 
sistent bleeding  on  slight  abnision  will^  however,  l)e  strong  diagnostic 
factors,  yubjeetivc  symptoms  may  even  be  absent.  Kxctsiiui  of  a 
email  piece  f(>r  microscopic  examination  is  now  impemtivc.  Tlii> 
shiMild  be  wedge-sha]KHl,  and  should  include  a  portion  of  the  surround- 
ing healthy  tissue.  The  slight  wound  ma}'  be  closed  by  one  or  two 
sutures.     Cervical  scnipings  are  usually  unfit  for  examination. 


Diagnosis  of  Carcinoma  of  the  Corpus  Uteri. 


I 


Carcinoma  of  the  corpua  uteri  is  in  the  beginning  often  impossible 
to  recognize.  It  is  a[tt  to  apm'ar  between  tlu(  ages  of  fortv  anil  fiftv. 
There  is  increased  and  irregular  menstruation,  which  is  often  wronglv 
attributed  to  the  menopause.  The  presence  of  a  slight  watery  discharge, 
even  though  odorless,  is  highly  (liagnostic.  If  the  discharge  is  very 
maloelorous,  the  evidence  is  much  stronger.  The  gencnd  slrtMigth  of 
the  patient  may  l>e  almost  up  to  the  normal  standard.  ConjointHl 
examination  shows  nothing  save,  ]>erbaps,  a  slight  enlarg(*ment  ol"  the 
uterus.  Life  may  now  de|M^nd  upot»  a  sjn'cdy  diagnosis,  The  whole 
question  centr'cs  in  the  product  of  curettage  and  the  inicri>sci>pic  fiu<l- 
ings.  Should  no  microscopic  evi(|pnce  of  cancer  be  found,  the  curet- 
tage shoidd  be  repeated  whenever  the  hemorrhage  reappears.  In 
csancer  the  di.'seharge  always  recurs  promptly.  Tlie  scrapings  are 
iipually  much  more  al>undant  than  in  benign  growths. 

Pt'i'tjHt'titii/  rrrurriuf/  f/l(tiitfttlai'  ht/jirrpfttsfu'  cHihttiiftritix  ttnih  much 
cytfUc  <lci'r/oj)im')U  after  repcaU^tt  cnrttUuft'^  e*<fceu(llif  if  (iHHru'ittieti  vith 
free  hemorrhnf/e  ami  a  fcaierif  rftMchnrfff,  nftoiild  c/ire  rise  to  f/riire 
apftrrht-nttinu^  iind  wotiUl  jiuitifu  the  n^invd/  of  the  uterus  on  suHjUeion. 

Athdutvd  ciirciuonm  of  the  bmly  of  the  uterus  is  recognized  b' 
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the  symptoms  already  described  and  by  conjoined  examination.  The 
uterus  is  enlarged — often  two  or  more  times  its  normal  size.  ,  It  is 
hard,  nodular,  and,  in  the  later  stages,  more  or  less  fixed.  Early 
fixation  also  occurs  in  cervical  cancer.  The  causes  of  fixation  are 
similar  to  those  which  produce  the  same  condition  in  pelvic  inflamma- 
tion— i.  €.,  the  extension  of  the  disease  through  the  lymph-channels 
to  the  parametria.  The  lower  extremities  become  (edematous  from 
hydrsemia,  from  pressure,  and  from  thrombosis  of  the  pelvic  veins. 
Emboli  may  be  dislodged  from  the  thrombi  and  carried  to  the  lungs. 
The  fatal  result  is  ^then  from  embolism,  septic  pneumonia,  and 
pulmonary  oedema.  This  also  occurs  in  carcinoma  of  the  cervix. 
The  absolute  diagnosis  may  depend  upon  the  microscope.  The 
recognition,  however,  of  advanced  carcinoma,  whether  of  the  cervix 
or  corpus,  even  without  the  microscope,  is  usually  not  difficult.  "  He 
who  runs  may  read." 

The   following   diagnostic   signs   will    distinguish    pavement-cell 
carcinoma  from  cylindrical  cell  carcinoma: 


Pavement-cell  Carcinoma— 
Epithelioma. 
L  Origlnatea  in  pavement-cell  epithelium 
and  follows  that  type. 

2.  Forms  solid  flnger-lilie  or  branching  in- 
growths. 

3.  Epithelial  pearls  may  be  formed. 

4.  Solid  alveoli  formed. 

5.  Breaks  down  rapidly  and  bleeds  freely. 


C^'LiNDBiCAL  Cell  Carcinoma— 
Adenocarcinoma. 

1.  Originates  in  cylindrical  cell  epithelium 
and  follows  that  type. 

2.  Forms  gland  prolongations. 

3.  Absent. 

4.  Glandular  structures  always  recognizable. 

5.  Breaks  down  more  slowly. 


Differential  Diagrnosis  of  Carcinoma  Uteri. 


1.  Myoma. 

2.  Sarcoma. 

3.  Retained  placental  tissue. 

4.  Incomplete'  abortion. 

5.  Hypertvopliy  of  the  cervix. 

6.  Endometritis. 


7.  Endocervicitis. 

8.  Syphilis. 

9.  Chronic  metritis. 

10.  Ichthyosis. 

11.  Tuberculosis. 

12.  Laceration  of  the  cervix. 


The  conditions  nio.st  liable  to  be  mistaken  for  wircinonia  are  : 
The  diflferential   diagnosis  will  be  found  in   the  following  parallel 
columns  and  parap:raphs  : 


Advanced  Carcinoma  ok  the  Corpi's  T'teri. 

1.  Cachexia,  heraorrhago,  and  very  foul  dis- 
charges. 

2.  Sloughinj?  tissues  very  ft-inblc. 

3.  Cervix  may  be  involved  by  extension. 

4.  Characteristic    epithelial     proliferations 
seen  by  microscope. 

<"AlU:iXOMA  ITERI. 

1.  Frequent. 

2.  Dimise. 

3.  Surface  not  smooth. 

4.  Trabecuht'  scon  on  cross-section. 

5.  Gland  formation.  Jilimnljiiit  stroma,  blood- 
vessels with  viaUs  in  btroiiiii. 


2« 


SLoroHiNo  Si-BMccors  Myoma. 

1.  Anamia  from    hemorrhage;   discharges 
less  foul. 

2.  Tough,  not  friable. 

3.  Cervix  not  so  involved. 

4.  Absent. 

Sarcoma  TItebi. 
1.  Very  rare, 
i      2.  Rather  sliarply  defined. 
j      3.  Previous    to    necrosis    surface    usually 

smooth, 
i      4.  Cross-section  shows  smooth,  homogeneous 
surface. 
.').  Cells  round  or  spindle-shaped,  little  or  no 
!  stroma;  in  place  of  bloodvessels  with  walls 
tluTc  arc  bloml-spaces  in  direct  relation  with 
,  surrounding  cells. 


■km 
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I'AltOINllMA  OP  rORPUS  UTKRI. 

V  llUinry  of  jirvtfiiancy  commonly  absent, 
'i.   UfiuorrliHgo  from  uivrus. 
%  i^uftutlty  uf  tituuc  fomoved  by  curette 
iiMiv  l«o  l»rut<. 
i   xnrttiiliiMN   cMiniKisod    of    «i1iort,    friable 

•'•    MMtruBc-nplc  cxuuiiuatioQ    sliuws    carol- 

I 'J>  MCI  NOMA  OP  THE  CORPt'8  UTKUX. 

1.  Nn  tiUtory  uf  pregnancy. 

a   Hcrii|,ilugB  on    microscopic   examination 
•hiiMr  curoliiiimtt. 
U.  ('ftchexla. 

Carcimoma  of  thr  Orhvjx  Tteri. 
1    Orvlx  onlargii),    frlnblc.   broiiks    down 
rapidly  wm)  bk-eds  fnily  hj  tmuh. 

2.  i'lmrm'lcrlstlc  oITon.Hivt  wuU'ry  dlAcbarge 
--"ciimiKr  Juice." 

:i    MI«'ro!«<ropic  examination  oT  excised  por- 
tion tbuwa  carcinoma. 


RKTArNKD  PUACEMTAL  TiSUB. 

1.  Ilistory  of  recent  pregnancy. 

2.  Same. 

3.  Quantity  always  large. 

4.  Scrupiuipi  composed  of  myriads  of  louti, 
alendi.'r  ibrt'ads  having  shagg)-  appearance. 

li.  Microneopic  examination  ttbows  prodactii 
of  conception. 

iNOfJMPLBTE    .\BORTUlN. 

L  History  of  prcgniuury  nnd  abortion. 

2.  Scrapings  on    iulcro«coplc   exominatiotl 
show  producta  of  couceptlon, 

3.  Auiemiu. 

Hypkhthophy  op  thr  Ckrvix  Utbri. 

1.  Cervix    cnUrKCci,  lougb,  and    due«    not 
bleed  (Veely  to  toucb. 

2.  Ab»ent. 

a.  Shows  cervical  structures  modified  only 
by  hypertrophy. 


KnfJamririfis,  The  rnitToscojnc  difiTerential  «liupn<).si.s  h:is  lifcii  set 
(orlh  ill  tlio  cliiiptcr  on  Kii(l(>niPtnii.-i,  Sec  rliiii(>;il  (liMij^iiifsis  of  the 
hvii  (liKCiisiv'*,  a^  pivsetiltHl  in  the  n'spt'titive  cluiptfTs,  Polypoid oml<>- 
iiu'h'iti.^  \s  distinguished  from  carcinomu  of  tlie  coipus  uteri  by  the 
(oMuwiiij*  <']iarnctoristio.s : 

1 .   I'oly|>rii(l  eminenofis  not  sharply  «lt'finetl. 

1!.   Friability  not  uinrkrd. 

.*J,    liJulcrlyiiT^'-  niusciihiris  not  invadeil. 

Kntftn-mu'rlfis,  C'y^tio  itiid  polypoid  glandiilar  onlarj^racnt  due  to 
fiidtun'rvicitirt  liave  wrtuin  uharacteristics  which  might  load  ono  to 
mi^laki*  tfu-m  fMrcaiicor. 

(%'rtti(*  ^himhilar  enlargement  (ny.stic  degeneration)  of  the  Nahoth- 
iiiii  Idltieles  uitiy  be  dit^tingtiishetl  from  caneor  hy  the  following  ehar- 
neit-riwlicH  : 

I.  The  large,  ltai*d  nodular  cervix  is  smootli,  non-friable,  and  haa 

no  teildeiH-y  to    Ideed. 

*2,   I'lineHim  of  eyxts  reveals  miiooiis  oonteuts. 

3.  IM'agress  <vf  <lisea,se  very  slow. 

4.  ^^ie^t^^M'opic  section  shows  eyst«  lined  by  a  single  layer  of 
4'pidielium,  with  tniiieu  ]vropria  unbroken  and  snrronmled  by  normal 
Hi  r«  II  tin. 

ft.  ( *onditii«ii  generally  due  to  laceration  of  cervix  and  eversfon  of 
the  eervieal  iriueosa. 

l*<tlyp«»id  glandular  en  la  rgt'nient  (mucous  polypi)  diflPers  from  car- 
eiimniti  in  the  fnll<»uiiig  partieiilars  : 

1.  Springs  from  ana  within  eervieal  canal. 

2.  Lips  of  eervix  intaet. 

3.  Polypi  Hither  Hrm,  not  frial»le,  and  bleefl  but  little. 

1.  MiiTosoopie  ,>*eelion  allows  single  layer  of  epitlieliuni  and  normal 
or  hypertrophieil  eervitnil  glands. 

Sin)fii/iM  will  Ik-  known  l»y  the  clinicul  history.  In  doubtful  cases 
■peetho  inatiuinl  sht»uld  clear  the  difignottia. 


J^ 


OiroTilc  Mdritiii,  Chronic  metritis  shows  a  history  of  infliimmation, 
is  usually  associated  with  t'lultuuL'tntis,  dm-i^  not  cimso  tho  carriuo- 
matiHis  t'licht'xia  nor  the  ottL'U.sive  wutery  Jischargf,  On  conjuined 
examin:iti()n  tho  uterus  is  syiiinietnetil,  while  n  carcincanntdus  utcruH 
is  often  lUHlulur. 

IdUhi/a'ii^  Llrri  This  conditiniVj  first  ilescribed  hy  Zclk-r,'  1>IS4^ 
is  marked  by  the  presence  of  two  or  more  layers  of  stratified  epttlie- 
liuni  ;  in  the  euvity  of  the  uterus  it  has  iM'cri  observeil  in  eoiuieetion 
with  inversion  of  the  uterus,  with  et-rvieal  l><>ly|>i,  and,  aeeording  to 
Zeller,  with  elironic  endometritis.  Transition  of  eoluinnivr  to  jyave- 
ment-celi  epithelium  oeeurs  in  hydronietm  and  hfeniatooietra,  and  in 
extra-uterine  pregnaney  ;  the  tiinistorniatiim  may  oecur  where,  i'rom 
any  cause,  the  mucosa  is  stretched  an<l  Hattened,  and  such  epitheliinn 
may  become  stratilietl.  The  condition  gives  rise  to  no  umisual 
symptoms  exee(>t  su<'h  us  would  ordinarily  In-  observe*!  in  endometritis 
or  in  the  lieginuiog  of  eureinoma  in  tlie  eorpus  uteri.  The  serajjiugs 
<if  stratitieil  e[>itheliuu]  under  the  niicrnseope  nuty  have  a  simitar 
ap|Kniriinee  in  ichthyosis  uteri  and  earcincjnia  uteri.  If  the  micro- 
scopic tiudings  sbow  that  the  stratified  epitlielium  is  limited  to  the 
superficial  structures,  the  case  Js  one  of  ichtliyttsis  uteri.  If  the 
e[utheruun  |M^netrates  the  uudcH^up;  connective  tissue,  or  muscular 
hiyer,  it  is  carcinoma,  dust  as^landular  hyjwrtrophy  may  lie  the 
starting-point  of  carcinoma,  so  nuiy  ichthyosis. 

Tubenudoiftii  of  the  Utt'nint.  Tubercular  disease  iu  the  uterus  varies 
accortiing  to  the  location. 

Tuberculo>is  of  the  endometrium  is  distinguished  from  carcinoma 
by  the  following  characteristics  : 

1.  Mucosa  at  first  smootli,  yellowish  white,  and  glistening;  later, 
yellowish-white  uchIuIcs  appear  on  surface  and  below  surface  of  endo- 
metrium. 

2.  Finally,  nodules  undergo  caseous  degeneration  and  ulceration, 

3.  At  times  snudl  yellowish  tulwrcles  surroimd  ulcers. 

4.  Disease  may  involve  entire  eiulometriimi  and  may  extend 
through  the  muscularis  to  the  perimetrium. 

5.  Hemorrhages  not  characteristic. 

Tuberculosis  of  the  cervix  presents  tlie  characteristic  ulcerative 
processes  of  lupus. 

1.  Margins  of  nloers  are  well  defined,  or  may  be  undermined,  autl 
are  surroundetl  by  tubercles. 

2.  Base  of  ulcers  is  studdcil  with  tubercles  and  covered  with  pus, 
necrotic  tissue,  or  caseous  matter. 

3.  Micnjscopic  section  shows  giant  cells  and  tubercular  disease. 
Tuberculosis  difiei*s  from  rarcinoma  in  all  the  above  j>articulars. 
Lat^eratfon  of  flu-  fWri.r  (leri.     This  condition  is  characterized  by 

inflammatory  ancl  mechanical  residts  that  closely  resemble  carcinoma 
of  the  cervix.     They  are  : 

1,   Eversion  of  the  intraccrvical  mucosa  and  cystic  degenenition  of 

i/oller.  PlattL'iifpUbyl  im  rtoms  lii^hthvnsiB  uterliim.  Z*tt8chrlfl  fiirlVebtirlsliQtfe  iiiul 
Gyii&kolojfif.  Biiiul  xJ.  Ktcs.  Eiiie  r»eue  Op^!rBUcniKtnethr.du  dvB  rtt^ruBL-aTfinotua.  ZcUjirhrift 
fitr  OvburtshiHfe  iirxl  Oynikoloirie,  Band  rxiv.  IcbUiyoais,  American  Gynecological  und  Ol>- 
itetriciil  .lotiniitl,  February,  1896. 
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the  Xabothian  follicles  (see  Endocervicitis,  in  one  of  the  foregoing 
(laragraphs. 

2.  The  everted  eroded  surfaces  present  an  irregular  and  sharply 
defined  line  of  demarcation. 

3.  Approximation  of  the  lacerated  margins  by  means  of  tenacula 
causes  the  everted  mucosa  to  be  rolled  in  and  to  disappear. 

4.  The  cervix,  if  indurated,  presents  tlie  peculiar  hardness  of 
hypertrophy ;   not  the  friability  of  carcinomatous  infiltration. 

5.  In  all  tlie  above  particulars  this  condition  differs  from  cancer 
In  doubtful  cases  microscopic  examination  is  essential. 

The  differential  diagnosis  of  carcinoma  of  the  body  of  the  uterup 
may  be  rendered  difficult  by  such  associated  lesions  as  myoma,  sar- 
coma, endometritis,  salpingitis,  and  ovaritis. 

Causes  of  Death  fix>m  Garcinoxna  Uteri. 

The  cjiuses  of  death  are : 

1.  Exhaustion. 

2.  Sejwis. 

3.  Hemorrhage. 

4.  Unemia. 

5.  Intercurrent  diseases,  such  as  |K>ritonitis  and  pneumonia. 
Ilcmorrliago,  although  it  may  slowly  exhaust  the  vitality,  is  rarely 

a  direct  cause  of  death.  Fatal  peritonitis  seldom  occurs  from  exten- 
sion of  the  <lisoasc.  In  tiic  vast  majority  of  cases  death  is  from 
marasmus  or  uraemia,  or  both. 

ProgrnoBis  of  Carcinoma  Uteri. 

Tli(»  soh'  hojH'  of  nidiwil  euro  is  in  surgical  removal  of  the  car- 
cinoma. All  drugs  are  (►f  (lucstionable  value  or  useless.  If  the 
growth  has  progressed  beyond  the  limits  of  a  radical  oj)eration,  death 
in  the  in'ar  future  is  inevitable,  'riie  disease  will  sometimes  destroy 
life  in  a.  lew  months  or  weeks;  it  may  lor  a  time  b(?como  apparently 
inactive,  or  (levelo|>  very  slowly,  and  then  go  on  to  a  rapid  termina- 
tion. The  prognosis  as  to  the  limit  of  life  should  be  guarded.  A 
general  statement  that  death  is  more  liable  t<>  (wcur  within  one  year 
than  after  two  years  would  usually  be  safe. 

Diagrnosis  of  Recurrence  of  Cancer  after  Removal. 

After  hystereetoniy  under  the  following  conditions,  n'currenc*  mav 
be  suspected  : 

«.    Pain  radiating  to  hip  and  thigh. 
h.  (P]<len»a  in  lower  extremities. 
c.  Cachexia  and  failing  health. 

Diaffnosis  of  Extension  of  Carcinoma  Uteri. 

Can'inonia  of  the  uterus  may  extend  to  atljacent  and  other  organs, 
as  follows : 


1.  Exteiution  to  the  Var/inrt,  rvco^uucd  by  : 

a.  Cartihige-Iike  hardnes!^  and  iimlules  in  the  vaginal  vault, 

due  to  carciin»timtaiis  infiltration. 
6.  Ulcers  in  vaginal  vault  having  hard  border  and  bleeding 
base. 

2.  JExfenmoii  to  the  Rectum^  reeognizt'd  by : 

ii.  BIikmIv,  ortcnsive  disoliargr  from  rectum. 

b.  Rectal  XahicU  showH  irregular  hard  post-uterine  mass  ex- 

tending into  rectum. 

c.  Rectal   mucosa  fixed  to  mass  and  iilcemted  ;  borders  of 

ulcerated  surfaces  liard  and  raiseil. 

3.  Exterimun  (<*  Bladder,  recognized  by  : 

Jit.  Cystoseopy,  conjoined   examination,  digital  touch  through 

artificial  vcsico-vaginal  fistvda. 
b.  Digital  pali>atiou  of  bladder  through  urethra;  not  advised. 
e.   Hieniatnria. 

4.  Kxfenjiion  (o  PftratHftria,  recognized  hy  ; 

a»  Caucenuis  infiltrate  hartler  than  inflammatory  infiltrate. 
The  inflammatory  infiltrate,  unlike  that  of  earcinoma, 
first  forces  the  uterus  to  the  cvppnsite  side,  and  later, 
as  the  nuis8  disappears,  contracting  structures  draw  it 
toward  the  affected  side.  Fixation  of  the  uterus  is  not 
a  reliable  sign,  bet^anse  the  uterus  may  also  be  fixed 
by  inflammatory  infiltrate, 

b.  Careiuonia  of  the  supravaginal  portion  of  the  cervix  gives 

rise  to  early  infiltration  of  the  parametria  ;  careinorna  of 
the  infra  vaginal  portion  gives  rise  later,  and  carcinoma 
of  the  corpus  still  later. 

c.  Hard  nuiss  extends  fti*st  from  posterior  wall  of  the  cervix 

to  the  hack  of  the  jwlvis,  later  to  the  sides ;  best  jml- 
|>ated  til  rough  the  rtictum. 

5.  Exteimnn  to  the  (rtawh : 

a.  The  iliac  glands  are  the  first  to  be  involved  in  cancer  of 

the  cervix,  and  are  best  paljwitcd  under  uarcosis  [)er 
rectum,  in  front  of  the  sacro-iliac  joiut  ;  infiltration  of 
the  piirametnum  j>reeedes  infiltration  of  the  glands, 

b.  The  lumbar  glands  involved  iu  cancer  ijf  the  corpus  uteri 

sire  ])al]jiated  only  under  antesthesia  through  the  abdom- 
inal walls  when  they  are  thin  and  relaxed. 

6.  E.i'ten.st'iin  bif  ^ft•t^t>^^^^Hiit  to  other  organs  is  a  late  nianifestation, 

of  which  an  earlv  j>ositive  diagnosis  is  impossible. 


Treatment  of  Carcinoma  Uteri. 

The  treatment  is  radical  when  the  eam-er  lias  not  extended  beyond 
the  limits  of  entire  removal  ;  }mlliative,  when  iti-annot  all  be  removed. 
The  radical  tn^atiiient  should  uhvays  he  complete  hysterect<uny.  The 
old  practice  of  high  auiputaliou  of  the  cervix  for  cervical  cancer 
should  never  be  resorted  to,  for  one  can  never  be  certain  that  the  dis- 
ease y  Hot  also  present  and  unrecognized  iu  the  coqius  uteri. 
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Inflicaiions  for  Ilysicredomy.     Hysterectomy   is    imlicatetl  if   the 

carcinoma  is  llrnitod  to  the  uterus;  sucli  limitation  may  be  inferred  if: 

1.  TIk"  uterus  is  noniially  m(>bilc  ami  symiuetncal. 

2.  Tlie  iittTus  is  iH>t  <'xct.'ssivf'ly  enlarged. 

3.  The  iliae  and  liimluu"  lympliatie  glands  arc  not  enlarged  ;  this 
is  dittimilt  to  determine. 

4.  The  Viiginal  wall  is  not  involved  in  carcinoma. 

The  reverse  of  the  ahnve  contlitioiis  ediitniiiuIiL-ates  hvstereetomv, 
and  the  stronger  llie  reverse  the  stron<:i'r  the  I'ontmiudication. 

Enhirgement  of  theglamls,  althcmgli  evidence  tlial  the  eareinoma 
has  extended  beyond  the  uterus,  does  not  nt'cessarily  eontraindiciitc 
hystereetomy,  althoogli  it  renders  the  progntisis  less  favorahle.  If 
the  gUinds  are  enlarged,  a  radical  0|ieration  shoidd  ineliide  the 
removal  of  them. 

The  relations  uf  the  glands  to  the  carcinomatous  uterus  offers  a 
close  analogy  to  the  relatitjns  of  the  axillary  and  suhrliniun  glaiuls  to 
CJiOcer  of  the  hn-asi,  Kxteusion  of  eaneer  to  the  vaginal  walls,  if 
slight,  does  not  detinitely  contraindieate  hysterectomy,  i»n>vi*led  the 
diseased  portion  of  tlie  vagina  cjin  Iw  removed  together  %vt(li  the 
uterus.  Extensive  involvement  of  the  vagina  and  fixati<m  of  the 
uterus  in  surrounding  earu-rr  ecjutntindieate  the  operation. 

When  the  disease  has  pat^sed  IvL-yttud  the  liope  iif  nidiea!  cure, 
but  not  beyond  the  limits  of  palliative  hystereetoniy,  hysterei'toniy  is 
sometimes  jierformed  for  the  tempoi*ary  relief  of  symptoms  j  the  bene- 
fits, however,  are  not  usually  suffieient  to  overbalance  the  dangers. 
The  removal  of  a  carcinomatuns  cervix  by  the  galvanii-cautery  as  a 
radical  operation  is  nsnally  inadecpiate  ;  as  a  palliative  measure  ia 
advanced  carcinoma  it  may  furnish  temporary  relief. 

VAGINAL   HYSTERECTOMY. 

The  vaginal  route  for  the  removal  of  the  eareintiinutuus  uterus  is 
usually  preferred.  Two  methtxls  of  lueniostasis  are  in  use  :  tirst,  by 
fore J pressure;'  second*  by  ligature. 

Vaginal  Hysterectomy  with  H8emo8ta.sis  by  Porcipreaeure. 

The  teehniqne  of  the  operation  with  haemostasis  by  foreipressnre  i«i 
as  follows  :  The  patient  is  jilaeed  in  the  lithotumy  position,  and  the 
vagina  disinfected.  Sec  Chapter  II,  Any  eaneeruus  disease  annind 
the  external  os  should  be  scmpcd  off'  with  the  cuivfte  or  burnt  ofl'  with 
the  actual  eaut<'ry,  the  rervix  jihiggcd  with  a  small  strip  f>f  gauxe, 
and  the  os  wWn  (loscd  with  one  or  more  snlurfs.  This  will  confine 
the  ntcriiie  scfrelious  anti  Iceeji  them  aw'ay  from  ihr  jwritoneum  and 
fiehl  of  operation,  and  is  a  most  important  jireeaution,  tVir  eontafl  tif 
eaneer  tissue  with  the  wound  has  resnlttHl  ojten  in  transplaittalion  of 
the  disca.se  and  new  infection.     The  author  has  observed  a  beginning 

•  P<^nn  ■  'iitr-rtie  <1r^  niVpUntix.  Purl*.  1W«»     T.rrt'Tij'  t!r  rilntrjue  rhiruririral  ili*  I'Uftpltal  8t. 

1  ^-                                       vol.  xlii,  (.|.  is'.-vi ;   PhtIs.  1K8C, 

I  •   .Vc*<U'Tny  iif  Mci11cin«\  ParU. 

1 TnuMctloiui  AmerlcAu  Uyittt- 
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cancer  on  tho  ahradetl  |>erincurn  three  weeks  after  hysterect-fimv  ;  this 
was  exL'irtoit  thuioujrlilv  at  once  aiiJ  tlic  wxiuml  closed  hy  periin'iir- 
rh[i}>h}%  and  tJit-  pahent  was  free  from  cancer  three  yciirs  hiter.  After 
closing  the  i)S  exlerivnm  the  vagina  slionid  again  he  <fismfecttHl,  the  cer- 
vix exposed  with  one  or  two  Simon's  retractors,  und  f^eized  with  .strong 
vnli^elhim  loreeps  and  drawn  toward  the  vnlva.  At  this  point  the 
vaginal  tisstie  around  tlie  cervix  slioidd  eareinlly  In-  inspecteil,  heeaut^c 
(he  perinaneney  of  liie  resnlt,  especially  in  cervical  cancer,  will  otteii 
de]KMid  npon  the  removal  with  the  ut-erua  of  a  considerable  portion  of 
adjacent  vaginal  tissue, 

A  free  iiiciaiou  with  the  scissors  is  now  made  ail  arniind  the  cervix 
at  a  safe  distance  from  the  disease.  The  loose  tissues  around  the 
cervix  are  ensilv  strip[»ed  back  hv  means  ftf  the  finger  or  haiitlle  of 
the  sealjH'l,  keeping  as  close  to  the  uterus  as  tlie  disease  will  permit. 
Small  bleed ing-points  are  controlled  by  catgut  ligatures.  In  this  way 
the  circiim uterine  structures  may  be  stripjied  back  from  the  uterus 
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Forceps  fur  cl&mpiag  the  browl  Ilgamente. 

until  the  exposed  part  of  the  cervix  is  measured  by  a  zone  three- 
quarters  of  ati  ijich  or  more  wide.  This  zone  extends  anteriorly  and 
posteriorly  U»  tlie  anterior  and  ]>osterior  utero-peritouGal  reflections, 
and  laterally  to  the  broad  ligiimcnt.  The  uterus  can  uuw  lie  drawn 
down  much  lower,  and,  with  the  bladder  thus  separated  from  the 
uterus,  the  ureters,  which  lie  close  to  the  uterus,  can  easily  he  avoided. 
The  post-cervical  structures  are  now  further  separated  hy  uieans  of 
the  linger  or  the  handle  of  the  scalpel,  or  the  closed  blunt  scissors, 
until  the  cul-<le-sac  of  Douglas  is  ojyened.  This  opening  is  enlarged 
easily  by  intnMlucing  the  two  index-fittgers  and  tearing  laferallv  to 
tlie  region  of  the  broad  ligaments.  A  large  gauze  sponge,  with  a 
string  atta<!heil  to  facilitate  rem<tvaU  is  now  forced  through  into  the 
cul-de-sac  of  Dougla-^.  This  will  protect  the  jR'lvic  viscera  and 
absorb  blood  during  the  remainder  of  the  operation. 

The  pt^ritoueal  edge  of  the  post-uterine  wound  may  now  he  united 
to  the  vagiual  edge  by  means  of  a  continuous  catgut  suture.     A  like 


Utonu  aiiteverted  and  corpus  druwn  ihroagb  Into  va^iia;  right  broad  IfRanicnthPinffdrninr 
down  bj  Index^Anger  aud  damped  by  forerps.    A.  Corpus  uteri.    B.  Cervix  uteri 

venfR  hlt»p<liti|i:,  and  thereby  simplifies  the  operation,  Tht-  nnlenor 
ojxvnin^  may  sometimes  be  more  easily  miidc  by  jmssii)^  the  imiex- 
fiiijU^T  thmwijli  the  |K)sterior  i>|wiiiiig,  and,  if  pctssible,  Imnkin^  it  (tver 
the  i*roatl  H^.iiuent,  fn»  that  it  may  RtTV^o  in  st»nK'  dourer  as  a  jrnith', 
mid  llieivby  prevent  the  operator  from  wounding  the  bladder,  untera, 
«)!'  anterior  uterine  wal).  'Hnn  the  iudex-tinger  of  the  h'ft  Iinnd  or  a 
blunt  h<x»k  ii*  hookcti  over  the  left  bnmd  ligtinietit,  the  ligament  is  ilrawn 


down  and  seized  with  hemostatic  forceps,  the  grasp  being  at  a  sufficient 
distance  from  the  uterus  to  prevent  tho  iiistnitnents  from  slipping  oft* 
after  the  organ  has  been  Ri'vered.  Tliese  foreeps  are  e<mstrii(*ted  on 
the  principle  of  Pean,  hut  should  be  heavier  and  with  jaws  about  two 
inclies  long.     Various  broad  ligament  clamps  have  been  devised,  but 
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Broad  Ugainent  on  both  sides  entlrv!)'  In  the  gmap  of  forcep*.    In  urtual  pracHfl*  Jl  In  omirI  to 
clamp  and  spver  the  left  Ugament  flret,  and  then  the  riftlil. 

none  fulfils  the  indication  better  than  the  straight,  strong  haemostatic 
forceps.  The  forceps'  handles  arc  secnrely  locked,  the  ligament  is 
severed  ohise  to  the  uterus,  and  the  whole  uterus  pulleil  outside. 
The  organ  now  hangs  by  the  other  broad  ligament.  Thiy  in  turn  is 
clampetl  in  the  same  way,  and  the  uterus  is  removed  bv  a  few  strokes 
of  the  ficissors.  The  ovaries  and  Follopian  tnbes,  unless  already  in- 
cluded with  the  broad  ligaments,  may  be  secured  hy  separate  forceps. 
If,  upon  examination,  the  operator  fears  that  the  broad  hgaraent  is 
diseased  beyond  the  grasp  of  the  forceps,  ho  may  put  on  other  forceps 
back  of  those  first  applied.  The  first  forceps  may  then  be  removed 
and  the  susfK'cted  tissues  cut  away.  Fatal  hemorrhage  has  resulted 
from  the  slipping  of  the  broad  ligament  fiu'ceps ;  hence  the  necessity 
of  so  making  the  incision  through  the  ligament  as  to  leave  consider- 
able tissue  on  the  distal  side  fif  their  jaws.  To  prevent  thf  forceps 
handle}*  from  /tnappinf/  upart^  (hty  xliouki  he  tied  togeiher  securely  wifli 
$trong  thread. 
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TrMORS.  TUBAL  PREQNANCY,  MALFORMATIONS. 


In  many  cases  the  uterus  is  much  enlarged,  and  the  ligaments 
llKfvfore  on  either  side  extend  so  higli  hi  th*:-  pelvis  thiit  they  cannot 
br  drawn  down  within  the  grasp  of  a  Hiiigle  jiair  of  tnnxp.s.     Then 


vbichis 


It  of  foreeps  m\\\  hf  put  on,  and   that   part  of  the  ligamout 
is  in  their  grasji   divided.     The  uterus  can   then   be  drawxi 


FiGUBK  218. 


-J^ 


f 


M^-^,^  nil  each  sW*  1"  plft^e-    Ligamtnil  sevcrtd  on  one  side  »nd 
»  •^'^e  forcer*  ii«n'l''-''  should  be  tied  l..Kt-ther  wiiH  slrowg  iilk.  Lo 

.  llie  reniaini"^'   portion  ..f  the   ligament,  having 

-     ■     ^j.  jj„„y  forci'p?-,  may  he  severed.      If  so  much 

^*y.y  ^^.xnipied  hv  foroL-p  as  to  impede  llie  upfmtiir, 

-'^  "f     gnnlied  l«iek  ot  two  ur  niLire.  and  tlu-  latter 

^    .  oreratori'  leave  the  vaginal   woiinrl  open  foe 

■►    ^3^^ gauze  iMickiiig.      If  no  packing  is  used,  the 

^^TXj  y.,uimi  usually  fall   t<>gether  and  ]irrmiptly 

*L**  *^  kowever   of  annoying  intestinal  adhesions, 

— ^   ^^w»l  fi*tuln,  intestinal  iihstnietton,  and  |)eri- 

*"**    \  ih'xs  practice.     Th«^  wotin<l  may  he  closed 

ted  cntgut  suture.      If  drainage  Is  re- 

;  gjiuzf  or  a  rnhher  tube,  nr  hc>th,  may 

.-.  nreci'^elv  as  woulil  he  dune  in  closing 

-  rhen  lightly  packed  with  gau/j-,  an 

vulvn  by  a  T-bandage,  and  changed 


TUMORS  OF  THE  UTERUS -CARCINOMA. 
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Whenever  practicable  the  broad  ligament  stumps  should  be  drawn 
down  into  the  vagina  and  fixed  there  by  catgut  sutures,  so  that  every- 
thing included  in  the  bite  of  the  forceps  may  be  in  the  vagina.  The 
advantage  of  this  is  twofold  :  1 .  All  traumatisms,  save  the  simple 
peritoneal  wound,  are  excluded  from  the  peritoneum.  2.  The  liga- 
ments, when  united  to  the  upper  end  of  the  vagina,  support  the  pelvic 
floor,  and  with  it  the  rectum,  bladder,  and  vagina,  so  that  enterocele 
vaginalis  is  prevented.     See  Figure  244. 

Rectovaginal  and  vesicovaginal  fistulse  are  among  the  accidents 
of  vaginal  hysterectomy.  Should  either  of  these  accidents  occur 
in  uniting  the  peritoneal  edges  to  the  vaginal  edges  of  the  wound 
anterior  and  posterior  to  the  uterus  by  the  whip-stitch  already 
described,  it  is  only  necessary  to  use  additional  interrupted  sutures 
at  the  point  of  the  fistula.  These  sutures  should  not  be  buried,  but 
should  include  the  peritoneal  and  vaginal  margins.     The  strong  ten- 

FIOURE  244. 


Ends  of  broad  ligament  stumps  fixed  by  forceps  and  sutures  In  the  ends  of  vaginal  wound. 
Sutures  alone  arc  sometimes  used.    Some  of  the  sutures  are  shown  as  tied  and  others  not  yet  tied. 

dency  of  peritoneal  surfaces  to  adhere  to  any  exposed  surface  renders 
union  almost  certain. 


Vaginal  Hysterectomy  with  HaBmostaBis  by  Ligrature. 

Hiemostasis  by  lifj^aturo  is  the  same  in  general  technique  as  that 
by  forceps,  save  the  use  of  ligatures  in  place  of  forceps.     After  the 


EXPXA^NATIOW  or  PtuUTE  EL 

A.  Y&^nal  hjBlereotomy.    The  patient  in  tLe  dorsal  podtioa. 
The  vagina  and  csrvix  nivn  tufv  es|)«*ed  hy  relmetors  in  the  hands  of  assistants. 
The  m  uteri  eirtemura  hiis  ijcen  flosed  by  a  contiiiuoufl  nuture,  to  protect  tha 

operation  wuutid  and  tho  ix'ritoneum  frum  the  uterine  Bet^reliona^ 

The  cen'"ii  uteri  haa  t)een  aeiaed  by  rtrooj?  flat  Tulselliim  ffflicepa  in  the  left  hand 
of  the  oiJenitor  nrid  drawn  rtronglj  down  tywwU  ihe  vtdva. 

The  opemtor,  witit  sdswrB  in  his  right  Imnd,  iijniakitij^  &  free  incision  through  the 
muoofla  all  anjund  the  cervis  utt'ri  in  tiiK  line  of  the  utuno-Viiginal  attachment.  The 
black  and  ft^hiti!  dotted  litieH  indiii^ic  tho  direction  of  the  inctHtnn. 

The  bleeding  ix>ititfl  are  secured  by  fine  eati^iit  ligatiireijh— not  shawa, 

B,  The  mut'iisa  all  arouud  the  uterus  hiia  l>eeti  divided  l>v  Bci^oiis.  While  strong 
traction  in  Iwinp:  iniide  on  tht*  vUeni**  by  tht*  force]M  in  the  ripht  hiind  of  llie  openitor, 
the  left  index  finger  is  used  to  strip  back  the  circumuterine  tissue  all  arotind  tho 
cervix.  The  stripping  process  is  continued  until  it  has  exposed  a  sone  of  raw  tiasue 
an  inch  or  more  wide,  when  the  utero-peritoneal  reflexion  will  be  recognised  by  the 
loose,  thin,  membranous  character  of  the  tissue,  and  by  the  fact  that  under  the  finger 
it  slips  over  the  adjacent  peritoneal  covering  of  the  uterus. 
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EXFLAKATION  OP  PlATB   X. 

Vaginal  hysterectomj.    The  patient  in  the  donal  position. 

The  vagina  and  cervix  uteri  are  exposed  by  retractors  in  the  hands  of  assistants. 

The  06  uteri  externum  has  been  closed  hj  a  continuous  suture  to  protect  the 
operation  wound  and  the  peritoneum  from  the  uterine  secretions. 

The  cervix  uteri  has  been  seized  by  strong  flat  vulsellum  forceps  in  the  left  hand 
of  the  operator  and  drawn  strongly  down  toward  the  vulva. 

A.  The  circumuterine  structures  have  been  stripped  down  to  the  utero-peritoneal 
fold,  as  shown  in  Plate  IX. ;  the  operator  seizes  this  fold  posterior  to  the  uterus  with 
a  haemostatic  forceps  in  the  left  hand,  and  with  scissors  in  the  right  hand  cuts  through 
into  the  cul-d&«ac  of  Douglas. 

B.  The  operator,  with  the  index  fingers  inserted  into  the  cul-de-sac  of  Douglas 
through  the  opening  shown  in  A,  is  tearing  laterally  to  the  region  of  the  broad 
ligaments. 

A  similar  incision  is  then  made  into  the  pelvic  cavity  anterior  to  the  uterus,  and 
enlarged  by  lateral  tearing  to  the  region  of  the  broad  ligaments  in  the  manner 
described  above,  so  that  the  uterus  is  attached  to  its  surroundings  by  only  the  brood 
ligaments. 
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ExFx.AirATiOH  or  Plate  XL 

Vigtini^  Hjrterectomj.    The  patient  in  the  donal  pomtion. 

1W  'mitiiw  and  cervix  uteri  are  exposed  hj  retractorg  in  the  hao^  of  aanstanta. 

flM>  OK  Men  externum  has  been  closed  hj  a  continuous  suture  to  protect  the  opei»- 
IM«  «v«mHl  and  the  peritoneum  from  the  uterine  secretions. 

IV  Mtrix  uteri  has  been  seized  by  stnmg  flat  vulsellum  forceps  in  the  left  hand 
y4  ll<»  <«Httt^Mr  and  drawn  strongly  down  toward  the  vulva. 

tW  MtMwt  has  been  freed  from  its  surroundings  anteriorly  and  posteriorly  as 
j»w^»w>  i*»  W«<«  IX.  and  X. 

..I.  VThiW  the  uterus  is  drawn  strongly  downward  and  to  one  ride  with  vulsellum 
itMVV««  (m  th«  hand  oi  an  asustant,  the  operator  introduces  the  left  index  finger 
^lM:v«^  iV  |HWterior  vaginal  opening  in  the  cul-de«ac  of  Douglas  and  brings  the 
•PfC-'TV^  ^^1  ^^^*^  ^®  vagina  Uirough  the  anterior  opening,  so  as  to  hook  it  over  the 
H^  l>«v««A  li|(am««t;  the  ligament  thus  held  on  the  finger  is  transfixed  at  two  points 
d^  ^  i,|jM».M  ncvHlle  passed  blunt  end  fint  A  needle  passed  in  this  manner  is  a  coo- 
WiMVMA  vMMtluN*  for  the  needle  with  the  eye  in  the  point  shown  in  D. 

4i(   W  MH^tlo  luM  been  drawn  through  the  broad  ligament,  leaving  the  ligature  in 

C    X^f,"  \i0k\\\ro  has  been  tightly  tied  and  Ih  being  secured  against  posrible  slipping 
>k\  4u  tsMt^HNMal  ittitoh  on  the  pruxinial  side  of  it ;  the  entire  ligature  when  tied  is 
iis^^u  «k  ^"^1*  Xn..  A.   Observe  that  the  li^ture  does  not  comprew  the  entire  liga- 
tK  «»i,  Hi'k  Mx^w  out  a  margin  on  the  upper  and  lower  bonier,  so  that  collateral  circu- 
'h  'IS*  '".^v  ^^^«^««o  to  wipply  and  keep  alive  tl>e  diHtJil  portion  of  the  stump;  this 
i.'v  XV  siu*  v»»^i•^^*»'  I*"''  HloughinR  of  tlie  stump,  and  is  therefore  a  very  ef»ential  ffoiure 
t.    ,^.*»'  ■■• 
»  .S,.%»»  »^v  U*wi»  of  neotllo  in  general  wv  for  ligature  of  the  broad  ligament. 
Us     l\>'k%   ■*»   *M  »»nlinrtry  mHtlle  poMAed  by  a  nee<lle-forceps,  blunt  end  firet,  is  more 
u.i\,  i»,l  K^-i^ui*  rtuv  Hin',  oun'e,  or  form  of  neetlle  maybe  use«l  at  a  constantly 
V .  v»'w  »"«W  »^'  '•»»'  fxT^vpi^  i!«  more  practical. 
I'  ( 


Explanation  of  Plate  XIL 

Vaginal  Hysterectomy.    The  patient  in  the  dorsal  position. 
The  vagina  and  cervix  uteri  are  exposed  by  retiuctors  in  the  hands  of  assistants. 
The  06  uteri  externum  has  been  closed  by  a  continuous  suture  to  protect  the  opera- 
tion wound  and  the  peritoneum  from  the  uterine  secretions. 

A.  The  cervix  uteri  is  drawn  strongly  downward  and  to  one  side  by  vulsellum 
forceps  in  the  hand  of  an  assistant ;  the  left  broad  ligament  having  been  ligatured  en 
inasse  as  shown  in  Plate  XI.,  is  exposed  by  the  operator's  left  index  finger  and  is  cut 
from  the  uterus  about  one-half  inch  from  the  ligature  with  scissors  in  the  operator's 
right  hand. 

B.  The  uterus  having  been  freed  from  its  attachment  anteriorly,  posteriorly,  and 
on  the  left,  is  drawn  outside,  and  the  corpus  is  seized  with  another  pair  of  forceps; 
these  forceps,  together  with  those  on  the  cervix,  are  placed  in  the  hand  of  an 
assistant,  who  makes  traction  on  them,  thus  pulling  the  doubled  uterus  strongly  down- 
ward and  to  one  side,  while  the  operator  ligatures  en  masse  and  severs  the  right  broad 
ligament  in  a  manner  precisely  similar  to  tbat  already  described  for  tying  and  cutting 
the  left ;  the  uterus  having  thus  been  removed,  the  vaginal  wound  is  closed  by  inter- 
rupted or  running  catgut  sutures,  as  shown  in  Figure  244  and  Plate  XIV.  These 
sutures  may  secure  both  the  peritoneal  and  vaginal  margins  of  the  wound  or  only  the 
peritoneal  margins ;  in  either  case  they  should  so  include  the  ligatured  stumps  of  the 
broad  ligaments  as  to  fix  them  in  the  wound  where  they  may  give  normal  support  to 
the  rectum,  vagina,  and  bladder.  If  drainage  ia  required,  the  wotmd  should  be  left 
partially  or  wholly  open  for  that  purpose.  The  central  third  of  the  wound,  if  not 
sutured,  will  usually  suffice  for  drainage.    The  gauze  di-ain  is  commonly  preferred. 
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BDi.A>Ancnr  or  Pukim  XIIL 

In  the  iiiaj<»it7  of  oBMS  h  ii  ioipnotiGal  to  incfaide  tke «atin  bnad  HgUMiliift 
■iigleligitiiie,uiditiBtbeRfoi«iMG«aw7toti0itinputi;  thk  k  mllad  pn^nam 
Ugataieof  tbebiaad  Uguncnt. 

A  shows  the  fainid  l^puncDt  bdng  yngnmr^j  tied  from  the  hnrar  to  the  opper 
naipn ;  the  fint  li|ie*tiue  is  beiiig  intradnoed  oo  the  lower  watgUL  Aa  mdk  !ig**wt 
it  introduced,  the  ligatured  portion  ia  cut  until  the  enliie  ligunent  ie  nvend  ftom  lk» 
ntenu. 

B.  In  some  cues  the  ligament  m  too  inaooearible  for  prognanre  Ugatum  from  the 
lower  to  the  upper  margin;  then  the  oHpoe  uteri  maj  be  defivered  flmmgh  the 
anterim  vaginal  wound  and  drawn  hj  strong  foroepa  to  the  TolTa,  ao  aa  to  twist  the 
ligament  on  itself  and  thereby  reduce  the  siie  of  it  and  render  it  aooessible  for  pm- 
gresnve  lig^re  from  the  upper  to  the  lower  border;  the  beginning  of  such  a  ligatavi 
is  here  shown. 

C.  In  flome  cases  the  ligaments  are  inaccessible  for  ligature  in  the  mannen 
described  under  A  and  B.  The  uterus  may  then  be  seised  by  two  strong  foitieps^ 
one  on  either  side  of  the  cervix,  drawn  strongly  toward  the  vulva,  bisected  with 
scissors  in  the  median  line  of  the  longitudinal  axis,  and  each  half  drawn  outside ;  the 
ligaments  may  then  be  ligatured  and  the  uterus  thus  removed  in  two  parts. 
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Explanation  of 

In  ninut  tnses  tlit^  lipitnrvil  siuin[it*  nf  liie  bnMid  litiiriKMit'*  can  be  ilniwii  down  into 
the  va>fiiia.  In  ?^nfli  (■u>e?<  the  nMm\  methixl  Iiuh  hLfii  to  fnstfu  llietn  l»v  sutiirew  ul 
ejicli  end  of  the  rlosed  viisiniil  wnniul,  in  ^^n^  in  si  way  thai  llif  liyahiiitl  siiiin|is  shall  Ix' 
in  tilt;  vjigiiiii  lH.'lf)W  ilu'  k'vi-I  nC  tlu*  vjiKinul  wouiifl.  Tfu-  liKutnrvs  aiv  Mj)|»!iiHl  by 
tiiJittv  ojM,«i'jit<>r>«  rn  nifi/t^r  HriMiml  thv  entire  ligiiriiiMkt.-  in  n)rIi  u  way  tliut  tht*  ligjitnivii 
|M~irtliin  will  ?ilinigh.  It  i«,  lioweA't'i',  betttn-  to  :i|>[jly  llii*  lijynlui-i.>  so  tbul  nu  >lou^bini; 
i-.in  «Mvni';  tliat  is  u>  let  tbf  li^iitiire.«i  itichiile  only  tliut  (xutinn  i>f  tbe  li^mvnt 
ihnuitfh  wlii«.-h  the  arterie.'*  |xis.>.  TbL-  plulf  shows  a  very  pnu-lii-ai  melhcKl  of  ti-eatinp 
ibf  li^utureil  ends  ol'  ihc  brniul  ligaments  iti  .•^ucli  ii  iiunmcr  as  lu  avoitl  Mh)Ughin^  ctf 
the  li^T'ttiiri.-*!  sitnn|)^'anil  to  lix  iht-in  in  the  vaj^nal  wouiirl.  The  iinftlio<l  here  illu*- 
trale*!  is  amtlieable  only  to  tlioH.' e;vm?s  in  which  tin.-  li^tnicnt.'i  aiv  snflicieiitly  hmjf  to 

JK.Tinit  eitlier  enit-toend  apiJioxiinatlon  or  the  fnUlinv'  "'  '»"^"  n)>on  the  other  and  tlie 
ixatiun  of  then*  in  lh«  vu^t^ul  woinul  belweeti  llic  vaieriual  ant!  |H.-ritoneal  sides  of  it. 

A,  The  tipanuntH  having  been  ligatured  fn  manne  in  j^ucb  a  inanni-T  at*  to  avoid 
uloiijubinx  111"  tlie  liKaliin-d  stumps,  are  drawn  «hiwj>  into  the  vaiiina  by  means  of 
jn-e^Min^forei'iis.  The  aiiti-rior  peritoneal  margin  of  ihe  va^'inul  woinid  is  lieing 
united  to  tin-  [loslerior  margin  hy  a  roiitintions  (.atgut  siitin'e.  At  Ixdh  ends  of  ibe 
linL"  of  unvoii  this  i-onlinuons  sntinx-  seeiireri  the  i»roatl  liipunenls,  «>  that  tbey  cannot 
?ilij>  iKiek  into  the  jtelvii-  t-avity.  Only  one  ligibtiiiv  in  here  shown  on  eaib  broad  lig-.i- 
Oient.     In  the  majority  of  eases  more  than  one  liKnOire  m»y  lie  re<piirvd. 

B.  The  anterior  and  |>r»sterior  peritonea!  marjfins  bnving  iM-eii  nnited,  as  shown  in 
.-1,  the  broad  lignnients  a  re  bro'iight  together  by  end-to-end  ap[>n)viniution  and  united 
by  u  eontinnoiiH  eatgnt  suture.  The  vmittHl  end«  of  the  broiid  ItginnentH  are  now  in 
contart  with,  and  in  front  of,  tbi-  unitetl  [leritoneiil  margins,  iis  shown  in  .1. 

/'.  The  anteritT'r  iind  ]iosterior  margins  of  ihe  |ieritone}il  wound  have  Jieen  united, 
and  the  broad  ligaments  have  Ixt-u  ajvpioximated  und-lo-end  by  eontiniioUK  sutnrew,  as* 
nhown  in  .land  //.  Tlie  anterior  and  posterior  niaiyins  of  the  vaginal  mucosji  are 
l>eing  niiiteil  by  a  it»ntinuons  i'ati?<it  sntun\  naiking  a  tine  nf  tniJon  from  side  to  i<ide. 
This  suture  completes  the  oivenition. 

I).  In  some  easen  the  br<«ad  ligaments  are  s<i  long  that  irixtead  of  uniting  ihem 
«nd-to-end  ibey  may  W  bdikti  t>ne  npon  the  oIIhm%  and  «•  fastenwl  together.  The 
anterior  and  posterior  peritoneal  margins  have  Iwen  nniteil  in  jiriTtsely  tlie  sjime 
itmitner,  a>  shown  in   .1. 

K.  The  anterior  and  posterior  peritoneal  niarginH  of  the  vaginal  wound  liave  lieen 
unite*)  by  a  tnuisviTse  line  of  union,  as  shown  in  J  and  ft.  The  ends  of  the  hniad 
ligaments  Ikjvl-  been  folded  upon  tluniselves  and  iire  Uing  nnitt,-*!  by  a  eontinuoiLs 
fTitgiU  snliu-*.- along  tbe  Imvi.r  tMaiKi>i  of  iht-m.  A  similar  suture  is  to  be  intnMlneed 
alcmg  the  upper  ImhiUts.  The  ligaments  having  thus  Ix-cn  united,  uii?  lo  lie  covered 
by  union  ttf  the  n|ipi-r  ami  lower  margins  of  thf  vaginal  mue«tsii,  as  shown  in  ('. 

Tlie  methrxl  i»r  lixing  the  eneJs  i4'  the  bn>ad  liginnents  between  the  peritoneal  an*! 
vaKinat  "iith's  of  the  wound  vvill  Ite  f<iuni|,  wlien  praeti^'al,  to  have  great  valne.  for  the 
ligaments  s<i  fixed  etia  then  |M?rform  the  important  fniulioti  of  holding  the  (H'lvic 
viscera  bitfh  nii  in  the  pelvis  and  of  jmnenliny  prohijis**  of  the  jwlvic  Hoor  ( reeluui, 
vagina,  and  bladder),  a  tiot  uniimimon  and  in(»st  unfortunate  ivsnit  nf  vauinal  hys- 
teixTliimy  whun  perftmawl  by  the  older  nietJio<ls. 

In  vapnal  hysterei-toniy  for  ran-inonm  the  brood  ligaments  will  fn-qnently  lie 
)«iiflieiently  long  to  jiennit  end-to-end  approximation,  but  they  will  iK>t,  in  tn*isl  eases, 
tieniitt  overlapi«in«,  as  illusH;ite<i  in  If  ami  /•'.  The  metlairl  of  overlapjnng  the 
ligiunenls,  however,  will  :ilways  W  p^issible  in  the  ojK'mtioii  of  vaginal  hystereelomy 
when  perfornK'*!  b»r  complete  proeidentia  uteri,  and  is  strongly  nrgnl  in  that  rlasx  of 
tiiscs;  when  thr  liujunejil««  art-  nut  siitFuMently  h>ng  for  end-to-end  approxlination,  they 
uniy  !«■  Hxeit  in  tlir  vaniniil  wound,  as  ih-srribed  in  the  text.  <ir  if  not  suftKitntly  lonj? 
for  this,  mav  biive  to  In.-  ri'tiirned  to  the  pelvic  c:ivity.     Si-e  clt»sf'  of  diapter  XL\'. 

Observe  in  IC  and  I)  the  isolated  ligjiture  of  tlie  nrleri<'s.  This  foi-rn  of  ligatdre 
will  usually  W  (pnte  praclical  ixrept  b»r  Very  shctrt  and  very  large  ligjiment^i,  and 
when  practical,  shouhl  always  lie  einpliwed,  Iwi'au^?  it  insurer  normal  circulation  in 
the  stnnjjjs  .irul  is  nn  abwdute  aifcjfuan!  against  slnughing.  It  shouhl,  Imwever.  be 
remendiered  tliat  in  hysterectomy  lor  cjincer  there  Is  a  decided  atlvanlage  in  removing 
a-s  niui'h  of  the  lijrainent  as  possible;  hence,  the  ligature  en  muiw  in  sitch  oises  may 
be   preferable. 
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«iktei>^  *ih1  i>o»*torior  opeuinj^s  alreatly  describe*!  have  been  made, 
Hkitl  tiw  bn«wl  H«5inieiU.s  have  been  isfilated,  Hsieli  li^niiifiit  may  bo 
tnin^fix«'<l  ami  ticil  <7)  m<hHsi ,  or,  if  viry  lartijt',  in  >,ertir>n.s.  The  i\\>- 
iviieauou  of  the  ligahii'es  may  be  faeilitatL'il  by  anttn*'rrm|!j  iho  uterus 
tniil  dnoviii^  fho  eorpiis  through  the  anterior  (tjK-iHug  by  means  of 
viilselhita  tuft-eps.  This  twists  the  ligsiments  upon  tlieniselves,  nnake«» 
ihem  stiKiller,  iiinl  brinfj^  their  upjM-r  niar<;iiTs  within  rf»aeh.  Sepa- 
rate lic^atiires  iisnally  are  nectlod  j'or  the  uterine  a])[H'Ti<hi^'es.  The- 
gjx  amanpanyin;:  plates  will  show  tiie  terhnique  of  Uie  oiK'ratioii. 
Eaeh  Ugtimcnt  usually  is  li}i;aturet]  in  two  or  threr  f^eetions.  The 
ligatures  —  preferably  eatgiit  —  are  jKit^setl  by  meann  of  anetirism 
needles  or  with  the  ordinary  tlirea<ted  neetlle  and  forwp-*.  In 
au    entire     lij^jiinent    may    be    secured    by    a     shtgle 


««me    case.'i 

lieaturc,    but    jnorc    frequently    portiuuH    of    it    on    either    sith 


are 


»s> 


•MTilltHl  by  Ibrw  «»  "towf  HgstuiTS  on  each  aide.    ligament  severed  on  left 
ilde  »ud  ii«rtly  Bevcred  on  rlKhi. 

\    :iud    eut    away  from    the    uterus  until   thf  orjtraii 

,,,!.      In    many  eases    hysterectomy  is  faeilitaU'd  by 

,  M*  u\io  isvo  halves.      Eaeh  half  may  then  Ix*  drawn 

Mua  ^e|v:lrateIy  and  removed.      The  ends  t>l'  tlw  lif^a- 

,  \\  left  loiigt  '"**'  "'*^'^'  "^''d   to  ilniw  t!ie  siinups  tlown 

v^ound,  where,  as  in  tlie  forcipressure  operation,  I  hey 

\  6vn^i**  !>••'  ^*y  ^''^"  *'»tures  win'eh  are  u.-H.'d  in  the 

,,nd.     The   liyT'ituren  are   now   eut   short.     If  the 

li  |o  the  Vii^Mna,  the  li>;alnres  ixro  eut  short,  and  the 

il\e  jH^lvie  ettvity.     Suuelinu'-- all  the  slumps  are 

,M>«  miiHt  \>c  treated  intraperitoneally.     The  vag- 

,  \ic  tr^«<»tiM!  a-H  tiie  eondilions  may  require,  with  or 

i.dn.     ^>'^'  dmpter  VII.,  on  Di^ainaj^e. 

The  genend  prm^edure  in  after-treatment  <liffer» 
,x^^  t^l  of  i^Hnary  nldominal  s^eetion.    The  forceps  and 


rrMORS  OF  THE   UTERUS-CARCiyOMA. 


419 


vagina!  gauze  and  thf  drsiin,  if  tlierc  ho  one,  sliouUl  hp  roniuvetl  at  tlie 
end  of  fortv-tMght  hours,  and  a  ono-half  of  1  per  cent,  lysol  dimehf 
givjiu  If  tlio  wrmnd  ha.s  boon  h'ft  dpen  and  jjaeked  witli  gauw, 
great  care  KhouUl  be  u&sed  lest  hi  its  removal  a  \v()[i  of  in^feliucH  he 
drawn  into  the  vagina.  The  donehe  may  he  repeated  daily,  or,  if 
the  dinihargei*  are  fetid,  oftrner.  I^et  the  dmiche  he  a  weak  current, 
le^t  it-  force  its  way  through  the  freiih  adhesions  into  tlie  general 
jM'ritoneuni. 

Relative  Ments  of  the  Ligature  and  Forceps  Operation 

The  adnfntage  of  prcAstur  fofcfps  over  tlie  ligature  are  :  1.  The 
greater  faeility  of  aivjdication  very  ma(e]'inlly  slmrtens  the  oper- 
ation ;  therefore  in  a  <!iftieidt  ease,  with  inaece.ssil)le  hroaiJ  ligunients, 
they  are  t^iW^r.  2.  The  forceps  may  he  made  to  gras]i  a  t-otisidendde 
[ujrtiftn  of  the  hroad  ligjunent ;  the  ligament  may  he  drawn  down 
and  grasped  furttier  back  by  other  force])* ;  more  of  the  ligament  may 
in  tliis  way  be  included  than  would  be  possible  with  the  ligature. 
Whatever  tlje  furceps  grasp  will  slough  ;  by  this  meauff  a  \<:tj  large 
piirtton  t)f  the  Iig;iment  tiiay  be  dt-stroyed.  Some  part  of  the  dis<'ase 
wlueli  the  ligature  niijj;lit  have  missed  may  therefoixi  be  removed  witli 
the  shmgh.  3.  The  forceps  laeilitate  drainage.  The  seeretiruis  find 
their  way  out  along  the  solid  instnmicnt  by  eoniitniity  of  surface. 
4.  If  the  ftjreeps  are  properly  coiistrueted  aiul  ajiplied,  the  security 
jigainst  .secondary  liemorrliage  is  very  great. 

The  tlism(vanf<(f/rs  of  the  fnreepH  as  compared  with  the  ligature 
are:  1.  They  cause  great  suffering  to  the  |xitient.  2.  Their  removal 
is  jKiiuful.  3.  Convalescence  is  apt  to  be  more  pi-otraeted  and  com- 
plicated. 

Both  the  ligature  and  the  forripre.ssure  operations  are  efficient  and 
satififaetcjry  ;  therefore,  whichever  is  most  convenient  or  will  most 
facilitate  the  o]>eration  sluutld  be  used.  The  forceps  will  always  be 
preferable  in  grave  case.",  espeeiaHy  when  tlie  ligaments  are  vejy 
thick  and  inaccessible.  Ofttimes  botli  niethixls  will  be  useful  in  the 
same  case. 


Combined  Operation  of  Abdominal  and  Vaginal  Section. 

When  the  vulva  an<I  vagina  are  small  and  the  uterus  is  large, 
high  in  the  |>clvis,  or  fixed,  its  removal  thrmigh  the  vagina  will  be 
very  tliffieidt.  Under  these  conditions,  afti-r  uuikJng  tlio  vaginal 
incisions  and  separating  the  cervix  from  its  surnunulings,  as  already 
tleseribetl,  tlie  o|)eration  nutv  be  better  finished  through  an  abdominal 
opening.  The  technitpie  is  the  same  as  that  described  for  hystero- 
myomcctomy. 

Mortality  of  Hysterectomy  for  Cancer. 

In  projM'rly  selected  eases — see  Tndiaitions  for  Hysterectomy — the 
mortality  of  vairimd  hysterectomy  for  cancer  is  small.     In  one  serie* 
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of  more  than  fifty  consecutive  cases  the  author  had  no  death.  Out 
of  ten  combined  operations  in  which  the  abdomen  also  was  opened 
he  had  two  deaths. 

Becurrence  of  Carcinozna  after  Hysterectomy. 

The  recurrence  of  cancer  after  hysterectomy  is  less  frequent  than 
after  the  removal  of  cancer  from  other  jwirts  of  the  l>ody.  Even  in 
cancer  of  the  breast,  where  by  reason  of  the  exjwsed  jjosition  of  the 
jrrowth  the  diagnosis  is  usually  made  earlier  than  in  the  uterus, 
recurrence  is  much  more  frequent.  This  is  true  notwithstanding 
the  common  practice  of  thorough  removal  of  the  sulwlavian  and  axil- 
lary glands  in  connection  with  breast  operations,  and  notwithstanding 
the  fact  that  in  the  usual  hysterectomy  the  parametric  glands  are 
seldom  removed.  The  statistics  <>f  the  best  oiK'rators  show  freedom 
from  the  disease*  two  or  more  years  after  vaginal  hysterectomy  in  from 
about  40  to  60  jht  cent,  of  all  crises.' 

In  onler  to  prevent  recurrence  of  the  disease  the  usual  rule  for 
the  removal  of  cancer  in  otiier  regions  applies — /.  <.,  complete  removal 
of  all  the  apparently  discjiscd  tissue  and  of  as  wide  a  margin  of 
adjacent  tissue  as  safety  will  permit.  This  rule  is  based  upcm  the 
invariable  tendency  of  cancer  to  follow  the  vessels,  especially  the 
lymph  vessels,  into  the  surrounding  structures. 

More  Badical  Operations  of  Hystereotoxny. 

More  radical  o|>erations  for  the  further  prevention  of  recurrence, 
iiave,  though  thus  far  with  little  encouragtMnent,  been  proi>osed,  viz., 
the  removal  of  all  jKTi-uterinc  and  lumbar  glands- and  the  excision 
of  the  broad  ligaments  clor^c  to  their  ixlvic  attacliments.'  Both  of 
these  proce(lure>  re(|uirt'  opliotomy  and  greatly  increase  the  trau- 
matism. The  removal  of  the  broad  ligaments  involves  the  following 
steps:  1.  The  nteriiu-  artery  on  each  side  must  be  dissected  out 
beyond  its  vaginal  braiirli,  and  tied.  -.  The  ureters  must  be  dis- 
sectetl  free  from  the  base  of  the  broail  lig-ainents.  o.  To  avoid 
wounding  the  ureters  they  must  ea<'li  contain  a  bougie  passed  through 
the  un'tiiral  speculum.  The  in<Teased  traumatism,  gri'at  difficulty 
of  te<'hui<|ue,  :ni<l,  ubove  m11.  the  time  reipiired  wouhl  probably 
iuerease  the  mortality  of  the  operatiiui  enougli  to  offset  any  ])Ossible 
ativauiUL^e.  Tlie  ditlicuhy  aud  <l:iii::<'r  ot"  the  removal  (»f  broad  liga- 
iiieuts  and  all  the  lyuipliatie  inland-  iu  eouueetiou  with  the  hyster- 
.(•toiiiv  for  eaneer,  will  be  aj>paivui  iVoni  i-xaniinaiion  of  Figure  246 
au«l  <'i"  the  l-'i-outi-piei-e. 

Palliative  Treatment. 

\\'lien  eaueri-  lia<  e.\i»  iided  i>'  tin-  bladder  or  rretuui.  nr  lia>  materi- 
allv  luvnlve«l  the  vagina  or  |>;iraineiria,  and  esjueially  wjnu  the  uterus 

•   \.i-..ri'- r\  T.-\t  1-  -k  .>f ';y!!i<"'.>'-y. 

-  i:;,-..    MvMi.rn  I  r.  .!i;ui.t  ..t  (  aiM,r..|  t':,  I  !,r:i-^    e!<.i.:ic  •  ^^■.'.:. ...:  i;..',.raor.  November, 

.1.  i;.  cl.irk.    J.liii<  Hoi'kiiiN  lUilKtisi.  xlii  .  xliii  .July  an.l  A-.i::u^t.  •.>.'-. 
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i&  fixoti,  hysterectomy  la  oxtraHlaiigeroiis  ni\d  tisulcsj*.  Unfortunately, 
the  onset  of  the  flisease  is  so  in^idiotirt  thnt  the  early  syrn|)toin.s  of 
]>;iin,  hernorrlinge,  and  waterv  disfhargo  tin'  ovcrlotiketl  or  are  nttrilt- 
utt^d  to  other  causes;  tietn-f  the  dingnosi?,  is  not  usually  iinule  until 
too  late   for  hysterectomy  ;   then   jwlliative    treatnieiH    can  hold   out 


l-n-ri:i-.  J-16, 


Lyraphntlcs  of  uterus  and  upper  third  of  vugliia,  liod  lilac  and  lumbar  glands. 

at  best  only  relief  from  suflferino;  tlnring  the  few  months  of  remaining 
life.      Palliative  treatment  Is  both  hiral  and  systemic. 

T/u'  objt'i'f  of  f'M'/il  tirtthnait  la  to  ehrek  the  exhuuriting  heinnrr]iage.-4 
and  discharges.  This  i.s  aeeomplislicd  ln-.st  by  sharp  curettage  of  tlie 
more  siiperlieial,  soft,  ulcerating  pirtion  of  the  cancerous  growth. 
RemetidjiT  that  (he  clisea.sc  may  extend  tbrniigh  the  vesical,  rectal,  or 
uterine  walls,  and  that,  without  care,  the  Idadder,  bowel,  or  jK'rito- 
neuin  may  he  opened.  The  redundant  eaneerons  mass  having  bctai 
removetl,  the  snrfuee  thu.s  expo.sed  sluadJ  he  seared  over  with  the 

1  After  W   W.  RuNSfU,  In  Aiiicrliiin  .fourniil  ft  01*letrlc«. 
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Pmjiieltii  m-  gtilvanif  caiiterv,  or  cauterized  with  nitric  acid  or  with 
:in  K  per  cent,  solution  of  chromic  acid. 

TIk'  cancerous  t2;ro\vtli  nmy  lit'  Uejit  douii  and  tho  fetid  dis^^harges 
at  tho  same  time  deoilorizcd  l>y  the  ap|)lii'atinii  evcrv  three  or  four 
days  of  a  jiaturated  .solution  (d"  ioiliue  crystals  in  pure  carbolic  acid. 
This  applicatiun  is  best  inude  on  small  tamiKuis.  The  healthy  parts 
of  tlie  vagina  may  be  protected  by  covering  the  mucosa  with'  gauze 
|)ads. 

Demlorizin^  douches  are  useful  to  destroy  the  nauscatinjf  fetor  of 
the  diseharg;es.  Amon^  the  best  of  these  are  peroxide  of  hydrogen, 
a  2  per  cent,  solution  of  potassium  permatijranate,  a  weak  sohition  of 
formalin,  ftr  li<iuor  sodie  chlorinatse,  one  part  to  ten  parts  of  water. 

The  hemorrhage  is  best  I'out rolled  by  the  curette  and  cauterization, 
jiln'ady  deserihecl.  A  sudden  profuse  hemi>rrhage  may  be  ehe<-ked  liy 
:i  douche  of  hot  water,  hot  vinegar,  or  hot  alum  solution.  Should  tlie 
vai^jinal  tamjwu  be  used,  it  will  b^.^come  intolerably  otfeusive,  and 
sliouhl  therefore  be  removed  in  twenty-four  hours.  The  erosion  and 
excttriatJous  of  the  external  genitals  and  nates,  which  are  caused  by 
the  ichorous  discharges  from  aljove,  may  be  relieved  by  fre(|Uenl  bath- 
ing and  by  the  application  of  benzoated  zinc  oxide  ointment. 

The  f/enera/  ireatmenf  includes  regulation  of  the  bowels  and  kidneys, 
tonics,  nuti'itious  focMl,  mild  exercise,  and  massage.  Fain  is  a  clear 
indication  for  morjihine  or  opium.  Life  will  he  limited  to  a  few 
months;  hence  the  danger  of  tlie  opium  habit  is  not  signifii-ant. 
J^umerous  drugs^  both  fttr  local  and  sysleniie  use,  have  been  lauded 
as  cancer  cures ;  they  are,  bo  far  as  their  merits  have  been  investi- 
gated, useless. 

ENDOTHELIOMA. 

Pathology,  Diag-nosis.  and  Treatment. 

Kndotln'Homa  is  a  malignant  new  fnrniation  arising  from  the  cmlo- 
thernun  M'  l)l<«Mlvessels,  or  of  lymph-vessels,  or  of  s(  r<ms  siirfaees  ; 
it  closely  resembles  earctnoma  in  cross  aj)jK'arance  an<l  elitiicnl  maid- 
festal  iuiis.  The  entire  lumen  »»f  tlie  vessels  is  distended  with  pro- 
liferating endothelium,  which  assumes  a  variety  uf  shajies  Tlie  cells 
itf^ually  form  nests  and  stran<ls  similar  to  tlnvsc  of  carcinoma.  The 
diagnostic  pnint  is  the  origin,  as  stated  above.  The  diagnosis  can 
ntdy  be  made  by  mi<'rosco])ic  examination.  The  grf>wth  is  found  in 
the* cervix  and  corpus  uteri,  and  very  rarely  also  in  the  ovary,  Faih>- 
pian  tulw,  and  vagina.  The  treatment  is  tlie  same  as  that  of  other 
malignant  disease. 


CHAPTER    XXIX. 

TUMORS  OF  THE  UTERUS  (Continued). 

SARCOMA. 

Sarcoma  is  a  malignant  tumor  belonging  to  the  connective-tissue 
group.  As  compared  with  carcinoma,  it  is  of  rare  occurrence.  The 
disease,  which  may  appear  at  any  time  during  the  age  of  sexual 
maturity,  has  been  observed  as  late  as  the  age  of  seventy.  Like  can- 
cer, it  is  more  frequent  at  about  the  period  of  the  menopause — that  is, 
between  forty  and  sixty. 

Histogenesis  of  Sarcoma. 

Sarcoma  may  develop  from  any  of  the  following  sources:  1,  the 
interglaiidular  connective  tissue  of  the  endometrium  ;  2,  the  intermus- 
cular connective  tissue  of  the  myometrium  ;  3,  the  walls  of  the  blood- 
vcs.sels;  4,  the  perivascular  connective  tissue;  5,  the  muscle  cells;' 
6,  any  of  the  structures  of  a  uterine  myoma. 

Pathologrical  Anatomy  of  Sarcoma. 

Three  well-defined  clinical  forms  have  been  described : 
a.  Fibrosarcoma. 
6.  Diifuse  sarcoma, 
c.   Butryoides — grai>e-like  sarcoma. 

o.  Fibrosarcoma,  often  called  interstitial  sarcoma,  is  the  form  that 
develops  in  the  intermuscular  connective  tissue.  It  is  also  frequently 
the  result  of  the  so-called  sarcomatous  degeneration  of  a  myoma. 
Like  myoma,  the  growth  may  be  submucous,  intramural,  or  subserous; 
its  form  and  consistency  are  variable — /.  c,  round,  oblong,  or  irregular, 
.soft,  or  hard.  The  disease  may  be  circumscribed  or  diffuse.  Its  fre- 
quent origin  from  a  myoma  often  gives  it  the  apjjearance  of  that 
tumor — i.  c,  of  single  or  circumscribed  nodules  scattered  throughout 
the  uterus.  The  growth  is  rarely  encapsulated,  though  usually  well 
defined.  The  characteristic  cells  are  round  or  spindle.  The  spindle 
cell  more  frequently  predominates.  These  cells  are  often  so  elongated 
as  to  appear  like  fibrous  tissue ;  hence  the  name  fibrosarcoma. 

h.  Diffuse  Sarcoma  usually  develops  from  the  interglandular  con- 
nective tissue  of  the  endometrium.  In  this  form  the  small  round  cell 
usually  predominates  over  the  spindle  cell.  The  growth  may  be  con- 
fined to  se|>arate  areas,  or  may  infiltrate  the  whole  endometrium  and 

1  Whltridgc  Willinnis.    American  Journal  of  Obstetrics,  1894,  vol.  xxix. 
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e.  Butryoides  or  Grape-like  Sarcoma  is  extromoly  rare,  and  iisn- 
iilly  m'ljjinatrs  in  the  c«'rvi\.  It  has  the  form  of  ryst-like  tnasses  rosciu- 
lillnj/  hy<lati<l  iiiok'^.  The  growtli  is  c(irripa>e<l  mostly  <if  rotuul  iiitc] 
niiiutllf  i"«-lls  ;  it  has  Ix'oii  ohservefl  in  the  uteri  of  adult  w(Hih'H  ami 
eliildren,  and  in  tho  vagina  of  ehihlren?  Tbo  develnpnifnt  of  tliis 
rxicemrly  lualigtmnt  gr<»\vlh  is  most  rji}Hd, 

OtluT  varietifs  of  cervical  sareoma  are  still  more  rare. 

All  ?*areomata,  osjiecially  the  ilitfuse,  are  extremely  vascular.  The 
hlutMlv«'«ijm'Is  are  sotnetinies  so  enormously  dihited  as  to  form  eavern- 
iillM  HjuMt'."*.     T!ie  lymjih  jiipaces  may  dilate  into  cystic  cavities. 


Bymptoms^  Courae,  and  Diag-nosia  of  Barooma. 


The  j»ymjitoms  and  coiii-se  vary  M'illi  different  fiirnis  of  sar- 
einnii. 

The  inti'rstilial  spindle-eell  sar<;oma,  formerly  e.-illed  ro<Mirrin^ 
rthnad,  \*  Homelimes  of  slow  growth.  In  exn-jitional  eases  it  may 
Jiol   th>«lrov   lif«'  f«»r  several   yi'ai's. 

The    difViiM\  small   roimd-eell   sarcoma,  on  the  eoiitrary,   is  indi- 

<  American  i'.vtt^Tn  of  iiyncrolo|{f . 

« I'ctk.    Frtim  llayfalr* HjmiMn at  Oynccolucy. 
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Uterine  walls,  to  penetrate  tlie  blorwlve^isels,  to  extend  to  the  jieri- 
loneuni,  aJi^l  to  involve  iidjaccut  nr^r-uis.  The  thii-kciitMl,  rnlarijotl 
uterifc*  the  bluidder,  ami  the  ueighboriiifj  inU'stines  are  then  matted 
together  in  the  sai-coniutous  dissease  and  niatcrinlly  increase  the  size 
ot'  the  tumor.  The  disease  is  [jrnne  (o  send  its  embuli  by  tlie  vein^ 
to  the  liiusrs,  liver,  kiilnev,  spben,  and  brain.  These  and  other  organs 
SMT  now  l>ecome  ni|U(lly  inviilved  in  metastatie  sareonia.  It  is  a 
wcultarity  of  thu  disease  that  nnhuH  pass  ihruugh  the  veins  to  dis- 


FlGtHK  250. 


«tf  tM  cD(l(^*n>ctrliitn.i 


-  front  careinoma,  whieh  is  apt 

iirrested  by  thrond)ie  plu^^judni; 

.at  of  the  disease.     The  8ynip- 

siiix'onm  in  the  bejjinninjr  niay 

to  make  the  elinicai  diagnosis 

:it»d    pliy.si«d   signs  of  this> 

i(hnltr4il    with    those   of 
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Sarcomatous  degeneration  of  a  myoma  (spindle-cell  sarcoma)  may 
be  suspected : 

1.  When  the  hemorrhages   formerly  attributed  to  the  myoma 

suddenly  increase  or,  having  ceased  for  a  considerable  time, 
begin  ugiiin. 

2.  When  after  the  onset  of  the  menopause  the  tumor  rapidly 

increases  in  size  and  becomes  softer. 

3.  When  the  growth  returns  after  removal. 

4.  When  ascites  suddenly  occurs. 

5.  When  cachexia  suddenly  appears. 

When  sarcoma  takes  the  place  of  myoma  the  growth  rapidly 
increases.  Hitherto  {)ainless,  it  now  causes  intense  suffering. 
Hemorrhages  are  increased  and  supplemented  by  watery,  sanious 
discharges,  which,  after  the  onset  of  ulceration  and  gangrene,  have 
an  offensive  odor.  There  is  a  facial  expression  of  distress.  The 
general  depression  is  out  of  proportion  to  the  ansemia  and  inanition. 
Pressure  symptoms,  cachexia,  and  emaciation  are  more  and  more  pro- 
nounced, and  of  very  rapid  development.  If  the  sarcoma  becomes 
polypoid,  the  pain  from  uterine  contractions  is  sjmsmodic,  and  hemor- 
rhages are  frequent  and  prolonged. 

The  clinical  symptoms  and  course  are  substantially  the  same  as 
those  of  carcinoma,  but  with  tlie  following  distinct  characteristics, 
especially  in  tlie  round-cell  varieties : 

1.  Ascites  occurs  earlier  than  in  carcinoma. 

2.  Rectum  and  bladder  symptoms  not  pronounced  ;  these  viscera 

not  usually  involved,  as  they  are  in  carcinoma. 

3.  Cachexia  earlier  than  in  cafcinoma. 

4.  Growth  more  rapid  than  in  carcinoma. 

5.  Symptoms    referable   to   matastasis   more    common   because 

metastatic   extension   occurs   much  more  frequently  than 
in  carcinoma. 
Positive  diagnosis  is  only  possible  by  the  microscope. 

Treatment  of  Sarcoma. 

The  treatment  may  be  either  radical  or  palliative,  and  is  the  same 
as  for  carcinoma,  viz.,  early  hysterectomy,  if  possible.  Unless  all  the 
disease  can  be  removed,  the  operation  hastens  death,  for  it  opens  the 
venous  channels,  and  thereby  favors  metastasis.  Palliative  hysterec- 
tomy— a  ciuestiouable  remedy  in  carcinoma — is  therefore  prohibited  in 
sarcoma.  The  operation  is  performed  the  same  as  in  cancer.  See 
Hysterectomy  for  Cancer. 


CHAPTER    XXX. 

TUMORS  OF  THE  UTERUS  (Continued). 

DECIDUOMA  MAT.TGNUM. 

Etioiofiry. 

Deciduoma  malignum  is  confined  to  the  physiological  i^riod  of 
maturity,  occurs  usually  betM'een  the  ages  of  twenty  and  thirty-five, 
and  in  4.3  per  cent,  of  cases  is  preceded  by  hydatiform  mole. 

Pathology. 

This  disease,  first  described  in  1889,'  is  the  most  malignant  of 
all  uterine  tumors.  The  growth  differs  radically  from  all  other 
neoplasms ;  the  essential  element  is  a  large  giant  cell,  Figure  251. 
This  cell  is  imbedded  in  a  kind  of  cellular  tissue  which  resembles 
sarcoma,  and  which  makes  up  the  greater  part  of  the  growth.  The 
presence  of  so  much  sarcoma-like  substance  has  raised  the  ques- 
tion whether  the  disease  is  not  essentially  sarcoma.  On  the  other 
hand,  the  tumor  is  ej^ithelial,*  "  the  tissue  combining  in  the  forma- 
tion of  it  being:  1.  Synoytium — i.e.,  the  uterine  epithelial  layer 
of  the  chorion,  2.  The  so-called  cellular  layer — layer  of  Lsmghans 
— /'.  e.,  the  ectodermal  epithelial  layer  of  the  chorion."  The  question 
has  therefore  also  been  raised  whether  the  growth  is  n<it  carcinoma. 
The  classificuition,  however,  is  snh  Judiiw.  The  disease  has  been 
variously  designated,  according  to  the  ]K)int  of  view,  as  .9t/nci/ihnuiy 
sarroffin,  <leciduo  cclfa/arc,  and  scroti tml  tumor. 

Deciduoma  malignum  is  more  or  less  circumscribed,  reddish  brown, 
and  friable  ;  it  presents  secondary  nodules,  and  commonly  extends  by 
early  uietastasis  to  the  vagina,  ovaries,  broad  ligaments,  spleen,  kidney, 
an<l  brain. 

The  growth  is  rich  in  l)lo()d-supply,''and  the  blood  is  confined  within 
irregular  spaces;  the  vessels  have  no  walls;  hence  the  frequent  hem- 
orrhages. Necrotic  cJianges  take  ])lace  early.  Fnder  the  necrosed 
tissue  is  solid  tumor,  and  under  this  is  normal  uterine  tissii(\  In  the 
tlevelopment  of  the  growth  the  normal  constituents  (»f  the  uterine 
wall  are  rei)laced  rajiidlv  bv  invasion  of  giant  cells  and  small,  round 
cells. 

1  SiintT'T      A  <y-itc!ii  of  fJyncr-olosry.  by  Play  fair. 
-'  >far<haiiil.     Fr.na  I'lavlairs  System  of  liyni-colopy. 

»  II  M.  .Foil,  v.  A  rliiiicnl  and  "Pathological  Study  (if  Declduruna  MMlitrimin.  Jr)hii>-  IIup- 
kiiis  Hosjiilal  Kfi.iirt>-,  vol.  vi. 
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Symptoms  and  Diaernosis. 

Profuse  hemorrhage  occurring  after  labor  or  abortion  is  the 
most  characteristic  symptom ;  it  is  intermittent  and  commonly  so 
profuse  as  to  cause  profound  ansemia.  Curettage  gives  but  tran- 
sient relief.  The  discharge  is  profuse,  watery,  and  often  foul- 
smelling.  Hydatid-like  moles  may  be  discharged  with  the  hemor- 
rhage. The  uterus  rapidly  enlarges.  Metastasis  takes  place  by 
the  venous  route,  most  commonly  to  the  lungs,  and  gives  rise  to 
symptoms  referable  to  the  newly  infected  part.  Ansemia,  emaciation, 
and  cachexia  follow  in  rapid  succession.  Even  though  the  disease 
be  removed  by  early  hysterectomy,  death  in  a  few  months  is  usual. 
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Fragment  of  deciduoma.  a.  Decidual  ceU  with  thirteen  nuclei,  b.  Same,  with  four  nuclei. 
c.  Giant  cell  in  process  of  formation,  with  three  nuclei,  d.  Uninuclear  decidual  cell  enclosed 
in  reticulated  stroma,    e.  Reticulated  stroma.^ 

Physical  examination  shows  an  enlarged  uterus,  movable  or  fixed 
by  adhesion.     Smooth,  secondary  nodules  may  be  felt  on  the  tubes. 


FraKments  of  deciduoma  from  same  8pe«!lmen  as  shown  in  Figure  225.    a.  Decidual  cells. 

r.oii(>rif>vt<>s        f     R1nnr]-(<iiri>it«r<1»u       //      Tnt<>i.mtiii<iiil<ir   n<>lliila»   »<<.«..»      .      e<...<« ...n.. 


1  lOKH'ciiu)  ui  uci.juuuiiia  iiuiii  aauiv  apuiuiiicii  OS  Known  III  rigurez:£>.  a.  Lfeciaual  cells. 
6.  Uucocytes.  c.  RIood-cijrpuscleH.  d.  Intermuscular  cellular  tissue,  e.  Fusiform  cells. 
/.    Uetioulum.s 

The  uterine  cavity  may  be  sufficiently  open  to  admit  the  finger. 
Digital  exploration  will  tluMi  dete(^t  masses  of  soft  tissue  and  coaguhi 
of  blood  usually  localized  in  the  uterine  wall.  The  above  history 
and  symptoms  iir«>  hijrhly  diagnostic.  Microscopic  examination  of 
the  scrapings  will  clear  the  diagnosis. 


1  Sanger,  from  I'ozzi. 


»  Sanger,  from  Treatise  on  Gynecology,  Pozxi. 
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Proffnosis, 


t  per  oent  of  all  cases  terminate  fatally  within  stx 
luoma  omlignum  iii  the  most  malignant  nf  all  tiimor!^. 


Treatment. 

rriiphyla:xis  requires  thorough  removal  of  all  retained  protlucts  of 
.\m*x'|ituni  and  prompt  attention  to  post-abortura  and  puerfK^ml  hem- 
iii-rlttigtv**  The  surgical  treatment  is  tiie  same  as  that  already  laid 
xhyfii  for  carcinoma,  viz.,  early  hystereoomy. 


,^i.«  nr  \h«  OvwrVi  wUh  Extension  of  the  Disease 
PMrietnl  Peritoneum 
•4!V»  K^*  V**  Oinonium. 


CHAPTER    XXXI. 

SOLID  TUMORS  OF  THE  OVARY. 
Fibroma.     Myoma.    Sarcoma.     Carcinoma.     Benigrn  Papilloxna. 

These  tumors,  like  some  ovarian  cysts,  may  develop  between  the 
folds  of  the  broad  ligament.  They  are  then  called  intraligamentous. 
Usually,  however,  solid  ovarian  tumors  are  pedunculated  and  He 
entirely  outside  of  the  broad  ligament.  A  ]>edicle  connects  the 
tumor  with  the  uterus,  and,  as  in  ovarian  cyst,  is  made  up  of  the 
broad  ligament,  oviduct,  ovarian  ligament,  and  ovarian  vessels. 
About   5   per   cent,  of  all   ovarian   tumors   are   solid. 

Fibromata  are  histol(^ically  identical  with  similar  tumors  in  other 
organs.  They  are  of  rare  occurrence,  seldom  grow  to  large  size,  and 
are  usually  pedunculated. 

Myomata  are  rare,  though  not  so  rare  as  fibromata.  They  are 
composed  of  the  usual  unstriped  muscle  fibre  and  fibrous  tissue — fibro- 
inyoma.  The  muscle  fibre  is  traceable  from  the  ovary  to  the  ovarian 
ligament  at  the  point  where  the  ligament  penetrates  the  paroophoron. 
The  distinction  between  the  myoma  and  the  spindle-cell  sarcoma,  even 
with  the  microscope,  is  not  always  easy.  These  tumors  sometimes 
grow  to  large  size. 

Sarcomata  are  not  of  frequent  occurrence.  They  sometimes 
occur,  especially  among  children,  in  connection  with  dermoid  cysts, 
or  follow  their  removal.  The  spindle-cell  is  more  frequent  than  the 
round-cell  variety.  As  in  sarcoma  elsewhere,  rapid  growth,  speedy 
degeneration,  and  metastatic  infection  of  other  organs  characterize  the 
disease.   Both  ovaries  are  usually  primarily  involved  at  the  same  time. 

Carcinoma.  Little  is  known  of  primary  carcinoma  of  the  ovary. 
It  usually  arises,  if  at  all,  in  both  ovaries  at  the  same  time.  Second- 
ary ctircinoma  may  occur  by  extension  from  neighboring  organs  or  by 
metastasis. 

Benign  Papillomata  (solid  warty  growths)  arise  from  the  outer 
surface  of  the  ovary  ;  they  may  spread  to  the  {>eritoneum  and  broad 
ligaments,  and  are  very  prone  to  undergo  malignant  changes. 

The  Identification  of  solid  ovarian  tumors  will  usually  require  the 
clinical  history,  conjoined  manipulation,  exploratory  incision,  and 
microscopic  cxaniination.  The  clinical  history  will  often  suffice  to 
separate  the  malignant  from  the  benign  growths.  Conjoined  exami- 
nation will  outline  a  tumor  in  the  ovarian  region,  will  show  that  it  is 
not   connected    with    the  uterus,  and  will  determine  its  size,  form, 
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Ui^        rrnopji,  tubal  FREGSAycr,  malfobhatijX^. 

inobility,  aw\  t:f,nA*U'tw.y.     Exploraton-  iiKi.'*ioo  will  fcrier 
\U  \t\%y*\*:ii\  t:\iHrH0rU'.ri»^U(:^  arfl  it-  '•xart  relation  to  atlprvtziz 
'Hi*'  'liajfii'*"!"  t*.  tu,ur\wh-t\  hy  the  riiicrr>y^^p*-. 

7*/««  TrwJiM/if.  t/f  \tf:riif£n  trrowth-  withoat  pressure  *jdf<«:-c:.--  r 
fiifKrtiOfjal  'li*«tiirt^rir-^f  i*?  f:x\M-t:^m.  That  of  Urge  benizn  tnc-isv  .  r 
of  rnalif^nant  tittuor*.  i-  '«irly  removal.  The  mode  of  enT^^I-eii:'  •- 
iiri'l  lifraturf'  of  the  \hAv:\h  h  the  .^ame  aa  for  cystic  ovarian  cz=i-:rs. 
M*!*;  ^>variot//my. 
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CLASSIFICATION  AND  PATHOLOGY   OF  OVARIAN  AND 
PAROVAIIIAN   CYSTS,  AND  OVARIAN  HYDROCELE. 

The  ttvarv  coiisists  of  two  parts  : 

L  Tho  outer  cortical  or  egg-bearing  part,  wliioh  contaius  the 
Graiifian  ioliicles,  culled  the  Cnrirx. 

2.  The  inner  vascular  or  me<hillury  zone,  which  never  contains 
follicles  or  ova ;  tliis  part  is  in  relation  with  the  hilum  of  the  ovary, 
is  composed  of  fihrons  ti.ssiie  and  tniver^cd  by  numerous  bloodvessels, 
and  is  called  the  vancidtft  or  metbdldnj  jiartion. 

In  relation  with  the  ovary  and  situated  in  the  broad  tijratneiit  is  a 
remnant  of  the  Wolthun  body,  which  has  no  physiological  i^igniHcance, 
called  the  Pamvarinni. 

Cystic  tuenors  may  arise  : 

\.  From  any  portion  of  the  ovary — Ovarian  Cysts. 

2,  From  the  jmrovarium — Parovarian  Cysts. 

OVAEIAN    CYSTS/ 
Mode  of  Development  of  Ovarian  Cysta. 

Ovarian  cysts  may  be  developed  : 

L  From  degenerated  Graafian  follicles,  or  corjwra  liitea  ;  this 
includes  nndevelo|H'd  Graafian  follicles.  The  origin  of 
snch  cysts  is  confined  t(*  the  c<»riex. 

2.  From  tlu^  remains  of  the   Wolffian   body  in    the  hilum  or 

medullary  zone  of  llie  ovary. 

3.  From  the  stroma  of  any  part  of  the  ovaryj  by  colloid  degen- 

eration. 

4.  From  any  part  of  the  ovary  by  malignant  degenehition. 

5.,  From  dermoid  elements  jso  disposed  as  t<>  produce  the  tumor 
knijwn  as  dermoid  cyst. 

The  type  of  an  ovarian  cyst,  like  (ho  type  of  similar  growths  in 
other  organs,  corresponds  to  that  of  the  tissue  in  whii'h  it  originates. 
A  cyst  springing  from  the  epithelial  glandidar  clementH  in  the  cortex 
belongs  to  the  t^iiltheVutl  tifjtf,  A  cy.'it  springing  frtmi  the  connective- 
tissue  stmma  of  any  part  of  the  ovary  belongs  to  the  rorviecfive-thsue 
type.  The  fo.-nier  may  undergo  carcinomatous  degeneration ;  the 
latter,  sarc^iniatfuis  degeneration. 

Cyst,H  springing  from  the  stroma  may  contain  also  epithelial  ele- 
ments— perhaps  froin  the  remains  of  the  Wolffian  body  or  from  some 
other  eniljryonic  source. 

Tli(*  pRthnJogy  of  uvnrlan  aiul  iiarovarlan  cvHts  Is  to  some  extent  an  adaptation  from  the 


Surglful  DtK'tti*ci  of  the  Urnries  and  Fallopian  Tubes,  by  J.  Bland  Sutton. 
38 


434 


TUMORS,   TUBAL  PliEG NANCY,  MALFOR^fATIONS. 


Unilocular  Ovarian  Cyste, 

Unilocnlar  ovarian  cysts,  soraetim«s  ctilleil  inonocystft,  are,  strictly 
speaking,  nirt\  Many  of  these  oysts  in  their  ino<'pti<ni  are  onhirc^ed 
Gniiifiiiii  fVillicIes,  and  when  t^mall  their  walls  are  IiiumI  by  the  typical 
nienibnina  granulosa  of  tlie  follicle.  Almost  all  tnniorj;  elas.sed  as 
monocysts  may  have  apparently  a  .-single  eavity,  Ijul  elosr  examina- 
tion usually  will  t^lmw  numemns  f^niall  loculi  in  their  walls.  Srmie- 
tiraes,  as  stated  by  8ntton,  imperfect  septa  or  band,-  running  front 


FuaiiE  2.'i3. 


o 
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Cyst-|<r..<lii«?iui:  roploii  »>f  ihi' ovary  mid  ith  surrouiidiii)i;$: 

A.  rtorus,  Kailoplun  tut"-,  ixinivurium.  iiml  ovury. 

U.  <tfirtncr's  rhict.  pnr<.v»irluni,  hd-I  ovnrv  shnwii  In  KeotinTi ;  p,  parmjphoron,  Bomirllmes 
eallcd  t)iu  vn-^culur  ur  ruvilullnry  /unt.- ;  u,  tio|iU(iron,  tliia  ia  the  ef^-bcaririfi;  puriion,  sometimes 
CAUe'l  jinrunchyinatouM  jtonc.  sonietlmf*  Ihe  fortlcnl  pc^rtiuii;  ».  free  external  surnicc  of  ovury. 
X.  Kc»beU'»  tubes. 

one  part  1  if  the  cyst-wall  <o  uunther  ^how  tijat  the  eyst  was  originally 
mukiloenlar.  l^arovnrian  ey>ts,  wliich  are  U8ualiy  unih^'iilar,  have 
often  been  mistaken  for  uniloi-ular  ovarian  cysts;  hen«'e  the  iinpres>iion 
tliat  the  latter  are  (|uite  e(»mmon. 

The  cv>t-wall  is  eonipti.sed  of  three  hiyers  :  the  outer  layer  of  tndo- 
thelinl  cells,  or  occasionally,  in  small  growths,  of  cuhoidal  epithelium  ; 
the  middle  Javer  of  whlti-  fibrous  tissue,  containing  bloodvessels  and^j 
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lyinpKatics  ;  tltf  inner  layer,  whit!!),  if  tlie  <n'st  is  of  follicular  orijjtii, 
IH  coiu|>(>^d  of  membranu  gnmulosa,  like  thnt  of  tlw  GraaHiui  fnllit-U*. 
Tiiis  membraiia  granulosi  is  matntaint'd  until  the  cyst  ruuchvs  the 
approximate  size  of  au  c^g.  lu  tuiiiortJ  the  size  of  an  orange  the 
lining  layer  change?!  to  tlat,  stratified  fpitht'liiiiu.  In  largo  cysts 
wHitaining  t^U'  or  more  gallons  the  opitliuliuiii  disjippears  by  atrophy 
and  gives  way  im  lihnius  tissne.  TSie  atrophic  pnteess  is  due  to 
pressure  of  the  Huid  eontents.  The  pediele,  which  connects  not  only 
these,  but  also  other  pednneulnted  ovarian  ey:^ts  with  the  titerus, 
is  made  up  of  broad  ligament,  roun<l  ligament,  oviduct,  and  ovarian 
MtKxl  vessels. 

The  rtnid  enntained  in  s(nne  unihjcular  cysts  is  itlenli<"!d  with 
mneits.  Tins  fact  is  dnuhtless  <i\ving  to  the  lining  of  enluninar 
epitheliiitu. 

In  some  ovaria  cysts  the  walls  are  lined  with  skin  supplied  with 
an  outgrowth  of  hair,  sebaceous  and  sweat  glandsj  teeth,  and  other 
tlerinul  appendages ;   these  nw  dermoid  cysts. 

KiiJUBE  254. 


^nc^ocyHttr•  tlefrcnt'raitKri  u(  Hit.'  ovary  ;  ibe  ovary  to  tbo  rigbt  hIjimvs  uumerous  small  cyats 
srJiWvred  ovtT  the  ^iirfaco;  these  ttrf<;raatiau  follii-les  ivhkh  have  uiuk'TRone  ryeilr  ik'trotieru- 
iiuR,  uii'l  may  take  on  cxcosslVf  i^rowlh  (Ui'l  iUvoIo^j  into  lurpo  tum<^irs,  or  nuiy  rcmuiu  us  here 
r(2pFe^ieI)ted  ;'on  the  other  side  h  kIihwu  a  i^imihir  coiKlllion  vi  the  ovary  lu  MM.'tion. 

Unilornkir  nvariatj  <"ysts  vary  in  size  from  the  capacity  of  a  single 
follicle  to  that  <if  several  gallons. 


Non-proliferating,  Multilocular  Ovarian  Cysts. 

Many  ninltiloeular  cysts,  <ir  pulycysts,  are  probably  identical  in 
their  mode  of  development  with  the  unilocular  variety  just  described. 

An  aggregation  of  (xiiiafian  follicles  which  have  failed  to  rupture 
and  discharge  their  t*ont<'Uts  may  l>e  distentled  by  their  own  secretions. 
The  faibire  tii  rupture  may  be  due  tt*  inllammatory  thickening  and 
toughening  of  tlie  walls  of  the  sac.  Tlie  follicles  may  then  rejnaia 
simple  snudl  reteinii*u  cystjs,  tSi-e  Microevstic  Degenemtifin  of  the 
Ovary  in  Chapter  XXI.  Retenti«>n  cysts  may  form  in  one  or  many 
follicles. 


436 


TUMORS,   TUBAL  PREGNANCV,   MALFORMATIONS, 


Proliferating'  Multilocular   Ovarian  Cyete. 

In  vtTY  miiiiy  ca-st-:?  tlie  iollicle.s  may  take  on  new  growth  and 
devolop  i*nt<i  pulpahlo  ovarian  cysts.  This  simple  cystic  develop- 
nu'tit  iiKiv  ifuivur-r  until  the  tnmor  ht^'itnie?;  enonnous,  a  Inirden  to 
tlu-  [taiii^nt  and  a  dcstroyrr  of  life.  Wiih  inorensinir  size,  as  in  the 
iniiltKnilar  variety,  tiie  cells  (*t' t'i>itiirlii(ni  litiin};  tlie  %-annus  coni|iart- 
nienis  hrconie  Hatteried,  and  finally  may  ilisappear  l)y  pressure.  Th»» 
cyst-wall  has  the  same  structure  as  tliut  of  nionocypts. 

AdriXfutin.     The  germinal   cpitln-liinti  of  a  ninltilocnlar  pyst   may 

Iin>liferate  ^ijreatly  and  may  form  ^dmidiilar  Htnu-tnrcs,  and  the  tumor 
K'come  a  so-<!aned  ijktinhiktr  vtjxt  or  (ulittoma.     Proliferating  adenoma 


UultUuciilar  uviirlan  cyst,  Bomeilmt'S  calk'tl  nvnrjiin  •denocaa.  In  section;  tin-  Urs^r  i-AVity1 
prlinar>- ;  tho  smulltr  cavities,  Becundary, 

is  recnjj^nized  as  one  nf  the  mo.st  common  frvnns  of  ovarian  cyst.  It 
often  ^rows  to  enormous  sijn'.  The  wliole  is  made  up  of  nnnierouB 
small  cysts  or  loculi  ;  they  vary  in  size  from  the  capacity  of  a  drachm 
to  that  of  a  <juart  or  more  of  Jinid.  Sutton  ree4i}jnizes  threo  vurietic* 
of  loeuli  :  1.  The  lar^e  primary  cavities.  2,  A  honeycojnl)c<l-like  mass 
of  cjivitie:»s  whiih  devrliips  in  the  wall  of  the  primary  cvst  and  projects 
into  it.  This  njass  is  made  up  of  secondary  cysts;  tfjcy  are  nm<'oua 
retention  cysts.  3.  Small-sizetl  cavities  Mitliout  lioneyc4imh<Hl 
arningemenis  which  have  the  histolojjleal  characteristics  of  distended 
ovarian  follicles.  The  relation  of  the  primary  and  s«-c<in«larv  cysts 
to  each  other  is  shown  in  Figure  2oG.  Ovarian  atlenomata  liave  a 
strong  tendency  to  become  mailg^nant  ;  hence  the  im|Kir(4mce  of  early 
removal. 


The  wall  of  an  ovarian  cvst  may  undergo : 

1 .  Fa  tty  <Iegciit' rat  i « m, 

2.  Calcareous  di'ireiii-ration, 

;i.  MyxmiirttouH  degrneralion. 

4.  Mali^nnnt  dcgrnenitioii  ;  sjircoraa  or  pamnoma. 
.  In  iivarian  cysts  often  are  fuiiml  drrniuid  cknient.s  in  small  or  large 
qimntitias^  Hiirti  as  hair,  niiu'»ius  mrmhrauc,  skin,  si."1ki<m'(jiis  and  sweat 
glands,  imstriutiHl  miisenlar  fibre,  fat,  and  teeth.  A  single  tumor 
may  have  some  cysts  ctmtaiuini;  dermoid  elements,  ottiers  containing 
mucus,  and  others  whieh  are  like  distendet!  Graalian  follicles. 
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Multilut'ulur  ovarian  l-) -^u,  sntuctlmes  L'uUed  u%']i,ritin  utk-noina. 


The  adeuuinatoMs  cyst  often  sfhades  into  the  dermoid  type  by  a 
gradation  wlrieh,  from  the  clinieul  standpoint,  is  almost  impercep- 
tible J  the  dividing  Hue,  tberefure,  between  the  adenomatous  and  the 
dermoid  varieties  oi'  ovariati  cysts  is  arbitrary  an<l  impossible  to 
define.  The  great  elinieal  imjiortance,  however,  of  dermoid  cysts 
calls  for  special  description,  which   will  appear  later. 

Characteriatics  of  the  Fluid  of  an  Ovarian  Cyst. 

The  natural  liiiid  eontents  of  an  ordinary  ovarian  cyst  are 
usually  traiis[>:Hvnt,  dear,  and  of  light-straw  eolor,  and  of  a  s|M?eiHc 
gravity  from  lOlU  to  IUjU,     In  the  progress  of  the  disease  secondary 
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changes  occur  which  make  tiie  widest  variation  in  ilri  physical  prop- 
ertiea  This  vamtioti  is  caiise<l  hy  the  adniixtiiiv  of  hhxKl,  pus,  tUt, 
epithelial  colls,  clioiesstcrin,  ami  hv  chemicral  ehaniijd's.  The  fluid  there- 
fore may  be  tliiek,  thin,  dark,  light,  clear,  muddy,  chocolate-colored. 
Different  fluid.s  may  be  present  in  the  <lit!erent  ooni[Hirtmcnts  of  the 
Sfinie  cyst. 

Ovarian  Dermoid  Cysts. 

The  dermoid  may  he  defined  as  a  eyst  ct>ntaiDing'  skin  or  mucous 
mt-nihrane.  The  origin  of  dermoid  cysts  is  a  matter  of  sj)ccnIatio«. 
Only  two  of  many  theories  are  worliiy  of  cfinsideration  :  1,  that  they 
arisi'  from  eptblastit-  and  nn'solilastie  fretal  remains  in  the  ovary  ;  2, 
tliat  they  arise  Ironi  the  epitheliiira  of  the  Gniatiun  follicles. 


Fnil'BE  2.>7. 


iHrnmid  oviirian  t-ysl  in  H('ctU>n,  Nhuwini,''  iiisiflc  orr.v-t  crtvity.  which  contain'!  ii  lower  jRW 
anil  n  fi-H^moDt  of  nnnthor  juw,  wilh  Icolh,  hiiiiiU  fraifuitrit*  of  Ikjih-,  »iul  rDnsiili-mbli-  hair: 
the  upiwr  ma>s  <>f  hiiir  i»  in  ihesliaw  of  ii  hull.aiii)  Is  h«.'lil  l<ij.anluTby  the  fntty  Ciniteuts  nftUf 
cyst,  whinh.  nt  the  loinptTaturt;  f>f  the  l>iiily,  if<  liquid,  but  becomes  scilid  upoiiexposure  to  the 
onilnnry  tumpt-raiurc  of  ihe  air,  thiit  Is,  ubiiut  "<P  F. 

Dermoid  cysts  arc  foimd  not  only  in  the  ovary,  hut  in  various 
other  parts  of  the  body.  The  quantity  of  rh'rmoid  elements  is  vari- 
able. The  skin  or  mucous  membrane  may  line  flic  mtire  cyst  or 
may  he  discernible  nuly  over  snuill  isolated  arens.  When  the  dermoid 
elements  are  contained  only  in  a  single  small  compartment  of  a  larg;e 
mnltilocular  cyst  the  dermoid  character  of  the  growth  is  apt  to  be 
overlooked. 


CLASSIFICATION  AND   PATHOLOGY  OF  OVARIAN  CYSTS. 

Ovarian  dermoid!^  may  cotitaiu  any  or  all  nf  the  following  struct- 
ures and  their  prtxlucts : 

Skin,  Teeth, 

Mucous  membrane,  Mammary  gland, 

Sobaconus  p;lands,  Nail, 

Sweat -jrlands,  Horn, 

Hair,  Unstriped  muscle*, 

Brain-like  matter,  Fat. 

Figure  257  iltiistmtes  some  of  the  pctudiarities  of  these  extraordinary 
growths. 

Thu  hair  sometimes  is  present  in  great  abiindanoe,  and  may  be 
matted  togcttier  in  the  form  of  a  roiiinJ  halt  the  ^ize  of  an  orange. 
Tiie  color  according  to  Sutton,  i.s  variaide,  but  does  not  necessarily 
correspond  with  that  on  the  iudtviJual'.s  liead.  In  aged  [»eitple  it 
may  be  gray,  and  may  have  been  shed,  leaving  the  cyst-lining  iiaki. 

Exteusive  involvement  of  both  ovaries  in  dermoid  cystic  diseaiie, 
even  though  little  normal  ovarian  tissue  remains^,  does  not  positively 
render  the  wnman  hlerile.  In  one  ease  the  patient,  at  the  age  of 
thirty-nine,  had  harl  twelve  children,  the  hist  one  was  three  months 
old,  at   tJio  time  rd'  removal  of  two  tlernuHd  ovaries.' 

Dermoid  tninurs  fioetir  at  all  ages,  from  inJ'aney  to  extreme  senility. 
They  are  oeeasionally  found  iu  chiklreu  and  arc  not  uneommon  in 
young  women.  Uidike  other  forms  of  ovarian  cyst-s  wliieh  destroy 
life  in  three  or  ftuir  years,  dernunds  may  exist  for  a  lifetime  and  give 
little  or  no  inconvenience.  They  have  been  found  post  mortem  in 
aged  women  who  may  have  had  tlietji  from  the  periixl  of  se.xnal 
maturity  ami  have  never  been  aware  of  tlieir  presence.  Like  other 
cysts,  however,  they  may  at  any  time  undergo  supjmration  and 
tiierefore  Ix'come  dangerous.  Although  usually  classed  as  inntx'cnt 
tnniors,  they  wcasiimally  give  rise,  especially  iu  childlKJud,  to 
malignant  degeneration. 

The  Ihnd  content  of  a  prcmounced  dermoid  cyst  is  an  oily  fat;  at 
the  temperature  of  the  body  it  is  liquitl,  but  at  a  lower  lemperatnre 
st'inisolid.  The  fatty  contents  are  very  irritating  to  the  peritoneimi, 
and  when  it  breaks  into  the  peritoneal  cavity  the  e]iithelial  elements 
of  the  cyst  may  engraft  themselves  upon  the  peritoneum  and  give  rise 
to  secondary  growths. 


Papillomatous  Cysts  of  the  Ovary. 

Papillomatous  cysts  more  eomtuonly  develop  in  tlio  hilum  or  in 
the  medullary  portion  of  the  ovary.  They  usually  contain  a  clear, 
thin,  yellowi.-h  finid,  which  may  be  reddish  from  admixture  of  bloiid. 
In  cliemical  jiroperties  ami  microscopic  uppeara nee  this  Hui<t  resembles 
that  id*  ordinary  ovarian  cysts.  These  cysts  have  the  Jbl lowing 
characteristics  : 

They  are  rare  Ix^fore  the  twenty-fiftli  year,  more  common  between 
the  agea  of  tJdrty  and  lifty,  seldom  attain  the  size  (d"  ordinary 
ovarian  cysts,  an<l   arc  usually  unilocular.     They  commonly  develop 

» CuUingvrortli,     J.  Blunl  Sutior;.     SurgkAl  Dlstfteirs  of  the  Ovaries  and  FaUopian  Tubes. 
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lietwecn  the  layers  uf  the  mesosalpinx  ;  and  finally,  with  iiicreajsed 
growth,  .•^epanUe  the  lavers  ul'  the  hruiid  li|i^iineiit  and  iVu'ce  their  way 
between  them  to  the  Ijiteml  walls  of"  tlie  iilerus,  ami  often,  tlrerefor^, 
feci,  on  digital  toneh,  like  an  ontgrowili  from  the  uterus.  They 
present  hotli  inside  and  outside  in  variahle  quuntiiy  warty  or  papillo- 
matons  growths  ;  hence  the  name,  papilloinatons  eysts. 

The  eyst-wall  is  nxnpiised  of  tlie  usual  Hhroiis  tissue  and  of  an 
inner  lining  of  eyliiidrieal  epitheliiuii.  The  sonree  of  this  epithelium 
is  not  cli'hnitely  knowih  It  is  thought  to  be  from  remnants  of  epithe- 
lium from  the  Wolffian  IkkIv/ 

The  charaeteristie  of  |Kipillomatous  cystic  tumors  is  the  warty 
growth  which  they  contain.  The  warty  masses  proliferate  rapidly, 
bleed  freely  on  jnanipnlatiou,  arc  soft  and  friable,  ^•ary  in  quantity 


FiofnE  i'*. 


I'lif.ilUiiiiiiious  Mvarlttii  dlhcaae.    On  tla-  righl  sifk- Ua  i-yst  fnjin  tliri'uri>6|iJmri«ij  (irvHMulAr 

Boni-  i>(  il vHr>  ;  In  tln"  waII  «)f  ibin  cyst  have  dLV«.'lo|H'il  threo  nctoiidary  <ysU,  whiiSi  an* 

•tiown  in  •■icli'iti  ami  wdkh  touUlti  warty  Krt»Mth^;  t»l*frvo  ulho  Hit.  warty  growth!,  both  on 
Iho  (luUsi.io  and  inside  of  iho  ryil;  to  tlu*  U'R  in  a  supcrticJal  papilloma  of  the  ovary",  which 
iks  botwccti  Oil"  ovary  and  the  ut«rui.  FapUloiutttoUB  dUcawv  on  the  itwide  of  this  ovary  Li 
aJsu  Hhown  In  j<'ctii>n. 

from  that  of  the  smallest  wart  to  that  of  an  orange,  may  he  either 
sesisite  or  |X'<luneuhUecl,  and,  according  to  the  variahle  blood-supply, 
pale  or  pink.  These  pa]iillomatous  eictnenis  may  so  ineiva&e  in 
(piuntity  as  to  force  (heir  way  by  rupture  or  perforation  through  the 
cvsl-wails,  spread  over  the  outside,  and  alfwt  iheadjueent  jieritonenrn. 
Thev  *inmetimes  undergo  calcitiention.  W'arly  ovarian  cysts  may  \)e 
a.siiociatcd  witii  dernicdd.s.  and  occasionally  with  sarcoma  of  the  ovary. 
Tapping  is  coniraintlieate*!,  for  if  Huid  cKeatw's  into  the  ahitotninal 
cavity,  the  ]>eritc>nenm  may  beet ime  infected;  Jienee  in  the  removjil 
of  them  care  shonhl  he  used  to  pi^event  the  escap*-  of  fluid. 

It  should  Ix'  notetl  in  tins  connection  that  other  iiapiiloraatous  cysts 
are  fftund  in  the  ovary  and  broad  ligaments  whicli  have  not  developed 
from  the  raedullary  |K>rtion  or  hilum  of  the  ovary  ;  these  evsts,  a*H'ord- 
ing  to  Sutton,  dittcr  as  follows  from  die  warty  cy^t»  just  described : 

«  Duma.    TraoNtctloiu  Tatholof  Jeal  SorU'tv.  I»nd4.«.  vol.  xivll. 
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1.  Tlicy  iiKiy  be  in  any  pjirt  of  the  ovary. 

2.  They  ari'  iij^unlly  miiltinle. 

3.  The  wartfs  arc  ot"  uhnost  rarlilaginou.s  harJuess. 

4.  Thev  are  not  known  to  grow  to  suoh  size  as  would  make  them 
(langeroim  to  life. 

5.  They  are  associated  freqaonfly  with  iitorine  niyuniata. 


PAKOVARIAN    CYSTS. 

Thc^  parovariiira   from  which  these  tumors  spring  is  the  remnant 
of  the  \Volt!iun  body.     It  has  no   known  physioitjgical  Hignificanee. 

FifJi'RE  '259. 
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J^iiirill  piiriAuriuii  vy-x.  This  < y.-^t  luw  hpruinr  frotn  thf  fmrovarJuin, and  is  thun-furt"  tMiiIri-ly 
rlistiiicl  from  tlur  uviiry;  to  the  riRlit  is  the  hydatid  nfMoryagul  KUsiiH-'iiikil  from  a  Iniijr,  slcuder 
lodjclt",  whioh  is  iiHin-lii-d  ti>  one  of  the  fhiibrintvfl  extr»?nTitic!<  of  the  KulUmian  tube.  The 
lydiitM  rif  MnruHpni  Iirb  Ijol'u  IcnnM  n  to  (jrow  in  iIk'  sJzl-  of  a  ^^luull  oranKc  ana  it  tlien  has  the 
same  pfnt»ral  iipixaratict"  as  the  jiArovMriRii  cyst,  but  is  di«itirieiiishe<l  friini  It  by  the  (act  that  it 
(«prin>{?  from  llu-  c xtrcriiity  of  the  Failopiun  tut*.  The  FulUipian  lubt*  shows  nuincroup  [XjintR 
of  I'xpunsioii  ttnd  i*ini«trleli(in,  nno  nt  them  heiiiR  at  thn  l>(thTnu!<;  this  In  liimwn  as  tin-  sal- 
piniritiM  iHthtnlea  riodoKa,  eoTOinoii  in  itonorrhtpal  nalt.lnKitis.  Myuiimand  Bilono-myoiiia  of  tlie 
IuIm;  prt.'went  innrh  the  «onie  (jnij*?*  apjH-aranue.  This  coiidiUon  of  the  tube  is  rarely  found  in 
punnectlon  with  eysts  of  the  fiarovnrium.  *  ' 


The  epididymis  and  vasa  efferentia  in  the  male  also  npring  from  the 
WoIRiaii  Imdy  and  are  the  homologno  of  the  parovarium.  If  tlie 
broad  ligament  is  strttchotl  and  held  up  to  the  light,  a  series  t)f  i^mall 
tubules  will  be  seen  nuliating  from  the  ovary  ami  joining  at  right 
angles  a  longitudinal  tnbide,  Tlie  tubules  are  the  parovarium.  See 
Figure  253.  Tiiey  are  of  three  kind?*:  1.  The  vertical  tui>ules. 
2,  The  outer  tubules,  free  at  one  end — ^Kobelt's  tubes.  3.  The  longi- 
tudinal tube — Gartner's  duet.  This  duet  is  the  homologue  of  the  vas 
deferens  in  the  male  ;  it  may  oeeasionally  be  traced  elttwnward  to  the 
vagina.     The  parovarium  lies  between  the  fvltls  nf  the  mesosalpinx. 

The  little  tuluiles  <>f  Kobclt  are  very  often  distendetl  by  their  Hnitl 
contents  into  small  cysts^  usually  not  larg<'r  than  a  j>ea.  These  cysts, 
which  have  little  or  no  sigutficanee,  are  fre(jnently  ettnftunnletl  with 
the  hydatid  of  Morgagni.  A  distended  vertical  tuhtdc  may  become 
seiKi  rated  ami  form  a  ped  tin  end  a  ted  cyst.  This  may  ruptuix?,  discharge 
its  contents  into  the  alxlominal  cavity,  and  become  obliterated,  'Jlie 
remnant  of  the  cyst-wall  then  prcstnits  a  fringedike  appeamnce. 

The  usual   parovarian  cyst  i8  unilocular,  that  is,  it  springs  from  a 


l'»ro>i>"«"  ''v»i    <iti6cr%'i.' theovArv«<!p«r»>tf  from  Ihr  cyKlitKl  (lie  InnK.Mri'titiL'i  nut  Fallopian 
lube'which  surrtjuutl*  Ibc  cy»t-w«ll. 

'I'Ik-  \Milts  of  •niall  evrsts  nre  iHiuilly  quite  tliin  tiiid  tninspnront ; 
wlu'ii  liir^iT  llu-y  hwamo  thirU,  4i[ku|Uo,  [K'arlv-lik«',  arnl  of  iMntjune- 
lival  hhic  <H)lor-  Tlif  linin^r  ,,f  the  nmall  r*ysts  prcsorvoH  the  roliiiiinar 
(^iHliu'linm  of  thr  tnhulc;  in  hir^tT  cvsts  thr  cpithcHmn  hecome^  flat^ 
tfiMMl ;  in  fhi'  lanrfst  vynti^  tho  ntrophir  influence  (ff  pfcssiire  is  so 
unnxt  iw  iMitiivly  to  Jestroy  the  epitheliimi. 
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Unlike  the  ovarian  cyst,  which  is  a  diseased  ovary,  the  parovarian 
cyst  usually  lui^i  a  normal  ovary  attached  to  the  side  of  it.  The  fluid 
18  almost  always  clear  and  colorlesis,  like  s|)ring-\vater,  and  the  uitric- 
acid  and  heat  tt'sts  show  albumin.  The  specific  gravity  is  usually 
much  less  thiin  10 JO.  The  reaction  ij?  faintly  acid.  Sec  Tabnlar 
Diagnosis  hetwcen  Parovarian  and  Ovarian  Cyst.**,  iu  the  following 
cliaptcr.  Adhesiou.s  rarrly  farm  alnivit  those  cysts.  The  jK^ritoneal 
covering  ih  easily  strijiped  off,  and  the  eyst,  therefore,  easily  euucleatetl. 

Flol'BE  261. 


OfAriftQ  hjdnjcviv,  nuturul  hlskr. 


The  tortiioii?*,  retorl  sli^k|H  il    FaUopinu  tube  connecta  the 
lumor  wiUi  tlio  uterus 


The  pju'ovarinui  docs  not  take  ondemonstrahle  cystic  disease  before 
the  uj;:e  of"  |)ul)erty.  Tlie  more  common  ntrc  for  the  developnient  of 
this  form  of  cyst  is  from  eiji;liteen  to  thirty-five.  These  cysts  do  not 
tend  to  rapid  di-ij^i-ueration,  and  may  therefore  be  carried  for  years 
with  little  or  no  dani^er,  Huptnre  or  tapping  is  sometimes  followed 
hy  obliteration  and  cure. 

Oi/d  of  the  Broad  Lkjamail  is  a  name  reserved  by  many  to 
designate  parovarian  c^-sts.  Yarrous  other  cysts,  however,  also 
develop  in  the  brnad  ligament.  The  name,  thcrerorc,  has  no  definite 
significance  beyond  the  fact  that  it  designates  a  cyst  situated  between 
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the  layers  of  the  ligament.  Siieh  a  cyst  may  origiimtf  in  the  ovary 
and  gradimlly  foreo  it-*  way  Wiween  ihc  fi»lcls  of  the  hn>a<l  ligament. 
It  not  nneoniinoiily  originates  in  the  paroojiliomn  near  tlie  hiliim  of 
the  ovary.  The  gi"eat  mujority  of  hnnnl  ligament  eysts  are  either 
paroo]ihr>rot!r  or  piiro%'arian.  When  they  are  ol*  ovarian  origin  they 
are  ui^uiilly  ealled  intraligamentous  ovarian  eysts. 

The  Hydatid  of  Morgragrni  may  grow  to  .such  considerable  size  as 
to  he  a  meelmnieal  irritant  and  retjiiire  removal. 


OVARIAN   HYDROCELE. 

In  this  rare  and  curious  disease  the  dilated  Fallopian  tubecomrau- 
nieiitea  by  its  abd<miinal  ojx'ning  with  thp  cavity  of  a  ey*t.  The  o|x^n- 
ing  is  usually  large  and  eirenlar.  According  t*j  Bhiiid  8utton,'  the 
fonnatlon  of  the  ey.st  is  analogous  to  that  of  hydriM'cte  in  the  male. 
He  gives  evidence  to  show  that  it  arise?;  in  a  tunic  of  peritoneum, 

FiarBE  262. 


Tub(K>Tariau  cyst.     The  genesis  of  lliis  oysl  is  Bit  f<>rtli  in  riiupu-r  XXI.    SometiliiM  thejj 
of  a  lutKj-uvnrlmi  cyit  ttupfiuratcs;  it  la  then  kiiowu  an  a  tubo-ov«riau  atoao«M. 

which  sometimes  invests  the  ovary  as  the  tunica  vaginalis  covers  the 

teiJtis.  *   ■ 

Ovarian   hydrocele  may  suppurate,  and   may  then  easily  be  con- 
founded with  a  tnbo-ovarian  abseess.     The  treatment  is  ovariotomy. 

>  Surgical  Dist'ttsos  of  the  OvarJc*  and  Fiilluplaii  Tubes. 
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Ovarian  hydrocele  has  been  confounded  hitherto  with  tnbo-ovarian 
cyst.  The  distinctions  between  these  two  cysts  are  shown  in  the 
following  tabular  statement: 


OvAKiAN  Hydrocele. 

1.  Salpingitis  baa  nothing  to  do  with  the 
cause,  although  it  may  be  present  as  a  com- 
plication. 

2.  The  opening  between  the  tube  and  sac  is 
large  and  round  or  oval,  and  is  the  dilated  ab- 
dominal opening  of  the  tube. 


3.  The  tube,  not  large,  is  usually  tortuous, 
like  the  worm  of  a  retort. 

4.  There  is  apt  to  be  an  intermitting  dis- 
charge of  fluid  fh>m  the  tube  through  the 
uterus.— ^rops  tubse  profliueM. 


TUB(H)VARIAN  CYST. 

1.  Salpingitis  is  a  cause  of  the  communication 
between  the  tube  and  ovarian  cyst.  See  Chapter 
XXI. 

2.  The  opening  is  variable  in  size,  and  usu- 
ally does  not  correspond  to  the  abdominal  os- 
tium; if  the  cyst  Is  purulent—*.  «.,  if  it  is  a 
tubo-ovarian  abscess— the  opening  is  usually 
small. 

S.  The  tube  is  usually  larger  and  not  tor- 
tuous. 

4.  Theintermittiugdischarge— «a4»<iHr<N«pro- 
ptent—noX  common. 


CHAPTER    XXXIII 


BE€ONDARY    CH ANGE8  —  SYMPTOM AT()L( KJ Y  —  DIAGNOSIB, 

PROGNOSIS,    AND   DIFFEllENTIAL  1>IA(tNOSIS  OF 

OVARIAN   AND   PAROVARIAN  CYSIU 

SECONDARY    CHANGES. 

The  primnpal  st'ftnidurv  changes  in  ovarian  jukI  jvarftvarian  eysta 
are:  1.  Infection.  2,  Twisting  of  the  pedide.  3.  Rupture  of  the 
cyst. 

1.  Infection. 

The  sotn'ees  of  infection  fmni  which  Imcteriu  may  reach  the  cyst 
are  the  adjacent  organs — -viz.,  tlu*  adherent  Fallopian  tube,  urinary 
bladder,  and  intestine.  Formerly,  when  tapping  and  aspiration  Avcre 
fix-quent  antl  asepsis  wu.s  disri'garded,  infection  wa.s  frcfpic  ntly  intrij- 
diieed  by  tl«e  puncture.  Small  cy.sts  that  remain  fixed  in  the  jK'lvis 
ill  clorfc  relations  with  tiic  pelvic  viscera  are  more  stibjcet  to  intltim- 
nvatitni  than  the  large  growths  tliat  fill  the  abilomen.  When  ndhe- 
sion.s  (K-enr  in  hirge  cyj^ts  thi-y  are  usually  stronger  and  more  extensive 
in  t!ie  pelvis  than  in  the  abdomen. 

The  Fall«)]>ian  tube  is  donbtle^<^^  the  givatest  carrier  of  infection. 
This  may  he  inli>n>'d  frmn  tin-  fact  that  whi'U  an  infected  cyj4t  becomes 
adherent  to  a<ljaeent  organs  tlu-  strongest  adhesions  are  nsnally  where 
the  j)ois«in,  if  it  came  through  the  tube,  would  first  ivach  the  cyst — vix., 
about  the  al>dominal  end  of  the  tube.  The  inference  is  strengthened 
hv  (he  almiKst  constant  pri'sence  of  sa![>ing5tis  in  cininertiun  with  in- 
feetiiin  of  the  cyst-wnll.  Inflanunatirtn  and  e<*n<e<[iH'nt  adhcsicms  from 
this  source  are  nut,  liowcver,  c(jnfined  tt*  ihe  neigbb<u"lioo<l  nf  tlje  tnhe; 
th<*y  may  exten<l  indefinitely  over  the  tumor,  gluing  it  to  any  adjacent 
|»eritoneal  surface,  visceral  or  parietal,  and  the  iiifectif»n  may  even 
penetrate  tlie  cyst-walL 

The  itJt<'stine  and  bladder,  if  inflamed,  are  prolific  sfmrees  of  infec- 
tion. The  inflamed  gut  readily  ad lien^  to  the  cyst-wall,  aufl  becomes 
Hoflened  by  tlie  inflammatory  process  ur  thin  from  thr Mtntphtc  results 
of  prei^ure.  (ferni-bearing  gases  may,  acconling  to  Sutton,  pass  into 
the  cyst  and  set  up  suppurative  iidlammation  of  the  sac,  or  the  ad- 
herent gut  and  sjic- walls  may  become  j)erfor{ited  ;  the  snc-coutents 
will  then  escape  by  way  of  the  Ijowel.  Kxtensive  infection  of  a  cyst 
18  not  infre(piently  trac<>able  to  an  inllanu-d  adherent  vermifctrm 
ap|)eudix. 

SHltfntrnfini}.  Inflammation  <»{'  the  cyst  often  gws  on  to  suppura- 
tion and  to  tin'  formation  of  th<'  nif>st  exti^tisive  adhesions.  In  acute 
suppuration  the  svniptoms  rapidlv  become  gnive  ;  ihcv  an* :  1.  Sud- 
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suppuration  tile  sjniptcnii*^  rapidly  becomo  grave  ;  thov  aro  :  1.  Sud- 
den ciilar<rt'nirnt  (►!'  tiie  tiitnor.  '2.  Sevore  pjiiii  and  k'lidorness.  3. 
Rapid  and  wi-ak  pidsi-.  4.  Hij^li  tt'niprratnrt'  ami  (.'xhaiistioii.  Acute 
nephritis,  with  alhiiminuria,  is  a  trctpifnt  fomplicalion.  In  some 
cjLscs  ])utre faction  leads  to  the  formation  of  ga.sos  in  the  ey.st.  A 
tympanitie  note  is  then  elicited  by  percusHittn  over  the  tumor  dniiiess. 
In  rare  easf.s  nijrture  of  the  sac  ami  the  discliarge  of  its  piindeiit  con- 
tents through  the  intestijte  or  sutae  oilier  viseiis  nuiy  avert  the  other- 
wise fatal  result.  Usually  the  wAy  hojte  lies  in  pr(»m]it  ovarioUmiy. 
AdhesiotiM  are  among  the  most  constant  results  of  iiiHammation. 
Formerly  tliey  were  the  beic  noir  of  the  surgeon.  Now,  with  improved 
teehnitpic,  ttmiofiJ  that  would  formerly  liave  been  abandoned  after 
an  exploratory  ineision  are  almost  always  removed.  Adjicsions  may 
lie  abdominal  or  pelvic,  visceral  (U*  parietal.  Visceral  adhesions  are 
tlio.se  which  unite  tumor  to  the  uterus,  bladder,  liver,  and  other 
aliditminal  or  pelvic  vi.M'era.  Adhesions  to  theojuentuni  are  eomnjon 
and  often  extensive.  Inte^-tiiial  adhesions  .sonkcliiue.s  give  rise  to 
dangerous,  even  fatal,  obstruction  of  the  bowel.  Pelvic  adhesitms  are 
move  inaeeessihleH,  and  therefore  more  4lread<'<l  than  tiie  parietal.  Two 
large  ovarian  eysts,  one  from  tlie  right  and  the  nther  fntm  (he  left 
ovary,  may  enure  in  eonlact  xvith  eaeii  other  and  become  strongly  and 
broadly  united.  Tire  <lillieulties  of  diagnosis  aird  operative  removal 
are  then  much  inerea.'-ed. 


2.  Twisting  of  the  Pedicle. 

Rotation  of  the  ey.*it,  with  conseipient  twi.^tiug  of  the  pedicle,  is  an 
oe<'asioruil  and  merlons  accident. 

Arufe  Torsfitn  is  a  sudden  rotation  of  the  cyst  with  sufficient  twist- 
ing of  the  pedicle  to  set  up  gnive  i»ynip{om.s. 

Vki'onk'  Torsion  is  a  sh)w  nrtation  of  the  cyst,  with  gradual  twisting 
of  the  pe<licle.  This  gives  the  tumor  an  op]ifu-tunity  to  readjust  itself 
to  the  changed  eoirdilioers.  The  sy nrptom.s  are  less  severe  and  the 
cotu'sc  more  prohmged  tliair  in  acute  toi-sion.  The  iurpaii'ed  eireula- 
tion  may  be  partially  restored  thrniigh  ailhesions.  The  |»>diele  in 
rare  eases  is  completely  twisttd  off.  The  detuelied  tumor  mu.st  tlien 
reeeive  its  blood-supply,  if  at  all,  liy  way  of  vessels  which  reaeh  it 
only  through  adhesiuns. 

ktiolo^.     'IMie  probable  caui*e8  are: 

1.  Alternate    di>tentiiMi     mid     evaemition    of    the    bladder    or 

bowel. 

2.  A  fall  or  other  violence. 

3.  Violent  exertion  ;  tiglit  lacing. 

4.  (rrowing  pregnant  uterus. 

5.  Long,  slender  jicdide,  especially  if  associated  with  ascites. 
Patholog^y.     The  patholon:ie:d  r-esiilts  of  torsion  arc  these  : 

1.  iKdenra  from  obstruction  to  the  eircirlatiuu  in  tire  sac  wall 
due  to  eoiirpressiou  of  bhwjdvessels  as  they  pass  through 
the  twisted  pedice. 
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2.  Engorgeraent,  which  may  cause  only  occasional  extravasa- 

tions of  blood  from  small  vessels ;  or  may  be  so  intense 
as  to  cause  rupture  of  larger  vessels,  and  consequent  pro- 
fuse hemorrhage  into  the  sac  and  great  distention  and 
rupture  of  the  cyst  wall,  and  discharge  of  the  cyst  eon- 
tents  into  the  abdomen. 

3.  Strangulation  of  the  cyst,  which  may  result  in : 

Gangrene  of  cyst. 

Atrophy  of  cyst,  rare  and  only  in  small  tumors. 

Separation  of  the  tumor  from  the  pedicle. 

Peritonitis  with  obstruction  of  the  bowel  from  adhesions. 

4.  Danger  to  life  from  : 

Hemorrhage,         Sepsis, 

Peritonitis,  Suppuration  of  cvvst  causing  exhaustion. 

Diaernosis.     The  diagnostic  signs  are  not  positive  ;  they  are : 

1.  Sudden  increase  in  the  size  of  the  tumor,  the  cyst  growing 

more  and  more  tense  and  the  pain  more  acute. 

2.  Rupture  of  the  sac,  recognized  by  sudden  disappearance  of 

the  enlarging  tense  cyst. 

3.  Symptoms  of  peritonitis  following  the  above  conditions. 
Progrnosis.     Rotation,  if  sufficiently  acute  to  cut  off  the  circu- 
lation,  would   result   in    gangrene   of  the   cyst,  and,  unless   ovari- 
otomy were   speedily  performed,  infection   and   death   would  ordi- 
narily follow. 

Treatment.  The  treatment  of  both  acute  and  chronic  toreion  is 
ovariotomy. 

3.  Rupture  of  the  Cyst. 

The  cyst  may  rupture  into  the  abdominal  cavity,  or  into  any  of 
the  abdominal  vis^cera.  One  locument  of  a  multilocular  cyst  may 
rupture  into  another.  Thin-walled  secondary  locuments  very  com- 
monly rupture  into  the  abdominal  cavity,  leaving  the  remaining  com- 
partments of  tiic  cy^<t  intact.  The  oi>ening  made  by  rupture  may 
reunite  and  the  cy.st  refill. 

Causes : 

1.  Softening  or  thinning  of  the  cyst  wall  in  one  or  more  places; 

this  may  cxjour  as  the  result  of  inflammation  or  distention. 

2.  Hemorrhage  into  the  eyst-wall  or  into  the  sac. 

3.  Fatty  degeneration  or  gangrene  of  the  cyst-wall. 

4.  Suppuration  in  the  cyst. 

o.  Papillomatous  growtlis  j^enetrating  the  cyst-wall. 

6.  Direct  injury  from  blows,  falls,  careless  palpation  in  examina- 

tion and  contraction  of  the  abdominal  wall  in  labor. 

7.  Torsion  ;  sec  twisting  of  the  pedicle. 

Results.  A  ruptured  parovarian  cyst  may  in  exceptional  cases 
become  obliterated  and  thereby  spontaneously  cured.  Cases  of  sup- 
posed ovarian  cysts  have  been  reported  as  cured  by  rupture  or  tap- 
ping, but  it  is  known  that  an  ovarian  cyst  cannot  be  cured  in  this 


way;  the  tiiraors  in  qnestinn  must  therefore  have  been  parovarian. 
The  farmer  pnictsce  i<f  tajijiitiLJ:  oviiriuii  cysts  as  a  means  of  radical  . 
cure  has    therefore    beeu   abaudoued.      Even    jiarovarian   cysts   are 
better  treated  by  removal. 
Riiptiirc  may  occur  into  : 

1.  BlacMcr.  5,  Small  intestine,  rare 

2.  Vagina.  6.  Stomaeh,  rare. 

3.  Rectum.  7.  Fallopian  tube,  rare. 

4.  Feritotieal  eavity,  most  frequent,       8.  Abdominal  wall,  rare. 
Fate  of  Escaped  Contents  and  Sequels  of  Rnptnre  : 

1.  If  rupture  of  a  parovarian  or   an  ovarian  cyst  containing 

innocent  aseptic  fluid  hikes  place  into  the  abdomen,  the 
fluid  mav  be  ah.sorbed  through  the  peritiineum  and  elimi- 
nated by  the  kidneys  without  harm. 

2.  If  rupture  of  a  papillomatous   cyst    takes    [)laee    into  the 

alxlometij  tlie  cyst  contents  are  liable  to  form  secondary 
papilhimata  on  the  peritoneum. 

3.  The  contents  of  a  dermoid  cyst  may  engraft  septic  epithelium 

on  tlie  perit{)neum  and  cause  fatal  peritonitis. 

4.  The  colloid  contents  of  a  cyst  may  cause  jwritonitifi. 

6.  The  contents  from  a  malignant  cyst  may  engraft  malignant 

disease  on  the  peritoneum. 
6.  If  tlui<l  passes  by  rupture  into  a  hollow  viscus,  the  opening 
may  close  ancf  the  sac  refill,  or  the  opening  may  I'emaiii 
and  tninsmit  the  contents  of  the  viscns  tt»  the  sac;  thus 
feces  and  gas  may  esea[>e   from  the  bowel  to  the  tumor 
and  replace  tlie  tumor  duluess  with  resonance  on  percus- 
sion ;  or  urine  from  the  bladder  may  fill  the  sac. 
The  SymptomB,  Diagnosis,  and  ProgmoBis  of  rupture  will  var^' 
according  to  the  condition  outlined  in  the  preceding  paragraphs.  The 
gravity  of  the  case  will  depend  upon  the  nature  of  the  escaped  fluid. 
The  accident  even  in  the  mm-fatjul  cases  is  apt  to  be  marked  by  sudden 
severe  pain,  and  by  more  or  less  severe  peritonitis  with  adhesions.     A 
monocyst  u]x>n  discharge  of  its  contents  will  collapse.     A  polycyst 
upon  rupture  of  one  or  more  of  ite  locnnients  only  changes  its  form. 
Rupture  of  an  infected  cyst  is  usually  fatal. 

Treatment.     The  greater  the  gravity  of  the  case  the  more  urgent 
the  indication — immaliale  ovariotomy. 


SYMPTOMATOLOGY. 

The  Symptoms  of  ovarian  and  parovarian  tumors,  of  which  none 
is  pathognomiinic,  arc  thuse  \ 

1.  Nutritive    disorders;    intestinal    indigestion,  and   in   manj 
cases,  constipation. 

2.  Menstrual  disturbances;  not  very  significant  : 
a.  Iherine  hemorrhage  or  amenorrhcea. 
h.  Dysmenorrhtea. 
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3.  Sterility  j  not  invariable,  even  in  bilateral  cases. 

4.  Prcgnaacv  tuay  be  simulated. 
6.  Pain.H  from  in-rltoniti.s. 

6.  Pressure  symjttoms  J  these  are: 

a.  Vosi<'al  nntl  roctal  tono^nius. 

b.  iFAlcmn  of  viijiriiiti,  viilvii,  ami  lower  extremities  from 
pivssm'*'  till  iliiic  veins. 

c.  Aluiomimil  pain.-*. 
</.   rteritu'  ilispluecments. 
e,   Hemurrhoids. 
/.  Urinary    functions     disturbed  j     Albuminuria     from 

prossure  on  rvnal  artery  ;  siipprossion  of  urine 
ami  livdroneplirosis  from  pressure  on  ureters. 
Vesical  irritation  ami  ey^titi^?  IVoiii  pressure  od 
bladiler. 

g.  Ascites  from  i>res8ure  on  veua  cava,  or  fruni  nmlig- 
iiaticy, 

A.  l^ressnre  on  tboractc  viseera  may  eaiipe  most  distrei«s- 
ing  .symptoms,  sueli  a8  \veakn»'8s  of  the  heart,  rapid 
pulse,  and  <ilvspncea  so  extreme  that  tbi-  [jatieut  i^iust 
continuously  maiiituin  the  sitlinp:  posture,  night  an<l 
ilay  ;  pressure  on  the  stomaeh  and  bowels  may  eaUM* 
nausea,  vomiting,  nn<l  other  alimentary  disturbances  ; 
pressure  on  the  liver  and  bile  ducts  may  cause 
ciitnrrhal  jaundice. 

7.  Umbilical  tiernia — occasional. 

8.  Atrophic  lines  on  abdominal  skin  when  cyst  is  large. 

£).  The  Facies  Ovariana.  This  is  a  |feeuliar  facial  expression 
that  is  hitrldy  diagnoistie  of  the  disea-se  in  the  later  stages. 
It  is  difHcult  to  deseribe,  but  once  seen  is  easily  remem- 
bereih  The  uatornl  facial  expressiou  h  modified  a» 
follows  : 
<t.  The  faci'  is  shrivelle<l,  elongateil,  and  has  an  anxious 

and  care%roi'n  expression, 
6.  The  nostrils  are  wide,  the  nniiles  of  the  nose  and  mouth 
are  dnivvn  down,  and  the  lips  are  thin. 

c.  The  cheeks  are  furreiwcd  and  the  face  in  marked  by- 

deep  wriukh's. 

d.  The  sp:«ee  between   the  eyelids  and  the  bony  margiQ 

of  the  ttrbils  is  .-iutikeii  and  holli»w. 

e.  The  whole  areolar  tissue  of  thi*  face  i^  atrophied. 

/.  The  face   is   pale,  but  not  with    that  jwcuHar  leaden,  i 

willow,  or  piirchment-like   color   se^-n   in  malignant 

disease's.* 

Thf  fnrifH  ovftfiona  h  quite  in  contrast  with  an   ludeserilfable  and 

Imb  niarkc*!   facial  expression   known  as  the  j'arirM  ntrrina.     Tliis  is 

often  proeut  ill  pregnancy  and  sometimes  in  i«ses  of  uterine  tumors. 

The  face  is  full  ami  fluf^hed. 

•  A<U|>ttttlon  from  Pcm1cc'»  Ovartiin  Tutnor«. 


Enormous  Ovarian  Cyst,  wiih  Pendulous  Abdonnen 
and  CharacterUUc  Emacialion, 


ifc^ 


The  recognition  of  a  large,  uncomplicated  ovarian  cyst  is  usually 
not  difficult.     The  meana  of  diagnosis  are  these ;  * 

1.  Clinical  history. 

2.  Inspection. 

3.  Pa!  put  ion. 

4.  IVreussion. 

5.  Conjoined  examination. 

6.  Mca.snrenient. 

7.  Aspiration  or  tapping. 

8.  Exploratory  inci?nion. 

The  physical  examination  by  iusj>ection,  pal[iation,  percnssion,  or 
conjniiiwl  nianipiilatlun  requires  tiiat  the  Jibtlonien  be  exposctl  and 
that  the   jjiiticut  He  on  a  hard  eotich  or  table,  prei'erably  the  latter, 

1.  The  Climical  Hietory  shouhl  include  a  consideration  of  the 
secondary  ehangerf  as  otUlined  in  tliis  chapter.  It  also  includes 
the  symptoms  n<fto<i  in  the  fitregoiug  |mnigraphs,  the  age,  social  con- 
dition, pregnancies  (if  any),  family  history,  and  menstrual  history  of 
the  patient. 

2.  Inspection.  If  the  tumor  is  small,  the  enlargement  will  !>e 
moyt  ap|Kirent  on  the  aflbcted  side  ;  as  it  grows  larger  and  rises  out  of 
the  pelvis  the  swelling  will  l>e  greater  in  the  lower  part  of  the  abdo- 
men between   tlir   piibes  and  the  umbilicus,  and  will  be  nearer  the 

1  Pcaslee'9  Ovarinu  Tumors. 

•In  iht!  dtfttrnwis  and  dlfleroiitial  fHatrmwIs  1  hnvc  mmHe  numpmuH  nflaptatloiiR  fWim  the 
elAwical  work  on  ovurian  tumor*  by  mj-  honored  rrlcnd  und  teacher.tho  lat^j  Edmuud  lUiudt'lph 
Feaiilee. 
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median  line.  Abdominal  enlargement  from  :i  uniloiular  cyst  Is 
obviously  more  syninietrii'al  tliaii  fmm  a  miiltilin'ultir  cyst.  With 
declining:  strenti;th   the  iacies  ovariami  bcoonns  nmre  pmiiouncod. 

3,  Palpation  will  j<ho\v  usnally  a  fturttiatiiig  tnmor:  it*  small,  in 
tbe  jUL'lvi.s  ;  if  large,  extendiiii^  into  tlte  abdonit  n.  The  mass  will  be 
mneh  more  distinct  on  the  aifeeted  side,  't'he  detrree  and  rhanicter 
of  elasticity  will  vary  with  the  tensrness  of  the  eyst  and  the  eimsist- 
eney  of  the  contents.  A  p:reat]y  distended  tense  sac,  esjK'cially  if  the 
contents  are  ?»eniisoIid,  may  feel  like  a  solid  tumor, 

Althongh  it  is  rare  to  find  solid  niatler  predominating  in  the  ovarian 
cyst,  large  masses  of  appirently  soliii  nuittcr,  and  smaller  niMlule.s  of 
very  hard  or  boue-like  snbstance,  are  often  tt>  lie  detected  by  palpa- 
tion. The  mrn*e  solid  parts  are  fmind  nitln-r  in  the  pelvis  tfian  in  the 
abdomen.  The  different  h>fuments  of  a  nudtiloctilar  cyst  ;irein  some 
ca;ses  easily  outlined  by  jwdjiation-  The  cyst  nniy  sonjetinu's  lie  moved 
from  side  to  side,  and  np  and  flown  ;  the  degree  of  mobilily  wnll  de- 
j)end  ujwn  its  size,  the  length  of  the  pedicle,  and  the  extent  of  the 
aiihesions.  In  cases  of  very  thick  or  rigid  abdonrinal  walla,  and 
especially  of  small  tnniors,  amesthesia  facilitates  the  examination. 

4.  Percussion,  The  tumor  sac,  with  its  contents,  occnjiies  the 
anterior  part  of  the  abdomen  ;  the  intestines  arc  in  the  posterior, 
lateral,  and  npper  iKurts  ;  hence  the  maximum  dulness  on  percussion 
will  be  over  the  anterior  and  lower  portions  of  the  abdomen.  Since 
the  cyst  cxtend.s  from  the  jvelvis,  tlie  dnlness  will  be  continuous  from 
the  alxlomcn  into  the  pelvis  ;  it  will,  however,  cease  abruptly  or  shade 
off  into  resfmance  and  tympanites  at  the  limits  of  the  tumor,  toward 
the  sides  of  the  abdomen  and  toward  the  diaphragm.  This  is  lK>catis*e 
the  spaces  above  and  to  the  sides  of  the  tumor  are  fdlcd  with  intestines. 
For  Uic  relative  areas  of  dnlness  and  resonance,  see  Ditferential  Diag- 
nosis of  Ovarian  Cyst  and  Ascites,  The  location  of  the  cyst  does 
not  change  with  change  in  the  position  <jf  ttie  patient  ;  the  area.s 
of  dnlnesj*  correspond  to  the  location  of  the  tumors,  and  are  con- 
stent. 

Tfie  Perritsmmi  Wave  nsnally  pn>scnt  is  elicited  by  placing  the 
finger-tips  of  the  left  hand  to  one  side  of  the  tumor,  and  witli  the 
finger-tips  of  the  right   hand  sharply  tapping  or  thumping,  or  with 


the  thumb  and  linger  snapping  the  otlier  side,     Tn  very  tense  cysts 

»!id  cif 
absent. 


and  in  cysts  with  semisolid  citnttnts,  like  dermoids,  tbe  wave  may  be 


5.  Coruoined  Examination,  which  includes  vaginal  and  rectal 
touch,  will  usually  show  the  rekilious  of  the  uterus  to  the  cyst.  The 
importance  of  this  means  of  diagnoriis  is  great,  for  any  cyst  of  pelvic 
origin  not  connected  with  the  uterus  is  almost  certainly  ovarian  or 
parovarian.  If  therefore,  upon  vaginal  or  rectal  ttjuch,  the  uterus 
proves  tit  l>e  lieahhy  and  normally  moliili',  with  little  or  no  increase 
in  the  lengtli  of  its  cavity,  the  presumption  is  in  favor  of  an  ovarian 
tnmor;  if,  upon  conjoined  examiuatiun  widi  one  ur  two  fingers  of  the 
left  hand  in  tlic  vagina  or  rectiun,  anil  the  right  hand  over  the  abdo- 
men, the  uterus  can  be  made  out  distinct  and  separate  from  the  cyst, 
the  proof  of  an  ovarian  tumor  is  almost  complete. 


1. 


PROGNOSIS. 
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In  very  exceptional  cases  of  ovarian  cyst,  however,  the  uterus  may- 
be enlargetl,  drawn  up  out  of  the  true  pelvis,  immobile,  ujkI  other- 
wiHe  abuormal.  The  cyst  may  he  so  mouliletl  to  the  {>elvi.sa!j  to  press 
the  uterus  forward  and  upward  and  flatten  it  against  the  pubes. 
The  tumor  and  the  uterus  may,  through  adhesions  or  Iwation,  be 
nearly  or  quite  tnse(KimbIe  frotn  each  other ;  aueh  conditions  are 
very  indicative  of  uterine  tuinorn,  hut  are  cK^ejiaionally  found  witli 
ovarian  cysts.  See  DiUerential  Diagnosis  of  Ovarian'  Cysts  and 
Uterine  Tumors. 

6.  Measurements.  The  cireular  meaiiurement  of  the  abdomen  is 
increased.  The  distance  from  the  anterior  superior  process  of  the 
ilium  to  the  uudjilieiis  is  f^reater  (Hi  the  atfectetl  side.  The  distance 
from  the  puhes  to  the  umhiiieus  is  relatively  more  increased  than  that 
from  tlie  umhilieus  to  the  eusiform  wirtilajije. 

7.  Aspiration,  or  Tapping,  once  a  eoraumn  means  of  diagnosis, 
is  now  almost  ahaudoued.  This  is  because  there  is  always  some 
danger  from  the  possibU'  escape  .of  fluid  into  the  abdominal  cavity. 
The  diiignosis  can  usuidly  lie  made  without  tapping,  and,  moreover, 
an  exphiratory  incision  is  safer  and  more  etfeetive. 

8.  Exploratory  Incision  is  the  fuial  resort  in  diagnosis  and  differ- 
ential diagnosis.  When  this  is  ilone  the  patient  should  be  prepared 
for  ovariotomy,  antl  the  tumor,  if  operable,  should  be  removed. 

Under  the  general  heading  of  diagimsis  may  be  included  the 
diagnosis  of  adhesions  ami   the  diagnosis  of  malignancy. 


Diaffnosis  of  Adhesions. 

Adhesion  may  be  recognized,  though  not  with  certainty,  by  the 
follow  ing  signs  : 

1.   Immobility  of  the  tumor. 
3,  Sensitiverjcs.s  on  pressure  (peritonitis). 

3.  Bands  of  adhesions  may  sometimes  be  felt  through  the  vagina 
or  at  the  sides  of  tiie  tumor. 


Diagnosis  of  Malignancy. 

The  physical  signs  of  malignancy,  not  conclusive,  are  as  follows  : 

1.  Nodular,  hard  sin'fuee. 

2.  Ascites,  always    present    in    malignancy,  seldom    in    benign 
tumors. 

3.  Cachexia,  and  oedema  of  the  lower  extremities. 

4.  Metastasis. 
6.  Kapid    increase  of  growth    and    infiltration  of  surrounding 

structures. 

PROGNOSIS. 

The    prognosis,    without    operatitm,    of    ovarian    and    |>arovarian 
tumors    has    been    partially    indicatcil    umler    Secondary    Change 
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in  the  first  part  of  thb  chapter.  Blultilaciilar  proIilc««iJ 
cysts  and  pfipilloraalous  cjbU,  if  not  n^move^f,  »ij;ually  caij 
death  in  about  three  yfiira.  The  initncdiato  ciimf-a  tjf  doatli  « 
these ;  I 

1.  Exhuuptioii   due    to   intcTtti-eucf*  with   sleppj  nutrition,  al 

re.spiratioD. 

2,  Nephritis,  hydnmephrosis,  unEmia,  cystitis,  pvelitis. 

3,  Peritonitis  and  intes^tinal  ob^tnictinii' 

4,  Siippiinitioii  aud  gungrtrnt-  of  cyst. 

5.  Rupture  of  cyst;  hemorrhages  from  any  oaiise. 

6.  Impediment  to  labor. 
The  prognosis  with  ovuriotomy  «boidd  reduce  the  roortality  to  i 

least  5  j>er  cent. 


DIFFERENTIAL   DIAGNOSIS, 

This  subject  involves;  first,  the  differential  diagnosis  of  ovarii 
and  parovarian  cysts  from  one  another;  second,  the  differeiitiatici 
of  these  cysts  from  other  cooditioiis  wiUi  which  they  have   befl 

confounded. 


DiBtinotion  between  Ovarian  and  ParoTanan  Cysts.  1 


This 

Becondary  vMaiJti--.      .i  nt  i-jin^r, * 
emphasize  the  uifferential  points : 


I 
lis  diijtincticin  \i\x»  been  giveu  under  pathological  anatonfiy  aa 
Jary  ohani^'?>.     The  following  tabular  statement,  however,  wS 

isizp  tho  diftprfntiiil  nointn  :  1 


(JVARIA!*  i:\WT9. 

1,  Devclrtp  ftrim  thi-  ovary. 

2.  Usuully  [iiiiliiltinilur. 

S.  Apt  tn  con  t  met  (nlhcsintis. 

4,  Mar  h*'  Miimll  ur  nttajji  eaormoui  slecj 
growth  mpiil. 

5,  Jf«\'tT  cured  by  tiiplifrjir, 

(1.  Fluid  mny  b.>  thl^-k.  thla,  muddy.  llRht, 
dMk,  8tr*w-  tir  CHI  flue -foInrcHi,  aibuminniiH 

7,  rHtiMty    periithMlUti'it    utiIms    HHiinti'd 
between  Mth  of  Smmcl  Uvfiimpiit. 

H.  Sitiitcrlniva  coTilaliia  wnrta^i.  r.,  pnf)l)1i>> 
tnnttt. 

9.  8«p  wnll  >t<R'9  ijfit  usually  hotVo  |>e>rllo» 
iieii)  I'lJverltiK. 
1<I    Apt  tt»  lMprttn<"  ttilvtiimmtniiw  r»r  jwplJlfi- 

)).  1*  Aiul  111  three  iir  ftmr  yt^im.    rurlvH 
ovnrlttiit  tn«rkpr). 


1.  Deifelwii  from  tho  parovartum. 
*J,  Aittioet  almayn  unilnculjir. 

3.  Do  not  usually  tdotmet  adheHlon*. 

4.  Maf  bia^umc  quite  large,  but  not  BOlftM 
Aa  ovilriAn  cys<te;  pmwth  ulow. 

5.  Sotaef  lines  rtirLHl  by  tipping, 

«,  Fluid  uaujiUy  IJtfljt,  Hke  iprlng  wpftl 
S|M>rlflr  jfmvlty  mrely  o*  !ii«h  ns  lOlO,  Mjlj  |) 
oliJ>-  Bllglitly  liUiunkknoiit  or  nrm-nlljumlnait4 

".  I'THially  lioi  poduncultttod,  I>evt)la|*ta«1| 
In  broiifl  ISf^tiicnt. 

ft.  Ptl*iom  priplllnBiitttcmii. 

9  ti\c  \itn*  prfitnnvni  eovfrtnf,  from  wl&tal 

It  m»)'  Im-  rt'A4lly  iHtucLluiiU-il 
III.  U  ntdUn'r  nil.  udt'iKDun  iiur  A  pni^Uloini 

II.  May  liot  liniMilr  liiiiltli  Tor  iiiiLiiy  ftmri 
TmsWi  ov  Art  Kim  iiltwMil  nr  ruit  ttmrlevd. 


Demwifl  Tiimova  develop  fmrn  the  cortex »  and  nre  a  P|>eeia 
vainety  of  ovarian  eyst^.  Tbfy  luue  b»'eii  specially  tlescribed  ti 
II   preceding  chapter,      The  diuginmlie    points  by   whieii    they   m%% 
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be  distingui.*licd   from  the  tlirce  kinds  of  cysts  just  tabulated  are 
these : 

1 .  Fiicics  ovariana  comes  very  late,  if  at  all. 

2.  The  tiiiiior  may  exist  for  many  yearn  without  impairment  of 
the  general  Ix-ulth. 

3.  Abdominal  enlargement  n.snally  to  one  side;  is  otherwise  sym- 
metrical- 

4.  The  tumor  thyes  not  grow  to  very  largt^  size. 

5.  The  contents  are  too  thick  to  jK'rmit  tajunng  even  with  a  large 
trocar, 

6.  Inflammation  of  cysts  and  adhesions  not  very  uncommon. 

7.  Sjinntaueous  rupture  not  common. 

8.  <lCdenia  of  lower  extrenjities  rare. 

9.  Flnctnation  and  percu-ssion  wave  obscure  or  absent. 

10.  Sac  eontjiins  dermoid  elements. 

11.  Tumor  apt  to  undergo  sarcomatous  or  carcinomatous  degenera- 
tion, especially  in  children. 

12.  May  occur  early  in  childhood, 

PlOCKI  2Q4. 


^^U 


rA-:;i:ri>*;>.^.v',;:;^M 


.  V.lV 


»\\ 


>> 


^\ 


I'M. 


Shape  or  nbdomeu  with  monocystio  ovarian  or  parovarluu  luiuor. 


ttvrrm 


The  Differentiation  of  Ovarian  Cysts  ftrom  Other  Conditions 
that  may  be  Mistaken  for  Them. 

The  pathological  conditions  that  have  been  nuKtaken  for  ovarian 
cysts  may,  for  eonvt'ni«'nct>  of  desfri]>tiini,  Ik*  flivided  into  those 
wtiich  originate  in  the  pelvis  and  thos^e  which  originate  in  the 
aMomen. 
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ISTEAPItVIC  COKDITIONB. 

Norm&l  ge:sbition, 
Ilydrflranlos, 
Preiimaiicy         \  Tubul  pregnnncy. 

(rc'5tJili<"«ii   in  one  horn 
of  a  bifuTcati'd  ut«ras. 

MyoniiB, 
Sarcoma, 
Carctnoiaa, 
Metrkia, 
Ha-mMtomctra. 
IlyJroiiietrn, 
l*y<inn'tra, 
I  PhysoHnHra. 


Uterine  tomon 


Inflftmmatory 
enlargcmenl 


■  Parametritis, 
Pelvic;  ntwooss, 
Sactosnlpinx, 
PcritonJtis, 
Pericieal  ohscesB. 


Abpominal  C-ONDmoJW. 

AjKlilCB. 

Eiu-ysli'd  iiseitCB. 
Ilydatul  cysts. 
Rc-rial  lumoni. 
FtoHtiiiK  kidney. 
Pfmiirtatic  cyst- 
Enlarged  liver. 
Mesenteric  cyst. 
CystB  of  the  uracbUB. 
Enlargred  kaH -bladder. 
Int«?«tinal  tutaon. 
Fatty  tumoni. 


One  or  iiioro  of  the  siIkivc  rotulltions  may  fttoxist  witli  ovaru 
cystoma.  Tho  (li:i<ruc><is  is  tlicii  (Nunplicntcil,  (iittiniU,  aiiil^  without 
t'X]*lt)r.itory  incision,  nuiv  l>c  iiiipossilik'.  Bofore  taking  up  the  siil>- 
jt'cLs  otitliiicMi  ill  the  furr'^oing  table  it  is  im|)ortaut  to  consider  the 
following  qm^fttion : 

QuFSTlox  I, :  Is  there  any  ttinior  at  all  within  the  j>eritoneal 
cavity? 

The  abilomon  has  been  repeatedly  (tpened  for  the  removal  of  a  sup- 
posed ttvarian  tumor,  wlieti  tio  tumor  t>f  any  kind  existed;  eveu  more 
frei|uently,  tapfiin^and  iK"^|nmtion  have  been  done  when  iicj  Jluid  was 
present.  One  authi>r,  in  his  statistieal  tables,  mentions  no  less  than 
twenty-one  eases  of  this  kind.'  The  folhming  eonditions  may  have 
the  a|>pearanee  of  an  intra-abdominal  enlargement  when  no  such  en- 
largement exists  : 

1.  Fat  in  the  abchjminul  walls. 

2.  Pltanttjm  tumor. 
-X  TymjKJintes, 

4.  Feeal  nofnutmlations. 

5,  Distended  hlad^ler. 
fj.  Dilated  stomaeh. 

1.  Fat  in  the  Abdominal  "Wall.  An  eminent  British  surgeoa 
onee  laid  open  the  abdutneu  from  the  pubes  U*  the  ensifonn  eurtilagc, 
only  to  tiiid,  instead  of  an  ovarian  eyst,  a  mass  of  subeutaneans  fat. 
Similar  blunders  have  rep-atedly  oecurred.  Such  an  error  at  the 
present  tlay,  however,  would  be  alnnhst  im|)ossihlc.  Xo  proper  signs 
of  ovarian  ejst  would  be  present  in  sueh  a  ease.  The  mass  cd'  fat  in 
the  abthjnjinal  wall  may  be  graspeii  lietween  the  hands  and  isolated 
from  the  abdtnnen.  Vaginal  tom,-h  wotdd  alsoyiidd  negative  evi«Ience 
of  a  tunior.  (ireat  thickening  of  ihr  abdominal  wall  frnni  unleraa  is 
difterentiate*!  by  pitting  en  pressure. 

2.  Phantom  Tumor.    Some  hyHterioAl  women  have  the  power  so  to^- 
contract  the  alRloniinal  muselcs  as  to  force  up  the  tymjauttie  intestines 
into  a  bunch,  anil  in  this  way  to  make  an  apparent  abdominal  cuhirge- 

'  John  ClM7,  In  OvariMi  Tnmois.  W%  Peaaleo. 
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ment  in  form  like  that  of  a  tumor.  Prolonged  firm  preamire  with  the 
palms  of  the  hands  usually  overcomes  the  museidar  cfnitractton.  The 
percussion  note  is  deeidedly  tympanitie.  Autesthesia  completely  ex- 
poses the  deception. 

3.  Tsnnpanitee.  The  almost  iiicredihle  blonder  has  occasionally 
been  made  of  mistaking  tympanites  for  an  ahdominal  tumor.  This 
has  usually  oeeurretl  when  the  evidences  of  perenssiou  and  |)alpation 
were  obscured  by  large  amoimts  of  abdominal  fat.  Tympanites  will 
be  known  by  resonance  on  percussion,  absence  of  tlie  pereu>48iou  wave, 
and  by  the  negative  results  of  vaginal  touch. 

4.  Fecal  ac cumulation b  in  the  l)owcl  have  wcasionally  led  to  the 
suspicion  of  an  iivarian  ey!?t»  Tlie  history  of  constipation,  supple- 
mented by  palpation,  will  clear  the  diagnosis  j  if  not,  active  catharsis 
will  remove  all  doubt. 

5.  Distended  Bladder.  Retained  tirine  may  accumulate  in  large 
quantity  until  the  bladder  a]>pears  betwoeu  the  jjuhcs  and  iimbillcuB 
as  a  distinct  fliictiiating  tumor.  The  external  appearance,  nn  in- 
spection, pali»ati<in,  anil  percussi<m,  is  ver>'  like  ovarian  cystoma. 
Ihe  anterior  vaginal  wall,  however,  bulges  into  the  vulvar  arifice. 
There  is  an  almost  (ir  quite  eoiitinufuis  oveiilow  of  uriup  through  the 
urethra.  Hypogastric  pain  and  distress  are  urgent.  The  use  lA'  the 
catheter  will  settle  all  jtussible  doubt. 

6.  Dilated  Stomach.  The  author  personally  knows  of  one  case  in 
which  a  dcserve4lly  eminent  surgeon  ttptuied  th*'  abdomen  for  a  sup- 
posed ovarian  eyst,  antl  found  instead  a  <lilated  stomaeli,  Tiie  condi- 
tion would  be  (lislinguislied  tVom  ovarian  cyst  by  the  maximum  en- 
largeruetit  aliove  instead  of  buhiw  the  umbilicus,  and  by  resotutnee  on 
jMircussion  all  over  the  tumor.  A  [fo>!tive  test  in  to  let  the  patient 
Bwallow  water  while  the  stethoscope  is  placed  over  the  tumor.  As  the 
water  reaches  the  stomach  its  gurgling  sound  will  be  clearly  heard  all 
over  the  enlargement, 

Gi%en  sufficient  evideucc  that  there  is  a  tumor^  tlie  next  inquiry- 
is — 

QuKSTiON  II. :  Is  the  enlargement  of  pelvic  tir  of  abdominal 
origin  ? 

If  not  of  jH-lvic  origin  it  aimmt  be  ovari:ni,  and  theretbre  does  not 
oome  within  the  scope  of  this  intpiiry.  If  the  hand  cannot  he  inserted 
by  dei'p  firm  pressure  between  the  tumor  and  the  symphysis  pubis,  it 
is  inferred  that  the  tumor  rises  from  the  |)elvis  ;  if  tlie  vaginsd  and 
rectal  totich  coiiHrm  this  inference,  it  is  so  decided.'  The  ijelvic 
origin  of  the  tumor  being  established,  the  next  inquiry  is — 

QrF:.STf(jN   III.  :  Is  the  tumor  jx^ssibly  due  to  pregnancy? 

Tlio  Inuntliation  ttf  attempting  to  remove  from  a  pregnant  woman 
an  ovarian  tumor  which  does  not  exist  may  be  avftided  by  assuming, 
Until  the  contrary  is  proved,  that  every  abdominal  eulargemeut  is  due 
to  pregnancy. 

>  Adaptation  from  Feaslec's  Ovariaa  Tumors. 
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Differential  Diagnosis  of  Normal  Gestation  and  Ovarian  Cyst* 


Normal  Gestation. 

1.  EnlarsBinent  iuddon,  nipid,  and  usually 
■TRiinetrical. 

2.  Fades  natural  and  healthy. 

3.  Superficial   veios   of  aMoiucn   not  en- 
larged.    GEdcma   of   ankles    not   uncnmmou    only  oftvr  oue  or  two  ycara. 
aflrr  avwa  innuths. 

4.  Klurtuation   not  dldUuct   unleaa    liquor 
amail  is  excessive. 

5.  Monatruttilon  arrected. 


OVAIUAJf  CY^T, 

1.  EnlarpTPUieut   gniduii)   nnd.   until   tolBOK 
becomes  largo,  ii»ynimotriraI. 

2.  Fades  ovniiuua.    Page  ilV,. 

3.  Veiu«  eiilarvi^d.    Gvi1i>ma  exceptional  Utd 


'•4 


6.  Va^nnl  touch  rtetects  aoOeninp  and  ap- 
parent flhortenitin;  of  the  cervix  mid  oiilurgi."- 
xaent  of  the  Jitonii;.    No  L-xtra-iitcrine  tumor. 

7.  Ballottoment  gives  liufmlst'nf  f.vtus. 

8.  Friftal  heart  8<^undl4  uftt-r  twrii(i<>l.li  week. 
S.  Fti'lal  moYeini-iitfl  nl«<*ut  Bixlci-nth  woek. 

10.  Brilnnjc-d  scbaceoua  gUndyi  untl  aruola 
about  nipples  darkpn«^4. 

11.  Tumor  has  developed  in  »ix  to  nine 
mnntha. 


4.  UsunUy  very  dJatinct,  capeclally  In  inoao> 
cysta. 

5.  Not  usually  arrustvd  ual««s  Ute  la  tlw 
dtaease. 

fi.  TTteniB  unchanged  oxccpt  by  dlspla 
luent,  usually  I"  front  uf  or  behind  the  cj 
Tumor  cxtra-utt'rini?. 

T.  BalloLtumunt  givo.t  negative  resulta, 

K.  None. 

9.  None. 
10.  Karely  imitated. 


II.  Development   continues 
yenTs. 


one   to    three 


If  the  fetus  is  dead,  the  heart  sounds  ami  fciial  movcraente  will, 
of  I'cturst',  not  \w  [jrcsorit. 

Ovarian  ryst  aud  prt'i^iumrv  not  infrequently  enexist.  The  diag- 
nosis is  tluMi  mside  In'  tlie  eliniral  history  rtf  both  r<nuliti«nis,  hy  ])alpa> 
tiun,  unci  l>y  conjoinwl  examination, 

IIif<frifnimo»  is  an  excess  of  amniotic  fluid.  There  is  nnrnially 
from  six  to  thirty  ouneos  ;  this  amount  may  \w  inert*ased  en(*rmoos]y, 
givintr  the  uterus  the  apj>earance  of  an  immense  cyst.  Thr  atttmipt 
has  occasionally  been  inade  to  tup  or  remove  ?.uch  a  turuor  by 
mistake  for  an  tniiriau  cyst. 

The  differenliul  diagnosis  of  hydramnios  and  ovarian  cyst  is  as 
follows : 


llY1>RAVNII.>B. 

1.  Evlilcnre  of  prcRnaucy. 

2.  Rapid  deveiopmcDt. 
3  Ballottement. 

4.  PlstoBtltiQ  symmetrical. 


OvAniAN  Crar. 

1.  Not  uiuaL 

2.  Slow  dcveloptnent. 
8.  Absent. 

4.  Distention  on  one  side. 


Tuhal  Prcguaneif. 
in  Chapter  XXXVI. 


The  diajrnosis  of  tins  condition  ^vill  be  found 
Fidike  ovarian  cyst,  it  gives  an  early,  though 
irregular,  histor)'  as  of  norawd  pregnancy.  Coiijuintid  examiiiatinn 
before  rupture  shows  a  l>o^gy,  fluctuating,  juil^atiug  tumor  at  the  side 
and  back  of  the  utiTus.  After  rupture  the  tniuor  i.-^  less  distinct, 
non-pulsating,  and  non-fluctuating.  At  or  near  the  time  of  rupture 
the  cDdometrium  tlirows  oil'  a  in<_>dified  deciduu  of  pregnancy.  The 
i^ymptoms  of  rupture  are  urgent;  they  are  thei*K.'  f»f  |»elvic  htemato- 
cele,  and  are  not  likely  Uy  be  mistaken  for  any  syn»ptt»ms  of  ovarian 
cyst  unless  it  Ikc  tho.se  of  niptiin*  of  the  sac  or  twisting  of  the  ixdicle. 
Gedation  In  One  Horn  of  a  Btfurcntffl  f'IcruM.  The  luii lateral 
location  may  give  bieornate  pn'gnancy  the  app<"anin(x?  of  an  ovariuu 
cyst  or  of  a  myoma. 

1  AdK|iialii)n  from  Peanlce's  Ovariiin  Tunion. 
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Question  IV.  :    Is  there  a  uterine  enlargement  due  to  other 
causes  than  pregnancy? 

The  pathological  conditions  suggested  by  the  question  are  these  : 

Uterine  myoma.  Haematometra. 

Uterine  sarcoma.  Hydrometra. 

Uterine  carcinoma.  Pyometra. 

Metritis.  Physometra. 


Differentiation  of  Uterine  Myoma  from  Ovarian  Cystoma.' 


Uterine  Myoma. 

1.  Slow  growth. 

2.  Facial  expression  unchanged.  Face  may 
be  tall  and  flushed ;  later  pale  from  hemor- 
Tbage. 

3.  General  health  usually  unimpaired  ex- 
cept from  loss  of  blood.  If  submucous  or 
mural,  may  be  painftil. 

4.  Abdomen  usually  very  asymmetrical 
ih>m  irregular  shape  of  tumor. 

6.  Abdominal  veins  not  usually  enlai^cd. 

6.  Action  of  kidneys  normal. 

7.  Usual  menorrhaf^a. 

8.  Elasticity,  not  fluctuation.  No  percus- 
sion wave. 

9.  Surface  Arm  and  usually  lobulated. 

10.  Vaginal  touch  and  conjoined  examina- 
tion show  tumor  dense  and  Arm,  and,  unless 
pedu  nculated ,  continuous  with  uterus.  Uterus 
large  and  heavy. 

11.  Uterine  cavity  much  elongated. 

12.  Uterus  moves  with  tumor. 

13.  Negative  results  from  aspiration. 
Exc€pti(m.—A  subperitoneal   myoma  with  a 

long  pedicle  moves  independently  of  the 
uterus,  and  the  uterine  cavity  is  not  neces- 
«arily  lengthened.  If  the  myoma  has  degen- 
erated to  a  fibrooyst,  there  will  be  more  or  less 
fluctuation,  and  aspiration  may  yield  positive 
results. 


Ovarian  Cystoma. 

1.  Usually  more  r&pid  growth. 

2.  Fades  ovariana. 


8.  General    health   early    impaired    from 
emaciation.    Not  palnfUl. 

4.  Abdomen  more  sjrmmctrical,  specially 
when  tumor  is  large. 

5.  Usually  enlarged,  especially    in    large 
polycysts. 

6.  Kidneys  less  active. 

7.  Menstruation  unchanged  or  diminished. 

8.  Fluctuation  marked.     Percussion  wave 
marked. 

9.  Surface  yielding ;  in  monocysts,  regular; 
In  polycysts,  irregular. 

10.  Uterus  normal,  except  displacement  flrom 
pressure.  Tumor  compressible,  fluctuating, 
detached  flrom  uterus. 

11.  Not  materially  elongated.  (This  is  a 
most  important  diagnostic  point.) 

12.  Does  not  move  with  tumor. 

13.  Positive  results  fit>m  aspiration. 
Exception.— A  cyst  with  semisolid  contents 

yields  negative  results  on  aspiration.  Fluctua- 
tion, if  present,  Is  indistinct,  and  percussion* 
wave  is  absent  or  indefinite. 


Differentiation  of  Uterine  Sarcoma  and  Carcinoma  from  Ovarian 

Cyst. 

The  relations  of  these  growths  to  the  uterus  are  similar  to  those  of 
myoma.  The  accompanying  tabulated  statement  concerning  myoma, 
therefore,  in  the  main  applies  as  well  to  these  malignant  growths. 
Malignant  utorine  tumors  differ  from  myoma  in  these  particulars — 
viz.,  more  pain,  great  tendency  to  early  ulceration  and  other  de- 
generative changes,  more  profuse  hemorrhages,  offensive  watery  or 
bloody  discharge,  and  a  sj)eedily  fatal  result. 


1  Adaptation  from  Peafacu's  Ovarian  Tumors. 


Shape  uf  abdututin  mode  by  large  round,  nearly  symuietrica],  uterine  myoma. 

Differentiation  of  Metritis  firom  Ovarian  Cyst. 

Metritis  gives  a  hi.storv  (if  inflaiiiinatit)n,  and  is  apt  to  be  asso- 
ciated witli  parametritis,  .salpingitis,  and  ovaritis,  Ttie  uterus  is 
never  cnlarjrcd  to  mon:  ttiaii  two  <ir  tlirt'c  tinif.s  its  normal  size,  and 
in  fonn  is  always  synkmotrioal.  ConJtiiiuMl  examination  will  show 
that  there  is  no  extra-uti'rine  growth.  There  are  also  tendurnesa  on 
pressure  and  diminished  mobility. 

Differentiation    of  HiBmatometra,    Hydrometra,  Pyometra,  and 
Physometra   from    Ovarian  Cyst. 

The  uteri np  cnliir^ement  is  alwiiys  .'*ymmetrical,  and  the  organ, 
whether  di.stenth'fl  with  blixxl,  si-rnni,  puji,  or  g'as,  jrivcs  a  greatx?r  or 
lesser  sense  of  tlueliiation,  Init  not  tlie  ch-ar  flnetuation  of  a  cyst. 
iSce  Ketiiiued  Mt_'iisiniati«n>,  Chapter  XXW'lIl.  Kxamination  will 
show  that  the  os  externum  ur  the  e<Tvieal  eatial  at  sunir  |Hiint  is  com- 
pletely elosed.  Unk'ss  the  Fallopian  tnbes  are  also  di^lemleil  the 
enlargement  will  be  entirely  conlined  to  the  urenis. 

Q,ul'>iTi<>N  v.:  Ih  the  enlargement  exlra-ntt-rine,  and  pos-sibly 
due  to  intlaninuitittn? 

Thi.>  ([Ut^tion  suggest.^  the  following  conditions: 
Parametritis,  Pyosal])inx,  Peritonitis, 

Pelvic  aViseess,  Hydrosalpinx,  Periea^oai  abscess. 

The  history  of  inflammation  and  the  close  relations  of  the  enlarge- 
ment to  the  uterus  will  aid  greatly  iu  the  riHH>gnition  of  any  of  these 
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diseases.     In  all,  except  pos.^iWy  hydrosalpinx,  there  will  he  g^rejit 
tenderness  on  pressure.     Sactosa'ipinx,  whether  tiie  tube  be  distt^nded 

Fig  I- HE  a}6. 


;A\\J( 


a 


V; 


.y' 


Ovulau  tumur  wltb  aacXtefi.   Otwerve  protrusion  of  amblUcuB. 


with  senim,  pns,  or  blood,  will  usually  be  identified  by  its  location  to 
the  side  and  hm-k  of  the  iiteruHi,  hut  more  espeeially  by  the  irregular^ 
elongated,  t<»rtuoiis,  or  ovoid  form  of  the  mass*  A  pus-tube  is  much 
more  likely  to  he  adherent  than  an  ovarian  cyst  of  small  size.  A 
parametric  ahseess  is  always  eontiuuous  with  the  side  of  the  uterus 
and  situated  in  the  broad  ligutnent.  Suppuration,  anterior  or  jKvsterior 
to  the  uterus,  is  also  insepurable  from  the  uterus.  Pericieeal  abscess 
or  appendieitts  may  he  sitsjM^eted  frnui  its  hn-atiitn. 

QiJKSTiox  VI.;  Is  the  tumor  of  abdomiiud  orif^in,  and  therefore 
not  ovarian  ? 

A  large  ovarian  cyst  may  have  a  pedicle  so  long  as  to  permit  the 
entire  tumor  to  rise  »jut  of  tlic  pelvis  into  the  alHhtminul  eavity.  It 
may  even  be  possible  to  insert  the  hand  deeply  between  the  tumor 
and  the  sympiiysis  pubis.  Conjoined  vaginal  a]id  reetal  touch  may 
Dot  diseover  tlie  ju'diele,  nt>r  establish  the  pelvie  origin  of  the  cyst ; 
it  is  sometimes  tliHicult  to  differentiate  such  a  eyst  from  other  tumors 
of  alxlfjrninal  origin. 

The  iollowing  pathological  conditions  are  suggested  : 

Aseites,  Enlarged  liver. 

Encysted  ascites.  Mesenteric  eyst. 

Hydatid  cysts.  Cysts  of  the  urachus. 

Renal  cysts.  Enlarged  gall-bladder. 

Displaced  or  floating  kidney.  Intestinal  tumors. 

Pancreatic  cyst.  Fatty  tumors. 
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DifTerential  Diagnosis  of  Ascites  and  Largre  Oveuian  Cyst.* 


r 


Aacma. 

1.  Previoufl  hiitor;  of  visceral  dtiooie. 

2.  Enlargement  comparatively  fluddoD. 

3.  Face  piifl^' ;  eolor  waxy  ;  early  anemia. 

4.  Pntient  on  l«ck,  piilarpeinenl  Bymmetrl- 
cal:  flmla  front, 

6,  Sitting  up,  abdomen  bulges  below. 

6.  Navt>l  prominent  and  Itiinned. 

7.  Fluctuation  decldfdly  clear,  dlinwo 
throughout  abdomen,  but  avoids  highest  parts 
in  all  poaitions.  nud  always  has  a  hydrostatic 
level. 

8.  Intestines  float  on  top  of  fluid ;  hence 
percomlon  (fives t-icar  tympanitic  note  over  the 
highest  parts  of  atxlomiual  ravity,  and  dulnciis 
in  lowest  parts  fur  all  positiuns— i.  e.,  areas  of 
resonance  and  dulness  change  with  poeitiun. 

9.  Vaginal  touch  deteets  fluctuation,  bulg- 
ing into  vagina. 

10.  UtcniH  in  prolapseil  lorati<in.  but  p«*itlon 
unchanged.    Siw?  and  raftbllity  uni«?haiigcd. 

11.  IlydrHgiJgues  and  dliirelius  lemporarily 
remove  the  fluid. 

12.  Fluid  lixbt  straw  color  and  Ihlu.  Coagu- 
lates apunluncously. 

Keef}>tion*.—Thf;  fiiteHtliiuH  maybe  ndherent 
to  thi' posterior  pnrt<irihf  iitiitniiiliiikl  invlly, 
and  the  fluid  may  lijtTffore  l>e  In  tht  anterior 
part.ortheauiniuntnf  tiuld  may  be>o«a>at  that 
the  intcstliH's  hi-ld  back  by  nn-senteryor  adhe- 
sion cauuot  fli»at  u>  its  Kurfoee ;  then  the  areu 
of  resonance  ond  dnlnef<j>,  except  on  ver>*  deep 
pertMi»iion,  may  be  nimilar  to  those  of  a  cyst. 

(•as  in  the  colon  may  produce  elearne«a  in 
the  flanks. 

Encysted  ascites— i.  r.,  fluid  nmflned  to  a 
limiit-d  part  »f  the  atnlomen  by  adlieslons— may 
give  tlie  ^nme  areas  of  dulnesH  mid  resonance 
aaaryst. 


OVABIAV  Cm. 

1.  No  stieh  history. 

2.  Gradual. 

3.  Facies  ovariana.    Anicmla  later. 

4.  Asymraetrfeal  until  tumor  la  quite  large; 
prominent  In  front. 

&.  No  appreciable  change. 

6.  Navel  usually  unchanged. 

7,  I.*ss  clear;  limitod  to  cyst :  not  modified 
by  change  of  position.    No  hydrostatic  level. 


8.  Vo  change  in  areas  of  dulne««  and  mo- 
nance  with  change  of  p4«ttion.  Dnlnetaa  over 
cyst.  tTlear  resonant  note  in  all  parts  beyond 
cyst  limits— i.  e ,  in  flanks  and  towajtj  tha 
diaphragm. 

g.  Vaginal  fluctuation  lew  clear  or  abaeni. 

10.  t'tenis  disiklaced  forward  or  iMtckward,  or 

laterally  by  pressure  of  cyst. 
U.  Medicines  have  no  eflfiect. 

la  Fluid  light  or  dark  and  of  rarylng  ewn* 
sistcnf  y  :  albuminou«i,  but  does  not  coagulate 
spontaneously:  inny  contain  colloid  matter. 

Ktceptums.—FlAnkK  may  be  dull  from  J%>cea  tn 

the  colon. 


Cjvt  may  eommtinicatv  with  the  ttitestlaea 

and  be  filled  with   kos.    This    would  grlve  a 
tymrjanltic  note  all  over  the  cyst 

The  cyst  iniiy  be  Minnlt  and  glued  to  tha 
posterior  part  of  the  nttdoutlniil  cavity  by  adhe- 
sions. The  liiU-stlru-  mltht  tlii-n  l>e  in  front  of 
it  and  give  n  tyni(Min)tlr  note  over  the  ncH 
prominent  |>nrf  of  the  enlargement 


Ovarian  cyst  and  ascites  may  coexist,  IT  the  cvst  be  small  and 
the  initifiit  a  .•^tuiit  woman,  ihe  diagnojsis  without  exph>ratory  incision 
may  thf  n  be  mont  tlitticiilt. 


DiflPerentiation  of  Hydatid  Cysts  flpom  Ovarian  Cysts. 

Hydati*!,  or  t-i-biiifRMiotMi:*,  cystj?  are  .sonietimrs  tbtlieiill  toiHstiiij^uish 
from  nvariaii  tiimMr>.  Tht-y  may  nrigiimtf  i-iiln-r  itj  tljc  polvi,^  or  in 
tlie  abdomen.  Hydatid  I'yat.H  of  pelvic  origin  may  be  in  the  br4Kid 
licament  or  immediately  Ix-neath  the  uterine  or  (xlvic  peritoneum. 
Hy«latiii  abdondnal  eysts  may  ori^-inate  in  the  nmentiiin  or  liver.  If 
of  iibdoiiiiual   origin   and  of  smnW   size,  their   h«'atii»ii   will    nsnany 

}»rove  them  lo  Ive  exlfaprl vie,  atitl  therefore  ni»l  ovarian.     The  <pmli- 
ying  word  "  iii*iially  **  in  introduced  because  the  writer  once  tiicouu- 

t  AdaptoUoD  from  Pcaslvr'a  Ovartan  Tumora. 


Chunu-teritttic shape  of  this  flftCcid'abdoTiiiual  wall  vvitti  ascites. 

tcred  a  HmnU  ovarian  cyst  adliereiit  to  llio  livor.     The  peilicle  was  in 
this  case  very  slender  and  about  seven  inches  long-. 


FlouilK  268. 


FioritK  268. 


Areas  of  dulnoss  and  tympanites  In 
OTarian  cyst.  8badow  correBponds  to 
dulness. 


An&n  of  duluL'SM  iind  tyror>aiiitefl  In 
aseiti'B.  Shadow  corrvspoudjj  ta  ascitic 
fluid.' 


Ij^iirg;e  abdominal  hydatid  cyst8  may  extend  into  tlie  pelvi.s,  and, 
like  those  of  |>elvie  oritrin^  closely  nimidate  ovarian  disease.     These 

»  FtjhUog.    Lehrbucli  dor  Frau«nkmnkheitcQ. 
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cvsts  unless  inflamed  an/  rarely  paiiifiiL     Wlioii  they  distend  the  fi 
n<Kiien,  tliey  ]irnjcot  as  a  mass  ot'.smnll,  routitled,  teni<f,  elastic  bodi< 
\\\v  iiiillvulual   prdjeetkms  are  smaller   than  those  of  ovarian   cys 
Kliiotiiation  is  distinet.     Snppiiralion  wilt  give  rise  to  signs  of  an 
nlweetss  in  addition  to  tlie  signs  of  hydatids. 

Detinile  diagnosis  is  impossible  withont  aspinition.  The  fluid  will 
iiHUully  show  the  chanicteristic  hfKjklets,  It  is  slightly  alkaline  or 
neutral,  lum-aUiuminoiLs,  has  a  specific  gravity  of  about   1010,  and 

FtaORK  270. 


SACRUM 


BQP-: 


Hydatid  cyst  In  the  pwiliria,     F.  Utcru*.    B.  Bladder.     R.  Rectum.' 

ottntiiiriH  chloride  of  sfjdium.     Fragments  of  tlie  eharacteristic  lami- 
iiivti'd  lining  of  the  eyst  ma.y  corac  away  through  the  aspirator.* 

I  tegenerative  processes  may  can.se  rupture  of  the  cyst  ami  dischargv 
4»r  lt«  rharaeteristic  vesicles,  hooklets,  or  memhmnes  through  the 
VMglna,  n'ctuni,  or  bladdery  the  diagnosis  is  then  clear.  Hydatid 
oywi**  »H*e  rare. 


Dilt'orentiation  of  Renal  Tumors  and  Ovarian  Cysts. 

'I'he  di^itinrtjoii  between  renal  tumors  an<l  rtther  alxlominal 
pi'h'le  •■nhirgenients  is  often  extremely  difficult.  They  iiave  been 
h'peiiledly  mistaken, not  only  for  ovarian  tuniors,but  as  we-ll  for  tumors 
nf  the  panrrriis,  liver,  spleen,  intestine,  omentum^  and  uterus.  With- 
\\\\\  an  ixploratory  incision,  the  greatest  care  and  the  widest  general 
Kii<ovlr(l|,M'  may  lie  inadi-quate  to  a  diagnosis.  Tlie  enlarged  kidney 
Ititn  bi'<'n  foiinti,  not  only  so  loose  as  to  occupy  almost  any  locution 
<ir  jHiMilioii  in  the  abdomen  or  pelvis,  but  fixed  by  adhesions  in  its 
inal-hietilion — for  example,  to  the  prlvie  l>rini  or  tti  the  .Micntm.     In 


•  Aftur  KmutKl.  ^.     . 

•  AoMpUUoa  from  J.  BUtiil  SulU>n.    StirvivNl  Diauo. 


I  uf  tilt:  (jvuru-«  utid  PnllopUn  Tubua. 


Left  tJdiiL'y  ill  the  Uyllow  of  the  Hui^rirns ;  tin-  rcmsl  arteifj'  iitid  vein  are  dragged 
down  with  the  ki<luey. 


may  be  hydronephrosis  or  pyelonephrosis. 
follows : 


The  Llitterentiadon  is  as 


Hyoronkph  RoaiH. 

1.  Enlargement  iinllftterel  ani  from  above 
downward,    (irawlli  lixod  iii  regton  of  kidney. 

2.  Expri'8flii>n  uiirhaiiRed. 
a.  Growth  usuiilly  slow. 

4.  iQlefittnu  may  be  In  front  of  tumor. 

5.  Fluid  not  neceSKarlly  albuminous;  may 
cotttain  calculi. 

6.  Vaginal  touch  n«\g;aHre. 

7.  Urine  may  contain  ptts,  lilcjod,  or  albumin. 
EixepHotu,— In  case  of  a  movable  kidney  the 

tumor  may  not  be  (Ixt-d, 


Ovarian  Cvsts. 


L  Enlarg(?ment  nttirst  luiUaterBl:  later.iym- 
melrieal  and  from  lKd<pw  upward.  No  fixation. 

2.  FacieH  ovarian  a. 

3.  Growth  rclfttivtdy  rapid. 

4.  ]ut«stint>«  lutho  flanks  abovo  and  bock  of 
tumor. 

6.  Fluid  albuminous  -,  no  calculi. 

6.  Tumor  usually  felt  by  vaginal  touch. 

7.  Trine  generally  normal. 
Kxct'piimia.—la  c»te  of  adbesions  the  cyst^ 

may  t>L'  flxed. 


In  pyelonc'phrosis  the  symptoms  of  siippuratifni  will  also  be 
present. 

Panen>atic  cyst,  enlarged  liver,  mesenteric  cyst,  cyst  of  the 
uraehiis.  enlurgerl  j^^all  bliulrler,  intestinal  tumors,  giibperitoneal  or 
omentitT  fatty  tinnor.s,  all  of  wliirli  may  grow  to  large  size,  have  been 
mistaken  for  ovadan  cysts.     With  ordinary  care  and  skill,  however, 
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are  tiot  very  likely  to  arise.     All  these  tumors  devplup 

wnwar*!,  and  may  usually  be  distinguished  from  ovariaD 

*  i<)CiitioTi  and  physical  characteristics.     They  do  not  pro- 

ies  ova ri ana,  and,  unlike  ovariau  cyst,  are  lisuaU}'^  beyoud 

vaginal  touch. 


Exploratory  Incision. 

Finally,  in  eases  of  doubt,  the  question  may  be  settled  by  explora- 
tory incision .  Indeetl,  every  tivariotomy — yes,  everv  abdoraiital 
section — ^should  begin  as  an  exploratory  incision.  Mr.  Tait'a  wise 
caution,  ali'cady  quoted  in  connectkm  with  the  diagnosis  of  pelvic 
inBammation,  will  bear  repetition  here:  "One  may  easily  tarn  an 
exploratory  incision  into  a  oomplete  oj>emtion,  but  it  may  be  a  seriotia 
matter  to  turn  an  iticomplete  operation  into  an  exploratory  incision." 


The  g-oneral  prinripk^s  whidi  apply  to  this  operation  arc  fully  laid 
down  in  Chapters  III.,  YI.,  VII.,  VIII.,  and  to  avoid  rei)etition  may 
be  studied  in  those  chapters. 

Electricity,  incision  and  drainage,  and  numerous  drugs  have  been 
tried  in  the  treatment  uf  ovarian  cysts  ;  they  are  all  useless.  The 
treatment  is  summed  ii]>  in  a  single  word — ovariotomy.  The  opera- 
tion was  first  jii'rtornied  in  1809  by  an  American  surgeon,  Ephriani 
McDowell,  of  Danville,  Xy. 


Removal  of  the  Ovarian  Cyst. 

The  subdivisions  of  the  subject  are  these  : 

Prepanitorj*  treatment. 

The  abdominal  incision. 
■  Emptying  and  delivering  the  cyst. 

Ligature  of  the  pedicle. 

Closure  of  the  wound. 

Drainage. 

After-treatment. 

Accidents  and  compliciitions. 
The  Preparatory  Treatment  and  arrangement«  for  the  operation, 
including  the  selection  of  sponges,  ordinary  instrimients,  opera ting- 
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N^llalun  forecpa.    A,  Hedaceil  size.    B.  Section  of  full  bIm. 

table,  and  assistants,  have  been  outlined  in  the  General  Consideration 
of  M:ijt»r  Upenitions,  Cljapters  II.  and  VI.  The  instruments  and 
appliances  specially  required  are : 
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OVARIOTOMY. 

A.  Ezamildlig'  the  Tumor.  The  sbilomeQ  h&ving  been  opened  br  an  incisiai} 
in  the  median  line,  the  haind  la  mtroduoed  into  the  peritoDeal  i^vity  in  anler  io  d«'U'r^ 
mine  the  prcT^unee  or  abwentM;  of  adhesiottfl,  and  to  bifeak  up  any  alight  Adhesions  whicli 
may  be  found. 

B.  Tapping  the  Oyet.     The  palient  is  on  tfie  right  dde.     A  foldwl,  flut  ^n, 
sponge  is  pajtlaUj-  intmductiil  into  the  jwrttoneol  cavity  und  held  by  ihe  Ivh  h^id 
the  operator,  in  order  to  absorb  any  fluid  which  may  ems-pe  tmm  the  cyaiL     The  upcst' 
ator,  with  hin  right  band,  pUinf»e*  the  troear  into  the  oyst,    Tiio  fluid  h  evactistH) 
through  the  trocar  and  the  uttuched  robber  tube  into  the  bucket  below. 
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16  Small  [>ressure-forceps,  Figure  85. 
6  Long  pressure-forccpy,  Fip:ure  86. 
2  N^laton  forceps,  Figure  272. 

1  Soalpol. 

2  Pairn  of  tiitraiglit  scissors,  long  ami  short, 
1  Ovariotuiny  trwar,  Figure  273. 

12  Needles  for  closing  the  abdominal  wouud. 

Drainage  tubes, 
12  Short  needles,  round  at  the  point,  for  intraperitoneal  plastic 
work,  Figure  74. 
1  Rubber  slieet. 

1  Bucket  to  catch  the  cyst  fluid. 
1  Small,  curved  trocar.  • 

4  Ke tractors. 
The    Abdominal  Incieion.     Ovariotomy,  except  for  Kmall,  non- 
adherent cysts,  is  performed  by  abdominal  section.     The  incision  is 
made  through  the  abdominal  wall  in  the  median  line  near  the  pubis; 

rii.r-[i:  273. 


Bnunet'i  ovariotomy  trocar.    Reduced  bLbo. 

it  has  already  been  described  in  Chapter  VI.  Vaginal  section,  some- 
times used    for  very  small  cysts,  is  described  in  Chapter   XXIII. 

ORlinary,  uncomplicated  ovariotomy  requires  an  incision  not  more 
than  t^vo  or  three  iueln-s  long, 

Emptyingr  and  Delivery  of  the  CyBt.  As  soon  as  the  peritoneal 
cavity  is  ojwned,  the  cyst,  of  |>eculiar  blue  or  grayish-white  color,  is 
eeen  directly  through  the  opening.  The  cyst  being  exposed,  the 
assistant  turns  the  jHttieut  partly  tm  tlie  side,  so  that  the  abdomen  will 
be  directed  t<>ward  the  operator,  and  holds  her  steady.  The  trocar, 
with  an  attached  rubber  tulje,  is  then  thrust  through  the  cyst-wall, 
and  tije  Huid  is  drawn  itff  into  a  bucket  provided  for  the  purpose. 

As  soon  as  the  fluid  begins  to  flow  the  cyst-wall  is  seized  close  to 
the  trocar  with  the  N^laton  or  long  forceps — one  or  two  pairs — and 
as  the  sac  empties  the  Cf»l lapsing  walls  are  rapidly  drawn  through  the 
abdominal  wound.  A  non-adherent  nionocyst  with  thin  walls  is 
usually  delivered  in  this  way  with  great  case. 

In  ease  of  a  polycyst,  the  point  of  the  trocar  may,  without  complete 
withdrawal,  b(^  successively  thrust  into  one  compartment  after  another 
until  all  are  emptied  and  the  collapsed  sac  is  delivered. 

The  obstacles  to  the  delivery  of  the  sac  are  :  1.  Secondary  cysts. 

2.  Semisolid  or  semitluid  contents,  and  solid  portions  of  the  cyst, 

3.  A{lhesions. 
The  secondary  cysts  may  be  tr>o  numerous  to  be  tapped  by  the 

trocar.  Delivery  may  then  be  ae4'oniplished  through  a  larger  inet!^i(m, 
or,  the  trocar  having  been  withdrawn,  one  or  two  fingers,  and,  tinally, 


EXPLANATIOK  OF  PlATI!   XVIH, 

.^.  As  the  fitiicl  paaesa  from  tUe  cyst  lhit)uj:;lj  iht*  iruciir  and  the  aac  hegian  to  col- 
Jji{H9e,  tbe  trcKSU:'  ib  plaoed  in  the  liands  of  an  in<sistatit,  and  the  operator  with  a  hmvj 
Jong  fonoepe  in  oach  hand  swizts  the  eae  oh  eitht!r  mde  of  thp  tttxar  at  points  a  wkI  6, 
and  makes  stead j  Lrftetion^  so  that,  as  thL^  sac  m  cmptltd  aiid  uidkp«i€>jl,  it  may  Ix?  drawn 
out  tliroagh  the  abdominttl  incision.  The  sac  m  st^lssed  sucrua&i^ely  lit  ditfortrit  [toinlx 
by  first  one  forcep  and  then  the  other  until  it  18  deUveirf<!.  Tlir  dt'livcnf  of  the  aac  in 
this  manner  by  traftititi  would  usually  he  renderetl  imjirsii-dtaiblf  or  inijxisslblt*  by 
adheaiona;  eeie  Plate  XTII.,  A* 

B*  Tht  BJic  ha<s  been  emptied  or  iieariv  emptied.  The  wonnd  in  the  sie  imll  mudi* 
by  the  tri.>ear  h  tt'inporarily  dosed  by  the  N^laton  sac  fnjreps  e.  Fo«je|H  a  und  ft,  hy 
«-bicb  the  mtc  ha»  been  diuwn  through  the  abdomlnnl  iDciuion,  tuf  hanging  upon  tJtc 
cyst  wall.  The  tw<1J<'Ip  >«  ckmpfsl  by  two  strong  ibre*p«,  e  and  c/,  which  Atx-  llivn 
placed  in  the  hiinds  of  the  A^^btai^t,  and  the  (jedieli^  is  divided  between  them  by  itit«ati8 
of  scisBon  irv  llio  right  hind  uf  the  o|>eniti>r,  while  his  left  hujid  holds*  the  tuinor  stead/* 
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tlu'  loft  IiJiiid,  intrmliieed  into  tdc  sac  breaks  up  the  partition!*  hctwecn 
the  sofMmdarv  cysts — a?*  it  were,  t'vi<.cenites  the  cvsts*  During  this 
nntnipulatioii  tho  fV^rceps  in  the  riglit  hand  must  keep  tlie  opening  in 
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SbuiU,  curved  trocar  for  emptying  Hmall  cytta.    Kcduced  size. 
Figure  275. 


Retractor  for  drawing  apart  abdominal  wound.    Reduced  Blae. 

the  cyst-wall  drawn  well  outside  of  the  ahdorainal  incision.  This  is  im- 
portant, in  order  to  prevent  escape  of  the  eyst-fluid  into  the  abdomen. 

^Semisolid  or  seinitlutd  contents  found  in  di'nnoid  and  colhiiil  cysts 
will  nut  run  thr**ugh  the  trocar.  Often  tumors  arc  partly  ey.stic  and 
partly  solid.  A  lunger  ineisioii  is  necessary  for  the  delivery  of  such 
noii-e*tllapsib]e  tumors.  Tltis  is  made  upward  and  to  the  left  of  the 
umbilicus,  with  scissors  ami  the  left  iiidex-iinger  as  a  guide. 

Adhesions  are  the  most  common  obstacle  to  the  easy  delivery  of  the 
«ac.  They  may  be  parietal  or  visceml.  The  general  teehuit|Ue  in  ad- 
hesions is  tlcHcribed  in  Chapters  VI.  and  XXII  I.  The  cyst  shoidd 
usually  be  tapiied  an<l  the  Huid  <lra\vn  oft"  before  tlic  a<lhcsi<uis  are 
broken.  Tite  ditfereut  parts  of  the  sac  from  which  adherent  intestine, 
omentum,  and  other  structures  are  to  be  separated  may  usually  be 
brought  sueeessively  into  the  njK'iiing,  and  tlu?  adhesions  broken  until 
the  tumor  is  free.  If  this  cannot  be  done,  the  in<'ision  is  lengthened 
and  the  adhesions  separateil  in  aitit.  In  loosening  adhesiims  it  is  well 
to  secure  blectling  piiints,  as  they  occur,  by  fu re i pressure,  or  torsion, 
or  fine  catgut  ligatures.  The  tuuuir  having  been  ireed,  the  operation 
proceeds  as  already  described  for  non-adliereut  tumor. 

Lig-ature  of  the  Pedicle.  The  cyst  having  been  drawn  through 
he  abdominal  incision,  the  pedicle  is  tieil  with  uutgut  elu.sc  to  the  horn 
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J,  If  the  »c  i«  Adbnect  to  «dj>€Wt  etrucfraras  the  •dbedooii  mosl  be  brofcea  j 
bthee  it  cftn  be  dettvened  flu<(Ni|;h  the  KbdotniiuiJ  iroundL  i 

Adh^cww  ate  here  eLown  between  the  me  aud  the  interne,  and  are  bein^  bralj 
□p  bj  strong  preasnre  frith  the  spcmiee  in  the  i%bi  hnod  of  the  opent«:ir  whiJe  hii'| 
baod  boldb  ^he  Sic.  V:ry  extend  re  and  fiixn  adheskms  rnaj  be  flepualed — epong 
off,  a*  it  *ef^ — m  this  way. 

JB.  The  lAc  ti^  been  delirered  thiDOgh  the  abdamiul  inckiotn,  the  pedicle  cl««|^ 
uid  thv  tumor  removed.  The  pedicle  i«  here  iiboWD  tetnporaiily  cla.ni|»tid  by  a  Mi^ 
fo>oep«.  This  foFotipt  cotrespoads  to  foresees  e,  Pbt<>  X\1^T1..  £.  Two  ftro^g  ^flVQjl 
en  mcuBt  have  been  introdacwd  and  tjtid  one  an  cAch  side  of  the  pedicle.  Tbeoe  l%Mla| 
ciootrol  the  ovarian  Tes&ek.  The  binds  and  vbitt;  dotted  line  showm  wbePe  the  indi| 
for  the  removal  of  the  pediele  is  to  be  madtt;. 

C  The  pedicle  has  been  r«tao7ed  by  an  mcmaa  aicmg  the  dotted  line  showa 
B.     The  ligntui^i?  which  sniroond  the  orariAn  Tenaelfi  m  nunatt  ate  beinp^  heVd  taut  e^ 
In  »  prewjure  fuft'eps,  while  a  tenaculum  makes  dowtiwunl  traction  on  the  rentre  of  t 
L-tit  edge  of  the  broad  ligament.    Thi^  ehowe  the  cut  edge  folded  and  beixng  timC 
upon  iiwlf  by  a  coctiniiou?  E>uti]re, 

jD.  The  suture  uniting  the  wound  in  tlae  broad  lignnjeni  is  C4]>iupleled.  For  a  (I 
desciiplion  of  the  technique  of  ibii  procedivej  see  Figuree  175,  176,  177,  and  178. 
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of  the  uterus,  and  the  tumor  cut  oflf  with  scissors  a  jout  one  inch  from 
the  ligatures.  The  tumor  liaving  beon  removed,  hiemostasis  should  l)e 
secured  by  suture  ni'  tlie  broad  ligauHMit,  as  dest-ribcd  for  the  reuioval 
of  the  uterine  apijendage^  in  Cliat>ter  XXIII.,  and  illustrated  ia 
Plate  XVII. 

Cyst  fluid  may  be  perfectly  innocent,  or,  on  the  contrary,  may, 
from  suppuration  or  other  causes,  contain  infectious  mattt?r.  The 
thick,  gelatinous  content'^  of  eolbiid  and  f>f  dermoid  oyfits  are  u.sually 
infections,  and,  if  brought  in  contact  with  the  jveritoneani,  may  cause 
dangerous  infection.  In  order  to  avoid  such  contamination  it  is 
often  safer,  whon  the  fluid  is  known  to  l>e  infectious,  to  make  a  long 
incision  and  deliver  the  tumor  intact  without  attempting  to  puncture 
the  cyst  and  draw  off  the  fluid. 

Closure  of  the  "Wound,  Drainage,  and  After-treatment.  Thet*e 
subjects  have  been  fully  consid«M"ed  in  Chapters  VI*,  VII.,  and  VIll. 

The  Accidents  and  Complications '  are  .such  as  may  occur  in  ab- 
dominal sections  for  any  purjiose. 

KrtriMwn  of  the  bowel  during  operation  should  be  prevented  by 
the  assistants  ;  if  it  occur,  the  bowel  should  be  immediately  returned 
and  held  by  broad  gauze  pads  or  towels. 

Slrippififf  of  the  pfit'k'kit  fuei'ifoneum  from  the  ab<lomiual  wall,  under 
the  imprt\ssion  that  it  is  an  adherent  cyst,  may  occur  even  to  the  expe- 
riemietl  o[>enitor.  Peritoneum  thus  detached  is  ant  to  shmgh  ;  and 
therefore,  if  not  t(M>  extensive,  should  be  retnoveu  with  the  tumor ; 
if  it  is  not  removed,  there  should  be  drainage  of  the  space  between  the 
detached  ])eritoneum  and  tlie  subjacent  structures. 

Ihiphire  qf  (hr  cifd  wall  and  escape  of  its  contents  are  harmless  if 
the  fluid  is  iiniocent;  unforttuiatcly,  the  thin,  friable,  gjingrenoua  ^ 
cysts  that  are  apt  to  contain  infecticms  fluids  are  tlie  ones  most  liable 
to  rupture.  The  clear  indication  after  rupture  is  thoronghly  to 
irrigate  the  cavity  with  normal  salt  stdutittn — six-tctitbs  ol"  1  per 
cent.  If  there  is  antici[^iatiou  of  rupture,  one  may  pack  sponges 
around  and  under  the  cyst  to  absorb  tlie  fluid  as  it  escapes. 

Injuricfi  to  t/u-  intcjilineHf  Mnirt\  or  blndthi-  an-  sometimes  unavoid- 
able. The  luiwf)  is  siKHjially  liable  to  be  ojtfUi'il  in  breaking  up  adhe- 
sions. \n  operating  deep  in  the  pelvis,  the  bladder  or  ureter  may  be 
cut  even  by  a  carefid  operator.  Injury  to  the  intestine  or  blathler 
should  be  immediately  ri'imiiied  by  suture.  If  the  ureter  has  been  cut, 
the  surgeon  will  have  recoui'sc  to  one  of  the  ti>llowing  prficcdures  :  1. 
The  cut  ends  may,  il"  practicable,  be  reunited  by  end-to  end  ajiproxi- 
mation  after  the  method  of  W'eller  Van  Hook.  2,  The  attempt 
may  be  made  to  turn  the  ureter  into  the  bladder.  3.  The  ureter  may 
be  brought  out  through  the  abdominal  wound.  4.  The  kidney  on 
the  affected  side  may  1m?  removed. 

Foreign  hfxiies  left  in  the  abdonit'ti,  such  as  sponge*^,  forceps,  and 
other  instruments,  have  caused  numerous  deal  lis,  not  only  after  ovari- 
otomy, but  after  hkoiv  other  abtlotninal  itperations.     Sec  Chapter  \  I. 

Intestinal  obstructiim,  thr  principles  of  drainage,  and  the  after- 
treatment  have  been  presented  in  Chapters  VIL  and   VIII. 

1  AUbuU,    System  of  Gynecology. 
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geCDOTsl  oT  Izztraii^ameiatoiiis  CystB. 

ie,  pftR>vamfi,  and  eren  ^mple  ovamo  cnr^s  may  de- 
«  the  fold;^  of  the  hntid  foment.  They  are  then  called 
^utoQi?,  The  geocsi*  and  the  mode  cif  dev«*litj>meiit  of  the«e 
?  be*ii  fiiUj  d^rihed.  Tlie  pann^rbit  tn'^  is  easily  peeled 
[  bruad  li^ainteDl,  The  paruofthotvdc  and  other  papilloma 
9  t^skd  may,  if  intra]  ignm^Mitous^  pn^ent  theerate^^  dimctitties  in 
icmoral.  Such  tumors  often  lie  deep  ami  finuly  fixed  in  the  sulistance 
of  the  brood  Uparoent,  and  are  thtrefore  hard  lo  eniielciitc. 

Bdbfeatt^piin^  the  tnaoleation  two  lij?3tur«^  ehutdd  he  applied, 
one  oa  tbe  mfhDdibalc^pcl  vie  ligamenu  the  other  on  the  uterine  end 
of  the  broad  Itgament.  The  fin^  ligattu^  ctily  nW  the  ovarian  arteiy 
as  it  ejitcr?  the  pelvig; ;  the  seeond,  if  deeply  ptaeed,  cots  off  the  iitero- 
ovarmn  ana^onif«sU.  Tliese  liga tares  deprive  the  broad  Itgatnent  and 
ineluded  tumor  of  a  great  ptirt  of  their  olond-^uppK%  and  die  fright- 
ful hemorrh:!^  i^^metimes  encountered  in  the  rem^ival  of  a  fxipillotn- 
SLtovm  intniligamentou^  ej^st  may  be  therefore  njeaj^^irably  avoidcKl.  In 
order  to  control  hemorriutge^  t>ne  ^UMild  be  pref»«red,  if  nenir.'^ry,  to 
ligature  also  the  ulerine  ve*«s«la,  &r  even  to  remove  the  uterus. 

The  tumor  niay  be  removed,  aceordin^  to  itF  depth,  in  one  of  two 
wayt* :  If  it  Ls  not  ver>-  deep^  aiid  lies  rather  looeely  in  the  hniod  liga- 
ment, the  li^snient  ami  cvfi  »>metiiiies  may  l»e  excisetl  aod  removed 
lf»prti>er.  Tins  pmcednre  is  ven*  mtieh  Hke  that  desrerilied  in  (^'hjipter 
XXI  [I.  I<>r  the  removal  of  the  uterine  »p|)L'tidaj|i*«>  without  u  pedicle. 
The  other  method  Is  that  of  cnudeation.  This  is  sometimes  an  ex- 
tremely diffieult  and  hemorriiagie  operation.  As  the  enueleation  pro- 
oeeda  the  bleeding  jt^MUt^,  so  ^ras  po^tble,  ate  secured  bv  6iie  catgut 
ligature««.  Tbe  sac  having  Ijeen  removed,  the  raw  bleeding  $urfacx*s 
l>etwef*n  the  folds  of  the  broad  ligament  are  tempr>Ririlv  peked  with 
hot  jpiiiT**  ri|wtngf;*!<  t(j  -stop  the  omring.  The  re*!umlant  portioti*  of  the 
Hjpimeiit  may  Iw  triinmetl  off  with  the  j^i^i.-^or*,  the  eilges  may  be  turned 
in  aiitl  uiiiteil  with  dt^ep  intemiptj.^  or  tNintiuiious  suture-*.  If  tlie 
eavity  from  which  the  i^ac  wd^  enuck^ted  is  tot»  large  to  lie  obliterated 
by  inverHion,  a,s  above  der^criUHl,  or  the  tHtzmg  from  its  surface  ia 
UDeontmlbhle,  an  opening  may  Ije  raiule  from  thelwjttom  of  the  cavity 
close  to  the  iitenis  directly  into  the  vi^ina.  The  end  of  a  long  strip 
of  gniiKe  mav  Ix?  rarritnl  tliroiigh  thi^  o|M'onii:  into  ihe  \meina,  tm 
<"4ivity  pnekefj  fiill,  and  the  tnlgeii  nf  tlie  l>rtKid  ligament  elosca  over  it. 
Thi**  lifivi-w  the  ItltMHling  fuirt  «*iitirely  otvcred  l»y  (KTitoneum,  renders 
the  r?iw  •.iirfiu-e*  extrfijwritontisl,  eontroU  hemt^rrhage,  and  pro^ndes  for 
drainage.  Care  to  avoid  the  ureters  is  necessary  in  the  enucleation, 
in  the  placing  of  deep  ligatures,  and  in  the  incision  into  the  vagina. 
The  ureters  are  sometimes  situateil  dangerously  near  the  field  of 
operation.  The  gauze  drain,  which  is  the  same  as  that  described  in 
Chapter  XXVII.,  may  be  removed  through  the  vagina  in  two  or 
three  days. 
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Ovariotomy  Durinfir  Pregrnancy. 

An  ovarian  tumor  complicated  by  pregnancy  gives  rise  to  the  fol- 
lowing dangers :  1.  Twisting  of  the  pedicle.  2.  Abortion.  3.  Ob- 
struction to  labor,  necessitating  Caesarean  section  or  ovariotomy  during 
labor.  From  these  and  other  possibilities  the  danger  to  the  life  of  the 
child  and  the  mother  is  extreme.  The  danger  of  timely  ovariotomy 
before  labor,  as  compared  with  that  of  the  expectant  treatment,  is 
relatively  small.  The  indication  for  early  ovariotomy,  therefore,  is 
generally  clear.  Puncture  of  the  cyst,  as  a  substitute  for  ovariotomy, 
is  permissible  only  when  ovariotomy  is  impracticable.  The  chief 
danger  of  both  puncture  and  ovariotomy  is  from  possible  sepsis  and 
consequent  abortion  or  premature  labor.  In  the  complication  of 
pregnancy  the  necessity  for  an  early,  rapid,  gentle,  clean  ovariotomy 
IS  apparent.  The  pedicle  always  contains  large  vessels,  and  should 
therefore  be  tied  with  special  care.  Moderate  doses  of  codeine  may 
be  useful  in  the  after-treatment. 


CHAPTER  XXXV. 

>F  THE  FALLOPIAN  TUBES,  BROAD 
—  x,UND  LIGAMENTS,  AND  URINARY  ORGANS. 

Tumore  of  the  Fallopi&n  Tubes. 

The  tumors  of  tlie  Fallopian  tubes  include  raj''oma,  adenoma, 
adccomyorua,  cystj^j  rarcinonia,  and  snrconiii. 

Myoma  of  the  tube  ran?ly  fKicurH,  *  doiti  obstructs  th^  ovidoctj 
and  Is  eommonly  t<M>  Hinall  to  be  of  c  ral  wignificaEce,  One  cji&e^ 
however,  is  reptirtod  in  which  the  tunior  rcacheti  the  eixe  of  a  t'}iild*8 
head.'  Salpingitis  isthniicu  nodosii  and  tulnTculor  salpingitis  have 
been  mistaken  for  myoma  of  the  tube. 

Adenoma,  as  ttTme<l  by  J .  Bland  Sutton,-  or  papillnma,  as?  first 
dc&i^riUeil  by  Dornn,*  is  not  u u coin ni only  found.  The  growth  usu- 
ally ht'gins  as  a  small  papilloma  or  wart,  and  may  attain  the  size 
of  II  large  orange.  It  may  present  the  appearance  of  a  so-ailled 
hytiatid  mule,  a  multiple  evstj  or  a  cauliflower  growth.  A  frequent 
nutiplit  atioii,  aeeordiug  to  Sutton,  is  hydro- peritoneum.  This  results 
when  the  abdominal  end  of  the  tube  is  orjen  and  the  secretion  pa.sses 
frcjui  the  tube  into  the  peritoneum.  When  the  alKJominal  end  is 
cloi*ed  and  the  uterine  end  open  there  may  be  a  bloody  dischargi.* 
through  the  uterus.  Adenomata  frequently  undergo  malignant  de- 
generation ;  early  removal  of  the  tube  i.n  therefom  indicated. 

Adenomyoma.  This  ib  characterijied  by  a  ^mall  nodular  enlarge- 
ment of  the  tiiljo.  It  has  been  fully  dei^cnlK'd  by  Reeklinghau^^n^ 
and  later  by  Kies,  as  originating  in  the  rt^mnants  of  the  Wolffian 
body.  The  various  nodular  enlargements  of  the  tube,  ineludin^ 
adenomyoma,  may  be  cansed  by  a  number  of  pathological  conditions. 
The  diflbrential  diagnosis  betwetni  them  musit  be  made  by  the  micro- 
scope.    They  cannot  be  di^itingui.^hed  liy  clinical  cxaniination. 

Cysts  of  the  tube  are  of  fn>qnent  occurrence,  but  of  little  clinical 
importanw.  Small  ix'dunrulated  cvKts,  kntwn  a,s  hydatids  of  Mor- 
gagni,  are  often  to  he  found  at  the  tind>rialed  extremity.  Numemug 
minute  evj^t;^  with  thin  walls  are  frequently  seen  on  the  mucous  sur- 
face of  tfie  tube^. 

Carcicioma,  as  a  primary  growth,  i»  ven*  rare  in  the  tube,  and, 
when  prL"^ent,  is  usually  the  uutgrowth  of  a<leiinma.  Si'cduclary  car- 
cinoma may  he  the  rcriuU  **f  extension  from  the  ovary  or  the  body  of 
the  uterus.  It  is  seldom,  if  ever,  .secondary  to  cancer  of  the  cervix 
without  first  involving  the  body  of  the  uterus. 

Sarcoma  of  the  tul)e  is  exceedingly  rare,  and  its  origin  obscure. 

>  sir  J.  Y.  Simpson.    From  System  of  Gynecology.  Playfair  and  AUbutt. 
•SunricHl  Iiiseasf's  of  the  Tlibes  and  Ovaries.    J.  Bland  Sutton. 

»  Tran»actlons  of  the  Palholojcical  Society  of  London,  vol.  xxxl.,  p.  174.  Surgical  Di8euc» 
of  the  Tubes  and  Ovaries.    J.  Bland  Sutton. 
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Tumors  of  the  Broad  Ligament. 

Tumors  of  the  brtiad  ligament  include  myoniaj  lipoma,  cystoma, 
cai\;tnoma,  luid  sMrconiu, 

Myoma  and  Lipoma  arc  pathological  curiosities  aiid  do  not  grow 
h)  large  size.     The  other  growths  have  already  been  described. 

Tumors  of  the  Round  Ligament. 

Tumors  of  the  ronnJ  ligainent  inelude  myoma,  fibroma,  cyst  or 
hydrocele,  sarcoma,  and  e^inuiiotna. 

Myoma  and  Fibroma,  according  to  Cne,  arc  more  ernntnon  in 
niullipara,  aud  minv  l'rc<jiicut  uti  the  right  than  on  the  left  side.     The 

FliQURli  276. 
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Kltjro-myxom»  flmbrittrum  tubBS  cyntosum.' 
v.  Ulerus  7",.  8i'i;iiri*liiry  i*etluuculatt'«l  tumor. 

Td.  Kighi  tube.  Ov.  raleareou«  buily  i-esembling  an  oTary. 
Orf.  Right  ovary.  X  Cyut  conUlnlitK  dark-yellow  fluid. 

T*.  Leittuld',  }'.  Oelatlnoufi  ti^^uu  wilhiuii  ctivitiea. 

Ita.  Left  iitfuiiilibulum  of  the  tube.  J.  Bloml-cyal  wlfb  bkiutl  tletrilus. 

O*.  Leaovarv.  II.  BUni.t  r  yst  ivjih  frejiii  blood. 

T,  /.  Podunt'ulHU'd  tumor.  ///.  s..i(  nn  vouititous  tumor. 

Tj  //.  reduRciilated  tumor.  IV.  hofi  myxMiuatinus  tumor. 

growth  may  l>e  intraperitonea!  or  extraperitQneah  Myoma  is  com- 
monly {jedunenhitefl,  hard,  ttf  slow  growth,  [tainless,  not  tender  to 
presstin-,  and  may  Ix^  eitlier  wmiMjth  or  Itihirlated  Wlicn  large  it 
may  eaiise  |*n'ssure  .sy(ni>h)ms  ;  if  extra|M?ritoneal,  it  may  be  found  in 
the  inguinal  canal  or  in  the  labium  majiis.  No  im|)(il.se  upon  cough- 
ing or  straining  is  transmitted  by  the  tumor.  Reduction  of  the 
growth  is  impo-^sible  indcss  small  and  near  the  internal  inguinal  ring. 
During  pregnancy  it  may  raj>idly  inerea.He  in  size, 

Tlie  dhujnosia  is  from  ovarian  and  omental  hernia,  enlargeil  inguinal 
glands,  and  cysts  of  tlie  glands  of  Bartholin.      Ovarian  hernia  is  dif- 

1  From  Augmst  Martin.    Die  Krankhi-iten  ik-r  KUelter. 
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fereuti;ito*I  f'nun  myoma  of  the  round  ligaraant  by  its  ovoid  furni, 
tenderness  on  pressure,  posslhilily  of  i'<?diicfion  on  pressure,  and  by  its 
increase  in  size  during  nienstniation.  OmcnUd  hernia  may  be  as  bard 
as  niyonia  and  innwssiljle  to  ree»)gu(ze  without  an  exjdoratoiy  incision. 
Enku-gcd  in(/tiinaf  f/lamh  nre  distinguished  by  the  history  of  infection 
and  by  the  h)bu!ated  outline.  C[^.s/x  of  the  f/hnffji  of  Barthoiin  are 
distinguished  l>y  their  I<Mration.  In  myoma  tlie  tumor  originally 
lies  above  the  Iwation  of  the  glands  of  Bartholin.  E.xploratory 
puncture  will  serve  to  identify  the  cyst.  The  treatment  is  extirpa- 
tion. 

Cyst  or  Hydrocele  is  sup|)osed  to  be  developed  within  the  canal 
of  the  endjrvonie  round  ligamentj  the  embryonic  ligament  being 
hollow  instead  uf  stdtd.  It  mav  ap}>eur  in  the  form  of  several  cysts, 
or  of  a  eollection  of  fluid  either  within  the  inguinal  canal  or  at 
the  external  ring.  Si-hnkler  reftorts  a  ease  in  wfiich  thei-v  seemed  to 
be  a  eouiuiiniieation  between  the  cyst  and  the  peritoneal  eavity  ;  at 
lejiust  tlie  Huid  eould  be  foreed  by  pressure  inside  the  abdomen. 
The  writer  has  never  ol>served  a  ease  of  hydroeele  in  the  rountl  liga- 
ment.' The  differential  diagnosis  is  iVora  myoma  of  the  eord  and 
inguinal  hernia.  From  myoma  it  is  distinguished  by  the  sense  of 
rtuel nation  and  by  exploratory  ]>iineture.  From  hernm  the  growth  is 
distinguisheil  by  not  tninsniitting  an  im]>ulse  on  eonghing,  by  failure 
to  reduce  by  taxis,  and  by  fluctuation.  The  treatment  is  extirpation 
of  the  sac  and  direet  suturing. 

Sarcoma  and  Carcinoma  are  so  rare  as  to  be  of  interest  chiefly  as 
pathological  etu'iosi ties. 

Tumors  of  the  Urethra. 

The  prineijKd  varieties  of  urethral  tumor  are  carunele,  mucous 
polypus,  condyloma,  wart,  carcinoma,  and  siireoma.  The  most  fre- 
quent seat  is  tlie  meatus  urinarius.  Carcinoma  and  sarcoma  are  apt 
to  oe4'nr  by  extension  from  tlie  vulva  or  vagina. 

Urethral  Caruncle.  This  not  lujconmHtn  growlh  is  a  small,  soft, 
red,  friable  nuiss  situated  usually  at  the  margin  <»f  the  meatus  and  on 
its  vagimd  side.  It  may,  however,  be  anywhere  in  the  urethra.  The 
growth  oeeurs  in  nervous,  irritalde  women  ;  and,  tlmugh  no  age  is 
exempt,  it  is  most  fre([uent  at  or  near  iht-  menopause.  There  is  often 
a  previous  history  of  pelvic  disease.  Contact  of  the  part  with  irritating 
discharges  from  ulnne  is  among  the  eommordy  assjgr»e<l  causes.  Micro- 
Bcopio  examinati(Ui  iA'  the  growth  shows  the  papillary  layer  of  the 
urethnd  mucosa  to  be  softeni^  and  atrophied.  For  tliis  reason  the 
walls  of  the  capillaries  aiv  deprived  tjf  their  natunil  supj»ort,  and  there- 
fore dilate.  Tliis  explains  the  vascularity  and  the  tendency  to  V)leed. 
The  nerve  filaments  are  ex|iosed,  and  therefore  abnormally  sensitive. 
These  hLstologieal  fSuMs  ex|»l3iin  the  friability,  vascularity,  and  hyix?r- 
lesthesia.  The  sensitiveness  in  these  growths  is  often  ^o  extreme  as 
to  cause  the  greatest  agony  on  urination.  There  is  great  vascularity, 
which  may  C4ius<^  bleeding  even  U|H)n  liglit  touch.  The  tlijfrnntittl 
'  Adapted  from  Coc,  in  Ki«tlng  an*!  f'w'*  CjiiilaU  UynccoUigy. 
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The  cautery  is  (.■Kinmoiilj  usctl,  !)tit  is  disapproved  on  account  of  its 
unneoessarily  dcstrut'tivo  uihI  eientrii'ial  eftects. 

Warts,  MucouB  Polypi,  Carcinoma,  and   Sarcoma  tollr>w  the 


Ft<^.rKH  278. 


Hairpin  In  tliu  bludder.* 


same  principl€S  of  pathology,  diuguosis,  prognosis,  Jincl   treatment  as 
M'hen  ttu'V  *K'our  iu  llie  vulva. 


I  Auviird. 


Mbid. 


Tumor  ill  tlic  bladder.' 


seoured  by  leaving  the  forceji®  for  a  time  on  tlie  stump.     A  ses-sile 

grtiwth,  on  uwonnt  of  its  iniH'ees!.iljility  imd  it.s  hernorrluigic  tenden- 
cies, is  much  more  diHicuIt  of  rcniovah  Diagnosis  is  made  by  cystos- 
c(>py. 

Malignant  disease  is  almost  alwftys  an  extent^ion  from  the  cervix  i 
uteri.     The  treatment  is  wholly  palliative. 

The  ditlecentiul  diagnosis  of  vertical  tnraor*  is  froniii  stone  and  other 
foreign  bodie.'*  in  the  l>kid<Ier.     Figures  277,  27.S,  and  279  show  aj 
fttonc,  a  hairpin,  aiul  a  tumor  in  the  bladder. 

» Auv»r«l. 
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TUBAL  PREGNANCY. 

Tubal  pregnancy  itiol tides  all  forms  of  gestation  that  originate 
outside  of  the  uterine  ciivity.  The  old  idea,  that  extra-uterine  preg- 
nancy comprised  three  tyiJes — viz.,  tubal,  ovarian,  and  abdominal — 
has  become  obsolete  ;  no  authentic  case  of  gestation  originating  in  the 
ovary  or  uiwjn  the  jH'ritonemn  lias  ever  come  to  light.  So  far  as 
known,  all  ectojiic  gestation  originates  in  the  Fallopian  tube.  Preg- 
nancy in  a  rudimentary  horn  of  a  bicornate  uterus  is  virtually  a 
tubal  pregnancy. 

Ectopic  ])regnancy  was  formerly  considered  a  rare  condition. 
Now  we  know  it  to  be  of  relatively  ec>rnmon  occurrence.  Pelvic 
haematocele,  formerly  attribirted  to  other  causes,  is  now  recognized, 
in  the  vast  majority  of  cases  at  least,  as  being  due  to  rupture  of  the 
gestation-sac  of  tubal  pregnancy. 

Etioioery. 

The  causes  of  tubal  pregnancy,  though  they  have  been  the  subject 
of  a  vast  amount  of  specuUition,  remain  obscure.  It  is  generally  con- 
ctnled  that  in  at  least  a  large  proportion  of  eases  normal  fertilization 
ttf  the  ovum  occurs  in  the  Fallopian  tubes.  Sjwrmatozoa  have  Ik'CU 
found  in  the  fimbriated  extremity  of  the  tube,  and  it  is  probably  here 
that  they  unite  norraally  with  the  ovum.  The  diameter  of  the  human 
niiimpregnated  ovum  is  not  over  two-tenths  of  a  millimetre  ;  that  of 
the  tube,  two  or  three  millimetres;  although  after  impregnation  the 
ovule  raj>id]y  increases  in  size,  yet  under  ordinary  c*tnditions  there 
is  ample  time  fVu-  it  to  |mss  into  the  uterus  before  disproportionate 
enlargement  takes  place.  The  question  of  the  size  of  the  tube,  there- 
fore, is  not  very  pertinent  to  this  discussion. 

Tubal  jiregnaney  is  common  after  long  periods  of  sterility.  This 
is  explained  possibly  by  the  fact  that  the  sterility  may  have  been  due 
to  chronic  salpingitis,  which j  by  thickening  of  the  tube  and  destruction 
of  the  cilia,  prevented  the  normal  passage  of  the  ovule  to  the  uterus 
and  at  the  same  time  favort^'d  the  imjihintation  of  it  in  the  ttibe, 

Aeeordierg  td  Webster,'  tubal  jiregnancy  is  exj)lained  as  fidktws  : 
In  the  earlier  type  id"  rnatnnialiiiti  devclopn>ent  the  uterus  was  bicor- 
nate— ^that  is,  composed  of  two  horns,  of  which  the  Fallopian  tubes  in 
the  wouian  are  mere  ruilimentp.  In  other  words,  the  uterus  ccnisiste<l 
of  two  higlily  developed  Fallopian  tubes.  In  some  women  even  now 
he  behoves  there  is  a  structiind  nr  functional  reversiou  to  the  ancient 
type.    Acctmling  to  this  theory,  the  stronger  the  tendency  to  revei'sioa 

»  lictopif  Pregnancy. 
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the  greakT  the  liubility  to  tubal  propnancy.     This  might  explain  the 
fact  (if  repeated  tulial  [)ri'^ii:nu"it'S  oliwi'\'t'd  in  the  saiue  iiirli vicinal. 

I'eritMiitlic  :Klh{'sion>  aiifl  hands  obs-truotin^-  the  tubes  aiv  t'rcque 
in  t'i"toi>i<-  |iiviTtunicy  ;  but  whetlier  they  fiinse  tlie  morbid  coiiuiti 
or  re^nlt  tVoiu  it,  or  are  only  incidental,  is  iiiieertaii). 

There  i*  coii.'^ideriible  authentie  literature  on  the  transi nigra! ion  of 
the  ovum  from  tlie  ovary  of  one  side  to  the  tube  of  the  otbor.      Both 
elfnieal  and  ex |>eri menial  examples  have  been  well  attentotl  in  which 
pre]tj;naney  oeeurred   in  the  tube  Avhen    the    ovary  itn   that    sitle  was 
ah>seut.     There  has  been  atresia  of  oue  tube  and  tubal   jtre^nancy  i 
the  other,  but  with    the    corres[)oiidiii^    et*rpns    litteum  on\y  in   thi 
ovary  of   the  ehvsed   side.     All    this    proves    that    the    ovnni    mn:« 
have  passed  aeross  the  pelvic  cavity  to  the  tube  in  whieli  it  finally 
ItMljjed.     Tul>al  preg:uaney,  tlierefore,  may  occur  undnr  most  unfavor- 
able eonditiojis. 

The  following  is  a  suinniary  t)f  the  siipjKrsed  predis[Mjsing  «IU; 
none  of  which  aeecmuts  satisfactorily  for  thu  jihenoiucna  : 

1.  lutlaminatitju  <if  tin-  Fallopian  tubes  causinjL^ : 

a.  Desquamation  of  eiliutetl  e[)ithelinm  and  denuded  pate 

whii'h  olistruet  the  ovtmi. 

b.  Ijoss  of  |H'rislaltie  action  of  the  tube. 
*'.  Cieatrieial  euiitraction  in  the  tube.  ^ 

2.  Persistence  of  tbttd  tyjK' — tube  long  and  tortuous,  with  sm^ 
111  men. 

Ji.  New  fornnitions  in  and  around  the  tube. 

4.  Torsion  of  the  tube. 

5.  Diverticula  in  the  tube. 

6.  Sterility  of  long  standing. 

Formation  of  Chorion^  Amnion,  Decidua,  and  Placenta.* 

During  the  first  mouth  or  six  weeks  of  tulial  pregnanev  that 
portion  of  tiie  tube  in  whicfi  the  fertilized  ovnm  is  lo<lged  Iv^cinnes 
thinner  and  very  vascular  and  turgid.  The  mucfius  membnme  1 
conies  stretched  and  its  folds  ctfaecd.  Tlie  clianges  that  occur  to  the 
fertilized  ovnm  iifter  impregnation  are  identical,  whether  it  be  in  the 
tube  or  the  uterine  cavity.  The  membranes  by  wliicli  the  embryo  is 
enclosed  arc  similar  to  those  in  intra-nterine  gestation.  These  mem- 
branes cjin  be  studied  to  advantage  in  the  so-called  tubal  moles,  which 
are  similar  in  origin  to  uterine  ntoles.  The  rhonon  is  shaggy  with 
villi,  and  resembles  in  gross  an*l  microscopic  .'ip[»ear3»nceB  that  found  in 
intra-utcrine  gestation.  The  villi  np{>ear  as  clusters  of  cireuhir  bcKliea. 
The  endnyo  lies  within  tlie  amniotic  cjivity,  and  the  stnielure  of  the! 
amnion  and  its  relations  to  the  emiiryo  ami  ehr^rion  are  almost  thai 
same  as  in  inti*a-nterinc  pregnancy. 

The  formation  of  the  plae*-nta  in  tubal  gestation  dilfers  in  several 
imrticulars  from  one  tleveloj»etl  in  the  uterus.  In  ni«rmjil  gestation 
tlie  uterine  mnctiwi  and  the  foetal  structures  both  contribute  to  the 
formation  of  the  placenta;  but  in  tubal  pregnancy  the  tubal  milooea 

W.  BlAiu!  8uUoii.  ill  AnijuU  «iii)  ritt>ralr'»i>>«(eni  ofUyaecology. 
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plays  a  ver\*  insignificant  part.  A  tiihitl  plact'iita  is  almost  entirely 
jerived  from  the  otiibryo. 

Contrary  to  Sutton ^  Welister  haw  demonstrated  a  decidua  in  the 
tube.  It  is  a  cnrifnis  fart  that  in  adilition  to  tliis  tubal  dix'itbta,  a 
ilecidtia  also  fbnn.s  in  the  nterus;  it  iw  thrown  off  during  i'nUv  labor, 
Of,  if  the  patient  jjoes  to  term,  is  expelled  later  in  small  fragments 
and  without  paiiu  This  intra-utcrine  decidua  has  all  the  elements  of 
a  decidua  of  normal  intra-nteriue  preg-uaiicy. 

The  niyosaipinx  at  first  undergoes  liyjKTttfjphy,  but  soon  that 
portion  to  which  the  placenta  is  attached  becomes  thinned,  and  the 
bundles  of  muscular  fibres  are  separated  ;  this  favors  early  rupture. 


Frequency. 

Tubal  pregnancy  i.s  not  infreqiieut.  Indrt'd,  |>elvie  heeniatocele, 
which  is  not  uncommon,  is  ahno.st  invariably  the  result  of  ectopic 
gestation.  In  thirty-five  hundred  general  autopsies  Formad  found 
thirty-five  ectopic  pregnancies,  or  1  per  cent.  Tliis  is,  perhaps,  the 
largest  percentage  reftorted.  The  extir])atiou  oi'  diseased  tubes  has 
brought  to  light  many  eases  of  tubal  gestation  that  would  not 
otherwise  have  Iwen  recognized,  and  has  thereljy  ad(U'<l  to  our 
estimate  of  their  frequency  ;  this  estimate  is  still  further  increased 
Ijy  microscopic  diagnosiji  of  the  decidua  cast  off  Ijy  the  uterus  in  the 
spurious  labor  which  always  fR-curs  at  some  period  of  tubal  preg- 
nancy. 

Re|M'titimi  nf  tubal  |iregnancics  in  tlie  same  iiuli vidua!  has  already 
been  noticed.  Both  tuljcs  nuiy  lie  simultanetHJsly  pregnant.  Twin 
tubal  pregnancy  in  the  same  tube  and  concurrent  tuital  and  uterine 
gestation  have  Iw^en  rejwrteiL  Them  Is  no  absohite  rule  as  to  the 
frequency  of  the  condition  on  either  side.  Tubid  pregnancy  has  been 
reported  after  extirpatioLi  of  the  uterus,  the  tube  stilt  having  a  con- 
nection with  the  vagina,' 

Varieties. 

Tubal  [jreguaucies  are  designated  according  as  the  seat  of  implan- 
tation is  respectively  at  the  uterine  end,  the  middle  region,  or  near  the 
abdominal  extremity  of  the  tube — that  is,  they  are  : 

1.  Interstitial  pregnancy. 

2.  Isthmic  pregnancy. 

3.  Ampulhir  pregnancy. 

The  subvarieties  will  be  noticed  in  describing  each  type.  The 
primary  classification  depends  upon  the  original  site  of  implantation, 
not  upon  subsequent  accidents  of  development  or  secondary  changes. 
A  normal  pregiuiney  may  become  extra-uterine  by  rupture  of  the  uterus, 
as  in  a  case  repoi'ted  by  Li'ojHdd,*  but  that  dtx^s  not  make  it  extra- 
uterine in  the  sense  Iutc  cunsiden-d. 

L  Interstitial  Tubal  Pregrnancy.     This  is  by  far  the  least  frequent 

form.     Lodgement  of  the  ovum  tykes  phiee  in  that  jMirt  of  the  tube 

I  WendUuF.  Moniit<*chrlfl  IUp  Geburwhulfe  uud  Gynikologie,  WOi.  Ceulmlblatt  (Ur  Gyna- 
kologle,  No.  4,  I«*3. 

>  ArctiU  tar  (iyniikologSc,  Ivil.,  1896. 
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which  traverses  the  uterine  wall,  and  t  e  fnetiis  (Icvolops  in  a  cavitT 
formetl  in  the  substance  «f  the  uterus  This  eavity  may  o|)en  into 
that  of  the  uterus,  making  a  tulMHUteriiie  pregnancy  ;  or  it  Qiay  in 
rare  instances  extend  outward  between  the  l!iyei*s  of  thv  broad  liga- 
nient.s.  Webster  '  cttneludch  that  in  some  ea,-ies  of  interstitial  pn-g- 
nancy  the  ovum  develops  in  the  side  wall  of  the  uteriii;.,  in  a  diver- 
ticulum formed  by  the  ineomjdete  fusion  of  Miilh'r's  cliicti*  which 
sometimes  inu*urs  in  this  particular  region.  Pretrnancy  in  a  rudi- 
mentary horn  of  the  uterus,  although   having  a  jmthnlugy  of  its  own. 


Fiui'KK  -imi 


Ruptured  Islbmlc  |latinil|piuieiitot>B)  prcgDiincv  iifrlKltt  tube.  Third  month.   Marked  d< 
niciit  or  deoiJiiH  In  uti-ria*  * 

is  yet  not   unlik**  a   tubal   pregnancy.     The  course  and  outcome  of 
interstitial  pn-gnancy  will  ln.^  noticed  later  in  connection  with  that  of  ^ 
the  other  forms. 

2.  lathmic  Pregrnancy  is  more  frequent  than  interstitial,  less  fre-j 
(juent  than  ampullar,  pregnancy.  The  ovimi  is  hKlged  in  the  michllc 
region;  and  there  is  gener.dly,  before"  rupture,  a  spindle-shap'il  dilata-1 
tion  of  the  tube.  8o.ealhd  |>ednnculatcd  tulial  pregnancy  i^  |Mi-silde  in! 
this  part  of  the  tube,  and  has  in  a  few  caso  grme  to  term.  Tliis  (mtuhs  1 
when  the  ov»im  is  I<Mlged  in  a  diverticulum  or  angle  of  the  tube.j 
Under  stich  conditions  the  walls  of  the  iuIh.'  niny  Ik-  thieU  or  thin  itij 
parts,  with  cons«'(|Utnt  greater  liability  to  rupture  in  the  thin  parts. 

I  fictopic  t^gnitncr  •  *  A.  MiirU»«    l>ic  Kt«nkliclteD  Ucr  i!:a<<ltor. 


3.  Ampullar  Pregnancy.  This  is  the  (.•oniiiion  variety.  The 
attiu'hmcnt  of  the  ovum  takes  place  in  the  ampullar  or  outer  third  of 
tht  tube.  Tnho-ovarian  jiregiiaiiey  occurs  when  there  i-?  a  prior  adhe- 
sion of  the  ampulla  to  the  ovary,  so  that  both  eontrihiite  to  form  the 
gestation-sac.     This  is  a  subdivi.sion  of  ampullar  pi'egnancj. 


FKiCBF.  2H1. 


Ampullar  pr«e:nancr.    Right  lube.    F<Etus  surroandcd  with  coaffulnted  blood,    r^rndtadlnal 

Boctloa* 

Development  and  Course  of  Tubal  Gestation. 

After  the  ovum  lias  atttiehed  itself  to  the  tubal  wall  it  continues 
to  develop.  Naturally  the  conditions  are  not  .so  favorable  as  in 
nttrraal  fjcHtation  :  the  tuba!  walls  are  less  suited  to  it^  lodfjement, 
and  contribute  less  fully  to  its  iiourislinient  and  development  than 
does  the  uterus  in  normal  pregnancy.  Unless  the  ovum  is  inserted 
well  in  toward  the  uterus,  as  in  interstitial  prep;nancy,  the  whole  tnbe 
becomes  cxtravnsrnlar,  turjLrid,  thinner,  and,  in  most  cases,  less  and 
less  resistant.  Tlie  nuir^iti  of  perittmeum  around  the  ostium  abdom- 
iuale  thickens  and  forms  a  riu^  about  the  Hmbriie.  This  ring  by  the 
eighth  week  usually  closes  over  and  shuts  the  tube.  Tlie  develop- 
ment of  the  ovule  in  the  tube,  so  far  as  the  conditions  will  permit, 
continues  to  follow  the  same  course  ag  in  the  uterus. 

As  the  ffetus  enlarges  the  course  of  gestntion  will  be  modified  in 
one  of  the  ft d lowing  ways  : 

a.  The  fietus,  if  in  or  near  tlie  aiii])idla,  may  be  expelled  from  the 
tnbe  through  the  ostium  abthiminale  into  the  ai)d<miinal  cavity.  This 
is  callp<l  tubal  ahortictu. 

b.  The  tube  may  rupture  and  partly  or  wholly  discharge  the  foetus 
in  one  of  four  ilireetions: 

1.  Intv)  the  abd<>minal  cavitv. 

2.  Into  the  space  between  the  broail  ligaments, 
>  A.  Martin.    Die  Kninlthelteu  der  EHelter. 
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3.  Into  a  space  formed  by  adhesions  between  the  tube  and  ov'ar 

4,  Into  thr  iitonis. 
a.  Tubal  Abortion  necessarily  oociirs  while   the  ostium  abdom- 
inals is  stil]  open — tliat  is,  bL-forc   the  ctjjiith  week.     TIjc    nejirer  tli 
implantation  of  the  ovule  to   the  ostium  the  greater  the   liability  t( 
abortion.     In    this   awident  the    pnxluot  of  caneeptiou — sometimes 
called  tnbal  mole — is  diseliartred  with  free  hemorrhajxe  throtigh  th 
still  open  ostium  intc*  the  ahdoiuiiial  cavity.     The  lienK»rrhaf>;e  give 
riso  to  the  rormatiou  of  intra  peri  timea!  pelvic  hii?niatm-4'le.      The  acei- 
dent  may  l>e  fatal  from  shoi^k  and  loss  of  lilood,  or  the  patient   may 
recover.     In  some  eases  the  mole  lies  <|«ieseent  in  the  tul>e,  and  if  onl' 
partially  detaehed  it  gives  rise  to  rej>eated  and  dangerous  lieraorrhage. 
The  false  uterine  deeidua  is  usually  thrown  off  with  uterine  hemorrliag* 
when  the  tubal  abortion  takes  plaee.     The  latter  oeeurren«'e  may  be, 
as  it  were,  masked  l>y  the  uterine  hemorrhage.     Tubal  tibortion  d 
not  occur  iti  interstitial  and  is  rare  in  isthmic  prt_^guaney  ;  after  occhi- 
ision  of  the  ostium  it  e^ui   hardly  wear  even  in  the  iunpullar  vainety. 

6.  Tubal  Rupture,  Rapture  of  the  ttdx*  may  cH-eur  at  any  period. 
It  is  not  very  usual  in  the  first  mrvnth,  is  quite  liable  to  occur  in  the 
second,  and  rajadly  becomes  less  frequent  after  the  beginning  of  the 
third,  still  less  in  the  fourth.  It  may  he  due  to  dirt-ct  tension  on 
the  tubal  walls  from  llie  growing  fetus,  but  is  connuonly  l)roHght 
about  by  hemorrhage  Itetvveen  the  ovunt  and  the  sae.  Among^  the 
other  causes  are  mechanieul  violence  frrmi  falling,  jimiping,  digital 
examination,  and  coitus.  The  rupture  usually  takes  place  whore  the 
hemorrhage  begins — that  is,  at  the  placental  insertion.  The  festal 
mcmbnmes  arc  not  necessarily  involved  in  the  tear.  If  the  ovum 
still  retains  its  placental  insertion,  as  it  does  in  rare  ea>:es,  it  may 
continue  to  grow.  More  commojdy  it  is  extruded  through  the  rupt- 
ured tubal  wall  and  passes  into  the  abdominal  cavity  ;  or  it  may  pa^s 
downward  between  the  folds  of  the  broail  ligament  or  into  a  cavity 
formed  by  adhesions  between  the  tubal  wall  and  the  ovary. 

Rupture  in  interstitial  pregnancy  may  be  either  into  the  al)th>mpn, 
where  it  is  apt  to  be  rapidly  fatal  from  h4'morr!iagr  and  shock,  or  into 
the  uterine  cavity,  where  tlie  pregnaucy  may  cruitinue  as  in  normal 
gestation.     Rupture  into  the  uterus  may  occur  much  later  than  the  ji 
fourth  month.  ^M 

If  the  fietns  in  ampullar  or  isthmic  pregnancy  is  not  entirely  ctit^^ 
oJfF  by  rupture  from  its  nutritive  connections,  or  disorganized  by 
hemorrluigc,  and  especially  if  the  rupture  is  intt»  the  sjkicc  Ijctween 
the  folds  of  the  broad  ligaments  or  into  a  tubo-ovarian  eavitv,  gesta- 
tion may  go  to  full  term.  If  the  fnetus  and  its  investing  membnines 
escape  into  the  general  m-ritoncul  cavily,  the  placenta  remaining  in 
the  tube,  it  is  pissiblcj  tliough  rare,  for  development  Ut  continue. 

The  old  notion  that  a  free  embryo  could  escape  and  ingraft  it.^elf 
<rn  the  p«iritoneuui  is  <ibsole(e.     The  exj>crimcnts  of  Leopold  on  df»gs 
demonstrate  the  great  altsorbing  ]M>wer  of  the  [leritoneum,  and  indi-  | 
cate  that  no  organism  thus  intr*Hluced  could  possibly  -survive. 

In  verv  rare  instances  the  jx'duneulati'd  i-thmic  pregnancy  ul ready  | 
mentioned  may  go  to  term  in  the  unruptured  tul>e. 


I 
I 


Set'ondapy  Abdommal  Ppefjnnncy  at  Eight  Months,  PrlniHrlly  Tubal.  The  prlniary 
HttHohmpnt  of  the  ptacenia  Is  plainly  discDrnible  at  the  original  Tubal  »lte.  After 
rupture  the  plncentM  grew  and  beoamo  attached  to  a  Jarge  surfoce  on  the  anterior 
abdominal  wall.    The  chtld  was  delivered  throuuh  a  ratro-uterine  vagJnal  Incision. 
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If  rupture  occurs  early  in  pregnancy,  heraorrliagc  may  be  slight; 
but  sifter  the  first  month  it  is  apt  to  be  forraidablf  ixuA  iniiv  cause 
death  in  a  tew  hours.  If  the  hemorrhage  is  j^light,  we  have  tlie  com- 
mon type  of  retrO'Utcrinc  haematocele,  which,  if  not  afjgmvated  by 
rejteattul  hleetliiitjs,  is  (icnendly  (  nevstc^i  and  ^riidunlly  absorbed.  In 
istliniic  and  amjmllar  ^t'statioii  ttie  rupture  is  often  downward  between 
the  layers  of  the  broad  liii^nient.  The  biofwl  is  tlten  poured  "ut  into 
this  confined  spuce.  Tlie  natund  tendency  of  this  continenient  is  to 
check  the  hemorrhage.  The  blo<id  thus  aecuniulatctl  is  calh-d  ii  brfiad- 
ligjxnient  luematocele.  The  more  gnidnal  i\w  rapture  atrd  the  more 
sliirht  the  hemorrhage,  the  less  will  be  the  gcnend  and  local  *listtirb- 
ance.  Umh^r  such  eonilitious  tlie  endiryo  nrid  its  enve!o]ies  and  pla- 
centa will  iiave  a  better  chance  to  adajit  themselves  to  tlieir  cnlm-ged 
and  enlarging  qtuirters,  and  may  go  on  to  term. 

If  the  esciiped  embryo  devcb)ps  in  a  cavity  formed  by  the  two 
layers  of  the  broad  ligament  and  the  outer  wall  of  the  tnbe,  the  preg- 
nancy is  called  (nfjo-lii/ftmnitov^^.  A-s  the  ftetns  devehips  it  presses 
aside  and  displaces  other  f>rgans,  the  layers  of  the  bniad  ligament 
become  coni[>ressed  or  thickened  and  form  adhesions  to  surround- 
ing parts,  the  peritoncnm  is  pressed  npwanl  and  stripped  from  the 
bladder  and  abdominal  wall,  the  litems  is  ihsphiced  to  the  opposite 
side  and,  according  to  the  direction  of  pressure,  upward  or  down- 
war<l. 

If  the  placenta  is  situatiKl  in  the  up[>er  part  of  tlie  tube,  so  that  it 
is  pressed  up  above  tlie  fo-tus  toward  the  abdomen,  forming  a  tubal 
placenta  pra'via,  the  danger  from  secondary  rupture  of  the  gestation- 
sac  into  the  abihmien  is  very  great  ;  such  an  accident  is  apt  to  be  fatal. 
If  the  placenta  is  situated  below  the  foetus  toward  the  mesosalpinx, 
and  pressed  down  upon  the  pelvic  floor,  this  danger  is  less  imminent; 
for  rupture  in  this  situation,  since  it  does  not  of  necessity  directly 
involve  the  placenta,  is  attendetl  with  less  hemorrliage  and  less  risk. 

All  isthmic  and  ampullar  pregnancies,  if  left  to  nature,  end  with 
death  of  the  foetus.  The  tubo-nterine  variety  of  interstitial  preg- 
nancy may,  as  already  explained,  result  in  the  jmssiige  of  the  embryo 
into  the  uterine  cavity  and  subsequent  normal  gestation.  Tubal  preg- 
nancy going  on  to  term  seldom  results  in  the  extraction  of  a  viable 
child.  The  few  children  who  survive  the  operation  for  their  removal 
almost  always  die  in  early  infancy. 


Secondary  Changes  in   Connection  with  Tubal  Gestation. 

If  the  death  of   the  frrtus    occur  in  the  earlier  weeks  and  the 

mother  survive,  the  subsequent  conditions  will  vary  according  as  the 
embryo  is  retained  in  its  envelopes  or  is  cast  out  free  in  the  abdominal 
cavity.  In  the  latter  case  it  nujy  be  quickly  absorbed  ;  in  the  former, 
absorption,  although  slower,  is  the  usual  ultimate  result,  (iestation 
that  has  advanced  for  several  months  may  give  rise  to  a  variety  of 
changes.  The  fretus  mny  undergo  a  proc-css  of  munmiitication  and 
remain  encapsulated  in  the  body  of  the  mother  for  years,  (1uari  has 
reported  a  case  in  which  the  nuimmified  foetus  was  carried  for  fifty 
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Uttlereii  rakareoos  die^peneiatioii,  ao-ealled,  ami 
ad  nt^n  in  thai  ^^taic^  for  _y«ar^     Tfie  mummtlif^  fir 
I  oidlnftrilir  give^  Utile  iniable  ;  it  may,  however.  Jm?- 
€  jajipumtioot  and  as  a  cijoiecjueiiee  tiie  piatieiit  mar 
^.^jmtition  frmu  peritoQitis  or  blooil-iiutfiOEiiij^.     On  ttu* 
j  i5|iontatieoa»  opemnj^  of  the  ihmxis&  into  the  iiite«ci»e^or 
ur  tbriMagb  the  abdonniiial  wallt!^  may  I«ad  tn  r^covt^ry.      A 
wsdiryn  hm^  been  tbe  mechajiieai  cau-^e  of  obscmctioo  in  labor. 
i  lormmtioii  of  a  uterine  decitlua  mnd  it$  dt:?cbar|^  in  tubal  prt^j:- 
nitiM'Y  have  bt?ea  aJpe^iJy  ioentioa«il.     Tbe  mnsculatiire  of  tbe  uterus 
also  iiQfdei^gix<s  bypertrophy.   The  ofgan  may  enkr^  to  tbe  f^vue  of  the 
fourth  nioDth  of  pre-gnancy^  and  then  to  ^tme  extent  ilimijiish.     If 
the  tnbal  preg^naocy  U  inlemipted  by  abortion  or  ruptun*,  the  uterus 
generally  at  the  ^iame  time  throws  o^  i  lo  decidua  wrtli  a  hlocwlr  tits- 
charge,     Thi^  spurious  labor  may,  bo^  ever,  occtif  at  any  lime,  and 
always  does  occur  at  some  time  in  the  course  of  ilie  gei$tation.' 


&Tinptoica, 
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To  fome  extent  the  symptoms  of  tobal  pre^nauor  have  already 
been  indicated.  In  some  cartes  the  menstruation  i^  iininforniptetl. 
The  tisual  i>i|^n?  of  prpfoancy,  i^uch  st&  pigntetilation,  fuUi^.-^^i  ot  the 
bpras^L*4j  and  iimmujg  ^ifkness,  may  be  pn-isfnt  or » Wnt,  FRiiikeiithai  * 
^ys  that  during  the  first  eight  weeks  the  oniiiiurT»*  gubjective  «igna 
arv*  ab^iit.  Thi^  statement  t^  tnte  for  ttie  majority' of  cases.  Slight 
ttteriiie  hemorrhages  mav  occnr  at  irregular  intervals  from  the  be^n- 
ning.  Colicky  pains,  pmbablv  due  to  uteri ne  eontraction?,  app(.<iir 
toward  the  end  of  the  eeeoud  month,  and  are  apt  to  continue  at 
irregular  intiTvab  ihroughoiit  the  whole  fieriod  of  gestation.  Tbe 
Bign^  of  iritofstitiid  |irT.'gitancy  are  mtifh  like  those  of  normal  titerine 
gestatiitn.  Thi^  't6  explained  by  the  ncanit>^  of  the  gestation-*ac  toj 
the  endometrium-  1 

Whtn  tubal  pre^rnaucv  i^oe^  on  bt:'yifcnd  the  fourth  month  tbe  ex- 
ternal '■itrn  of'  asymnietrical  enlargement  in  the  abdomen  begins  to 
ap|war.  Tin*  pmTi.^ure  symptonus  are  much  like  tho*e  of  uterine  preg^ 
nancy.  In  tuho-liiramentouii  pre^nanev  tlion?  is  exaggerated  prei^stire 
on  tlie  fjelvi*^  orjjans.  FinulJy  tin*  usual  si^u.-?  of  fietal  life  are  pre^t- 
ent,  and  in  the  latter  inoulli*;  of  tubal  j*re|rnancv  {wiinful  fietal  move- 
ments arc  common. 

The  paiijs  fff  !=i|Miriourt  labor  resetnlde  thtttre  of  ncirmal  [^rturitiotip 
and  are  ^onv'timfs  yt^'ry  deeejitive.  They  mav  Im*  slijtfht  or  severe. 
Cii>es  an?  rtx-ordrd  in  wliiitr  tlrrv  r<n)tiinu*'i,l  for  day:*  and  even 
weeks,  or  recurred  irregularly  for  long  ]>erioils.  One  or  two  cases 
have  Ik-cu  reportecl  in  wliieli  the  sac  ruptnre<l  into  the  vajj^ina  at  the 
time  of  spurious  lal>or  and  the  child  was  product  by  the  natural 
passage.     Rupture    into  the    intestine   and   expulsion    of  the   fcetua 

'  For  a  full  (li-scrliition  of  the  mlrrmoopirul  rharacter  of  the  fn-tnl  tMivolopo.  the  ntorine 
fleclduft,  Hii(l  th<>  tnlniit*!  charnrcR  in  the  jfestatloii-sar,  and  for  a  nion*  extt'nd«'<l  arcttunt  of  the 
di-j?ent'ratlve  chanirt's  that  occur  in  connection  with  tut>al  Restation.  the  n-adcr  is  referred  to 
the  nnwt  ri-cent  and  complete  works  on  thi«  subject,  thoae  of  August  Martin.  Webster,  and 
J.  Bland  Sutton. 
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have  boeii  reported.     This  couhl  occur  only  in  the 


PelA 


itocele 


Petme  Htntutfocde, 


Jvip  lia'iTiiitocele  is  ati  aeciimiihition  of  blood  in  the  pelvis  con- 
seijuent  ujkmi  ruptfire  of  a  blotKlvessel  j  it  may  in  r.ire  instances  be 
due  to  traiimatis)[i  or  to  rupture  of  a  vessel  fnuti  ditseuse  of  its  walls  ; 
in  the  vast  majority  of  eases  it  is  the  result  of  tnbal  abortion  or  tubal 
rupture,  and  is  therefore  an  aeeident  of  tubal  prej^naney  ;  in  fact,  the 
symptoms  of  tnbal  abortion  and  rupture  are  llmse  of  pelvie  hiemato- 
cele.  There  are  no  [n'ernoiiitory  signs.  Small  hemorrhages  may  give 
rise  to  no  marked  subjective  symptoms;  even  large  aceumidations  of 
blood,  if  free  in  tlie  jieritoneal  cavity,  niav  cause  little  or  no  pain. 
When  the  bh*od  is  poured  out  into  eoutined  spaces,  such  as  the  s[)ace 
between  the  A/lds  of  the  broad  ligumetits,  the  subjective  symptouis 
wbii'h  are  tine  to  the  tearing  of  the  parts  are  distressing  and  over- 
whelming to  tbr  patient. 

There  is  sudden  and  exenieiating  pain  all  over  the  abdomen,  and 
es[K'i'i:d]y  about  the  pelvis  ;  then  come  nausea,  vcmiiting  of  bile,  cold 
extremities,  bathing  of  the  skin  in  cold  sweat,  piiiehing  of  the  feat- 
ures, rapid  and  weak  pidse,  tenesmus,  and  irritability.  In  serious 
caseis  the  shoc^k  will  be  as  great  as  in  Asiatic  cholera  ;  the  pain  out- 
balances every  other  symjttom.  Ttie  tissues  are  being  literally  torn 
asunder.  8nch  a  scene  can  never  be  forgotten.  The  wnnum  ttfsses 
to  and  fi-o  and  .stains  the  bedi'lothiiig  with  votnit.  The  bloodless, 
pinched  features,  the  Idocxlshot  eyes  starting  from  their  sockets, 
the  twitching  of  the  facial  muscles,  the  clinching  of  the  tingers,  the 
piercing  shriek,  the  agonised  beariiig-tlown  movement,  as  if  the  woman 
W(^ulfl  flrive  thf  contents  of  her  bmly  from  Iwr,  all  combine  to  make 
iijmn  the  memory  an  indi-liblc  impression.  These  symptoms  may 
subside  and  convalescence  may  b(»  established,  with  absorption  of  the 
clot  ;  or,  on  the  otln-r  hand,  fresh  hemorrhage,  with  even  more  pro- 
found collapse,  or  death,  may  suddenly  fwcm'.' 

Thesympt<mis  are  much  more  pronounced  in  tubal  rnptnre  than  in 
tnbal  abortion.  If  the  abortion  is  complete^ — that  is,  if  the  ovum  and 
its.  envelo|M\s  are  completely  thrown  out — tbi'  bemorrhagf  mav  be  com- 
paratively slight  and  nuiy  be  walled  in  by  adhesions  ;  nn<ler  such  cir- 
cumstances shiw  recfvvcry  may  take  place.  In  this  way  many  cases  (if 
pelvic  ha>mat(M.'elc  recover  without  operation.  Such  results  are  prob- 
ably more  common  in  the  very  early  stages  of  tubal  gestation  tlian 
is  genendty  supposed.  In  fact,  many  such  cases  arr^  unre<'ognized. 
There  is,  ijuh-ed,  a  possibility  of  mtHlerate  and  gradual  lifmorrhage 
without  any  jirououtu'cd  symptf^ms.  In  a  verv  large  prop()rtion  of 
cases,  however,  the  abortion  is  incomplete,  and  a  j)ortion  of  the  ovum 
or  its  env<•lop^s  is  left  attacbe<l.  Repeatcnl  hemorrhages,  with  severe 
abdoniinal  pain,  nu\y,  after  days  tw  weeks  of  suffering,  unless  relieved 
by  optMiition,  end  in  collapse.  If  the  progress  of  the  case  is  more 
rapid,  the  symptoms  elosely  resemble  those  of  intestinal  or  gastric 
jjcrfuration  and  exces.sive  hemorrhage  combined.     Hicmatocele  may 
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at  first  hv  iinroecvgnizcd.  If  llic  hlccKlinp;  be  excessive,  the  early  «»nse 
of  fiilnt's.s  on  |K'r4'iisstou  anil  imlpation  g^ives  wixy  later  to  iho  localized 
si^ns  of  a  foiitractod  dot. 

As  ulrrncly  stntwl,  heinorrlui^<^  into  tlio  space  iK'twcon  tlio  folds  of 
the  hroud  ligament  ts  contined,  and  tliLTrforv  limited.  If  llie  force  j* 
.'iuttirieiuty  .s(ri>ii;i^  to  cause  seeondary  intraperitoneal  rnptnrt? — that  u^ 
niptiire  from  the  interior  nf  the  li*j:^inient  tct  tlie  pentoiieiiin — there  will 
he  preat  daiiir<'r  of  protoiind  acute  amemia  and  eollap>e.  If  the  blocxl 
is  eoiitiiied,  the  vesical  and  rectal  tenesmns  and  otlier  .symptoms  due  to 
tearing  and  pressure  muy  be  overu helming. 


4 


Diagnosis. 


ie»n^^ 


In  the  early  periixl  of  tubal  pretrnaney  there  are  no  eortafn  mean<i 
«tf  diai^nosiH.  The  jiatient  may  have  notierd  no  irrejjulariiy  in  her 
pliysiitlitjrieal  life,  and  may  have  been  utterly  unaware  of  her  eondition 
nutil  the  (wenrrenee  of  rapture  or  abortion.  This  i:*  especially  likely 
to  be  the  ease  when  the  abortion  or  rupture  occurs  very  early  after 
impregnation.  Usually,  however,  it  occurs  between  the  fourth  and 
ninth  weeks;  during  this  titne  certain  anonudies  already  mentioned, 
such  as  irrr'gular  ntenstruatiou  or  jniin,  may  have  atiraettd  attention 
and  led  to  the  itiseovery  of  an  enlargi-d  tiilte.  It  is  a  sjguilieant  fact 
in  diagnosis  that  tubal  pregnancy  often  occurs  after  h*ng  periods  of 
sterility.  Such  sterility  is  therefore  a  suspicious  rircnmstance.  The 
niicroscojvic  finding  of  the  east-i)ff  decidua  is,  of  course,  stroujfly 
diagnostic.  In  t\iv  hiter  peritMis  of  gestation  many  <d*  the  nsnal  signa 
of  pregnancy  are  luodified  ami  distorted  by  abnormal  conditions. 

Tlie  diagnosis  may  l>e  con.sidered  with  reference  to  three  grouj 


4 


cases : 


groups  of 
I.  Late  cases  in  which  neither  tuba!   rupture  nor  abortion  haaj 

Explanation  op  FmrRES  282  to  288.* 

Fli|i:\ira2S2.    Side  view.    Pregnancy  coinpUcatcMl  by  hivmatiK-fle  of  liolh  bioad  ligaments {{ 
blood  clot  posterior  and  to  eitlier  Hide  of  the  utcru».  cmwdliiB  the  cervix  forwanl. 

FiKurc  283.     Ret ru- uterine  hicmatocc'le  extcndiiiK  inti)  buth  bruud  li|:iiiii<.-nu,  Ihe  mMw  on  | 
th«  one  side  rislnff  murh  liifclier  than  on  tiie  other,  8o  thut  HccumulaUun  of  blood  fccle  to  lite 
touch  like  two  distinct  masses  closely  set  together  and  sharply  rounded  above  and  at  the  sides.  I 

FlfTurti  384.  Front  view.  Hicmatocele  of  lea  broad  liRament  cxtcndinif  anterior  to  th« 
utcruK;  folt  a«  a  hard  tumor  in  the  left  vaginal  vault  clnsi.'  to  the  uteru»;  eaaily  fell  tbroiigb  the 
vaiflna  and  in  the  leH  inguinal  region. 

Kii(ure285.    KetrtHUterine  hiemstocele  liaing  the  iteritonetin]  high  out  of  tbe  cul><le-«ae 
of  Douglas,  and  extending  int«.>  twtb  broad  ligaments.    Easily  felt  un  vaginal  and  abdomlUAl  | 
(MtlpAtion. 

Figure  IMC.    Front  view.    Hwroatooele   in  both  broad  lipanients  extendinn  in  front  of  the 
uterus;  tumor  larger  on  the  right  side  than  on  the  li-ft.and  divided  on  the  tea  Into  two  sen*  i 
nieiits.    The  mnaa  on  the  loft  sldu  com mun Irate*  with  that  on  the  right,  high  up  in  front  of  th«  \ 
cervix      I'leruu  pti.«he<l  iwelt  to  tbe  ptuterior  wall  of  the  pelvis. 

Flpfure  287,  Side  view,  Uetro-utcrlne  hsfinntor-i-le,  not  extendlnp  to  the  sides  of  the  pclvi*. 
Miu^  Toll  Uttwi'en  the  utenu  and  rtretum.  liftiuK  the  peritonenm  out  oftlit^  t<.ul-<ie-i!iac  of  Douglaa 
and  crowding  the  ul«<ni8  forward. 

Fluurr  '>«.  Front  vji-w.  Hwmatoeele  iif  the  left  broad  ligament,  lying  rlo«e  to  the  nteru»  ; 
eaaily  ff  It  througii  by  va^dnal  liiucli  and  by  paUaitlon  over  the  left  iliac  region.  Crowds  th« 
Uterus  forward  and  to  the  right, 

ii»u»i«Bt€d  by  Kulm.  In  Velt.  Ilandbuch  derOynftkologle, 


Figure   284. 


Figure  S88. 
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occurred  and  in  which  gestation  is   j)rugresj<ing  or  has  progreh&ed  iu 
tenri. 

11.   Pearly  rases  in  which   neither  tubal  rii]itiiiv  nor  aliortiori  has 
occurred. 

111.   Early  eases  in  which  hihal  rupture  (U*  ahortion   has  (teeurred. 

I.  Late  cases  in  wliich  neither  tubal  rupture  nor  abortion  has 
occurred,  and  in  whieh  gestation  is  progressing  or  has  progressed  to 
term,  may  be  rectigniKetl  by  the  following  charaeteristies  : 

1.  Uterus  enlarged  to  the  size  of  iwn  months'  pregnancy, 

2.  Forniatinn  ui'  a  tntuf>r  at  one  side  of  the  uterus,  which,  like 

the  uterus  in  normal  gestiUitm,  gnulually  increases  in  size, 
although  the  si/.e  of  the  mnssdm-s  n<jt  always  correspond 
strictly  trt  that  of  normal  gestatioii, 

3.  As  gestation  jjrogrcsses  the  foetus  may  be  palj)ated  externally. 

Palpation  may  disclose  occasional  contractions  in  the  gesta- 
tion sac  ;  tln'  f<ctal  heart-tones  become  distinct  at  about 
the  same  time  as  in  normal  pregnancy. 

4.  Intermittent  false  labor  at    nine  or  ten  months,  followed  by 

cessation  of  circulation  in  the  placenta  and   death  of  the 
child,  and  finally  In'  marked  diminution  in  the  size  of  the 
tumor. 
6.  General  sejisis  from  absorption  of  decomposing  pnulucts  of 
gestation  in  most  cases. 

II.  Early  cases  in  which  neither  tubal  rupture  nor  abortion  has 
occuri"ed  may  be  diagnosed  by  the  following  signs  : 

1.  Cessation  of  menstruation  for  one  or  two  ntonths,  and  other 

signs  of  pregnancy,  such  as  nausea,  mammary  changes, 
and  venosity  of  the  vulva  and  vagina. 

2.  Ovoid  mass,  corresponding  in  position  to  the  right  or  the  left 

tube — not  very  sensitive  to  pressure. 
8.  Intermittent  contractions  of  the  mass — not  always  felt. 
4.  Scrapings  from  the  uterus  on  microscopic  examination  show 

deciclua — a  questionable  procedure  likely  to  cause  tubal 

rupture  t>r  abortion. 
6.  Death  of  tlie  foetus    in    some  cases  without  tubal    rupture 

or    abortion     may    he    followed     l>y    ab.sf>rption    of    the 

amniotic  fluid,   with   rapid   decrease   in   the   size   of  the 

tumor, 

III.  Early  cases  in  which  rupture  or  abortion  has  occurred  are 
chamcteri/ed  by  symptoms  same  as  those  of  Group  11.,  followed  by 
sudden  onset  <>f  extreme  pelvic  pain,  evidences  of  acute,  alarming, 
and,  sometimes,  fatal  hemorrhages  and  sudden  appearance  of  a  pelvic 
tumor — haematoeele. 


Diflferential  Diagrnosis. 

The  following  outlines  will  enable  the  reader  to  distinguish  tubal 
pregnancy  frtim  numerous  conditions  with  which  it  is  sometimes  con- 
founded ; 


M 


Hrf  of  Inlhotlvii. 
of  pnltie, 

lug,  but  siibsldea  afttr  few 

of  hcraurrbcgv : 
^-u^Q,  aeutf  auiL-mla. 
ii.  Woiik.  mpld  hcfiil. 

d.  i^luJiirig  ri^Hjjlrfldon, 

e.  May  Ik'  8yncti[ie. 

1.  HIsttwry  of  prcgniiijfj\ 

a.  HeaiurrJmjie  uifty  L-uusii  eMn«iMi*< 

4.  Tempo rivhjrt'  i)«)rintilur5abiii>TinKt»t(1nt. 

5.  VmjwUj-  luHSij  eud—lftUT  hitrd. 

6,  Fever  may  flu  nil  >■   fr^Huw  appei»mnfli' i*f 

7,  Uttflnedeeldiiu. 
RcrprcBKD  Tubal  FflKG.vANCv.    Hjoiatocml*. 

2.  Developntnt  raphl. 

3.  Nftt  vcfv  Kfiarply  t'ir(;*uiii*crJl>ed, 

4.  Tmnuiblllty  of  miu.«, 
A.  ^jgiu  of  prvgnaney  pr^ccdo  IbrmAtloo  9t 

mass. 

€.  Uterine  declduo. 
BFPn"Rsu  Tubal  riiEUNASCT.    HjBJiArooKLE, 

1.  No  pl^'-csi«llnK  tumor, 

2.  niMorjf  of  prtjcnancy* 
A.  Twtnornot  BiDnoth  anil  tenao, 
4.  ITttinis  KomewbAl  enlarpid. 
6.  rU'HiiP  (Ifi-jilUA. 

L  Bff.nx-  nipt  11  rr',  iii-Bt.utlH«tj  j^hc  Jiardcf. 

2.  Fhictimtidii  ftjifl  biUlottimcnit  atsent. 

3.  (.'ti-rii>?  slikililly  <?iJlKrff!.'di.  Tuiuor  flvjiarntQ 
from  ult-nis  and  orn'rt  ds  It  lo  opp«>fiUe  Bide  of 
pelvii. 

4.  rrn»iml  TiMnrf, 
i>,  Tuljut  Bhitrtlnn.  or  nipture  between  fonith 

and  Tdntfj  wt-t-k  nhun). 

fi,  IiisfhaiTP  "f  lUi'riRo  dediiua  vlVh  fftlsu 
iMiior  ptiroi  ai  titii*;  itf  tubal  almrtloti. 

Uti'fino  dif^plflconicnts,  prccju-iiiiry  in  ono  liorn  of  a  hicorimtt*  utprus, 
jit^rfonitifm  of  the  *<tonifioti  or  iKuvfl,  an<l  niphire  oi'an  iineuri^^ni  have 
vot'Ti   niikitukcii    for    hihnl    jirt'ijiiiUR-y,    bnt   mme  of  tlicso  t'oiiditkms 

FrmliK'i'H   till-  f:_vnij>toin  groiijv  outlined    in   tlie  above   jKirugmph  nn 

Prognosis. 

Tbi's  ifi  alwiiys  timibtftil  ami  K-rious,  Spontanpoup  rfrovnry  is,  how- 
ever, not  nik-otiinititi.  In  former  times  jn^Ivic  htenmtoeelo  wat*  not,  in 
the  irmjorily  (>f  i-usrs,  reef>gnize<l  as  r<'lated  to  tiihtd  nit'gmilU'y,  and 
wn-*  tlitri'ffjrr  u>*n!dly  IrcnttKl  (»ti  tlif  «'X|M"(;'!nnt  pbiti,  rndiT  gijrli  eoti- 
ditiims  h(H>iitaiieouts  cures  were  frequent.  Our  knowledge  of  the  true 
pathology  and  the  consequent  greater  frequency  of  operative  inter- 


7.  Absent. 

rxERlNl  AMD  OTAJIIAN  TtiMOll, 

1,  Abt^cnt. 

2.  Slow. 

3,  Ma.-'H  sharply  eircumwribwl. 

4.  MnbjHty  upua]. 
it.  Abfti^nt  iiDtesG  cumpilcatead  bj  prttgnmoey. 

6,  Abaeat. 

HEMOltRSAQB  UTTO  OVASlJUt  OrtF. 

1.  Pre-exlatinK  Uiioor. 

2.  At*eni. 

3.  Tumor  smonth  and  tctiac, 

4.  Not  usuaUy  cnlar^vd. 
&.  Abaent. 

Normal  PBioajfAKcv, 

1.  Utenis.  softer, 

2.  Fluctuation  and  balIott«m«tit  lAter, 

3.  Tumor  Is  eolaried  utema. 


I.  Nothing  unimiml  in  hlBtorr. 
&.  IloeB  not  occur. 

*.  Doea  ti*it  occur. 
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fpreace  does  rot  cliange  the  fact  that  spontaneous  recovery  will  often 
occur  just  the  snme,  even  though  the  iiatne  of  the  rouditifni  hns  bt'tii 
chaiigtnl  from  liternutocele  to  tubal  pregnancv.  However,  recovery 
oecurK  nuieh  more  frequently  with  than  without  operation.  In  two 
hundred  and  seventy-eight  eases  for  which  there  had  !>een  no  op'ra- 
tiou,  collected  by  Seliauta,  Martin,  and  Ortlimann,  one  hundred  and 
eighty-seven,  or  a  little  over  t\V(.»-tliird.s,  iliwl  ;  while  five  hundred  and 
seven,  or  80  |xt  cent.,  of  six  liundi-e<l  and  thirty-six  eiises  operated 
upon,  .survived.* 

Treatment, 

From  the  observatlonH  already  niiule,  it  follows  tliat  the  treatment 
of  tubal  pregnancy  will,  as  a  general  rule,  be  ojienitive.  The  safety 
of  the  jKitient  it^  imnxeasurably  greater  if  the  diagiiosif*  h  made  and 
the  operation  performed  in  the  earlier  weeks,  before  tlie  time  of 
tubtil  abortion  or  rupture.  Unfortunately  for  the  great  majority 
of  cases,  the  first  intimation  of  the  diagnosis  comes  with  one  or  the 
other  of  the^^e  accidents. 

The  treatment  will  vary  with  the  varying  conditions.  The  four 
possihilitreri  are  : 

t .  That  the  diagnosis  has  been  made  before  the  time  of  rupture  or 
abortion. 

2.  That  rupture  or  abortion  has  just  occurred. 

3.  That  the  patient  has  survived  the  immefliate  effects  of  rupture 
or  abortion,  and  gestation  has  ceased  with  the  death  of  the  fetus, 

4.  Thjit  rupture  has  occurred,  but  the  fcetus  is  alive  and  gestation 
is  still  going  on. 

1.  Trenfmenf  before  Rupture  or  Ahoiiion,  Tlie  tube  and  its  con- 
tents shnidd  be  iiunn-diately  removed.  Only  by  tiiis  means  can  the 
woman  be  protected  agivinst  the  extreme  peril  of  eontirnie<l  tubal  ges- 
tatitm.  The  danger  fhf  the  openition  is  not  greater  than  the  removal 
of  the  uterine  ap[>endages  under  other  eircumstanees,  and  the  te<dinifpie 
is  the  same.  In  \x^v\  many  cases  tubal  ]*regnaney  is  unrecognized 
until  the  abdomen  has  been  o|K'ned  on  the  diagnosis  of  a  siinposcd 
hydrosalpinx  or  pyosalpinx.  Tliis  fact,  as  Penrose  says,  empnasizes 
the  value  of  the  rule  to  operate  for  all  gross  lesions  of  the  tube. 

2,  Trmfmrnf  ImmftJ'utft'hf  aflrr  linpfure  or  Ahorthn.  The  general 
rule  is  too[>erate  witlmut  dt-lay.  It  maybe  unwise  to  wait  for  reaction 
from  the  shcjck  and  hemorrhage,  for  liemorrhuge  is  the  very  indi- 
•cation  for  iiiterferetu'e.  Indeed,  the  immediate  object  of  the  operation 
is  to  stop  the  hemorrhage. 

The  writer  has  rcei>rded  two  eases  in  which  the  )3atient8  were  in 
apparent  eollapse,  and  for  thi^  reason  it  was  not  ileemed  wise  to  ojH^rate 
unless  tfiere  sfjuuld  be  a  ti-ndency  to  ndly.  In  l)fttli  cases  there  were 
ahiw  improveuu'nt  and  liiud  reeovery  witlmtit  operation.  A  tew 
months  later  in  both  case^  die  jinxlucts  ui'  conception  had  entiivly 
disappeared  by  absorption.  Tbese  cases  sltovv  that  witljont  oiR-nition 
the  prognipsis,  even  in  tlie  most  extreme  conditions,  is  not  hoiMjless. 
The  operation  is  as  follows  : 

^  A.  Martin.    Die  Krankhelteii  der  Eilclter,  1895. 
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The  alxlointn  is  optned  as  for  the  removal  of  the  uterine  ap- 
pemlagt^s.  Tlie  tul)e  juk!,  togt'tlicr  with  it,  th**  hrtKid  ligtinient,  are 
^rasiMil  iuhI  ptilled  into  the  woiiml  ;  twu  pairs  of  strong  hfeiuostatie 
fiirwps  art'  ptat*ed  o[i  the  hnuul  hpuiifiit — one  on  the  iufuiulibiik)- 
pelvic  extension  of  it,  near  the  pelvic  wall,  the  other  close  to  tJie 
uterus;  this  will  control  the  ovuriaii  artery  at  its  point  of  entrance 
both  to  t[ie  ti^timent  and  to  the  nterns.  Ligatures  are  iiii mediately 
siihslitnted  for  tlie  foreeps,  the  tube  removed,  and  hieraostasis  secured  a«5 
i]e«erihed  in  ('hai)ter  XXIII.  If  lliere  is  a  eavity  between  the  folds  of 
the  bruail  li^uiuetU,  it  may  he  obi  iterated  by  line  buried  catgut  suture?;. 

TIr'  free  infusion  rtf  ujirtnal  salt  solution,  two  or  more  pints,  bv 
hypodenuoelysis,  preferably  luider  the  l»reast,  is  strongly  indicated.  ^A 
This  infusion,  which  may  he  given,  according  to  the  iudie^itiou,  before,  ^| 
during;;,  and  after  the  opemtion,  lias  tunied  the  scixlo  for  recovery  in  ^^ 
many  a  liesptTale  case.  If  the  hernorrliage  lias  lieen  givat,  Franken-  j 
tlial  advises  direct  transfusion  of  blood.  ! 

3.  //  nfpfmr  or  afttnthn  /taj*  orettnrd,  and  the  patient  has  recovered         | 
from  its  immediate  effects,  and  <festatit>n  luis  reased  witii  the  dt'ath  of 

the  ftetus,  there  may  be  spixitaiieous  cure,  with  abxirptiiin  and  disa])-  ^J 
|)earance  of  the  pnulurts  of  conception.  Under  these  favorable  eon-  ^t 
ditions,  especially  if  tliere  be  continuous  p-ratlual  improvement  in  the  ^^ 
symptoms,  one  may  adctpt  the  jdan  of  watchful  cxjieetaney.  Frank- 
enthal  says:  ''Treat  efniservatively  only  those  cases  seen  some  time 
after  [jrimary  rupture,  when  you  are  reasonably  certain  of  the  death  of 
the  fo'tus,  when  the  alaruiint;  symptf>ms  have  subsidetl,  and  when, 
presumably,  absorption  is  going  on."  Intraligamentous  rupture 
fK'citrring  within  the  first  three  or  four  weeks  of  gestation  is  rather 
liable  to  he  followed  by  recdvery  and  absorption.  One  must,  how- 
ever, he  prepan^<l  to  o[>erate  promptly  ujion  the  lesist  cvithmce  of 
secondary  rupture  and  hemorrhage  or  u[)on  the  onset  of  infection. 
Kveii  in  inietKUipliciited  eases  of  this  third  division,  however^  it  is  yier-  ^J 
missible  and  pctssibly  sjifer  to  tuiemte,  and  tliereby  i-elieve  the  woman  ^| 
of  the  danger  incident  to  the  presence  of  a  flead  fietus  in  tlie  pelvis.     ^^ 

Previous  to  the  Ibin^th  or  tifth  uu>nth  the  entire  gestalion-sac  and 
its  contents  may  usually  be  removed  without  great  danger  of  fatal 
licniorrhage.  At  least  the  hentorrliage,  if  troublesome,  may  be  con- 
trolled by  ligature  of  the  ovarian  vessels,  or,  if  ue4"cssary,  lA'  the 
ovarian  and  uterine  vessels.  After  the  ffctus  ha-^  been  dead  for  some 
time  there  is  litde  or  ikp  danger  of  hemorrhag*!  in  sc|i(iirutii)g  the 
placenta. 

4.  JJ  getitation  hna  ndvanced  beyond  the  fourih  or  fifth  wjow/A,  and 
thcehild  is  living,  the  renuKal  *if  the  f<etus,  togi-thi-r  with  lln'  |>lacenta 
and  gestalit)n-s;ie,  is  practicable  in  only  a  small  niiiioritv  of  rases,  an<l 
then  ludy  in  the  liands  of  the  ex])erieiiced  iind  exjurt  ojH-rator,     The 
conditions  favorable  foe  this  radical  oix-nition  are  found   in  the  rare     ^J 
peduncidated  tubal  pregnancies  already  nientione*!,  in  which  gestation    ^t 
may  go  to  term  without  nipture»  and  in  other  rare  cases  in  which  the    ^ 
sac  can  he  istilatcd,  brought  throiigli  the  woumi,  antt  a  jmiIicIc  formed, 
or  it8  attachments  separatc<l  without  excessive  iHiiionluitrf,     Ligature 
of  the  ovarian  atid  uterine  vessels  dcn-s  not  control  the  terrible  hemor- 
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rhago  which  at  tliis  period  and  under  ordinary  couditions  invarialily 
follows  pcpamtinn  of  tlif  jiiacciita.  Tho  surgeon  rmist  assume  tlie 
great  rt»;ijKHisibility  nf  a  lUvision,  wlit'n  the  abdomen  is  open,  whether 
or  not  he  will  attempt  the  i-emoval  of  the  gestation-i^ae.  The  delil*- 
erate  attempt  to  remttvc  it  ha.s  many  times  residted  in  uncontrollable 
and  fatal  heinorrliage.  In  opening  the  sac  the  oiKrator  mav  acei- 
dentaUy  inei.se  or  partially  st-parate  the  plaeenta  and  lind  himself  faee 
to  faee  with  a  most  fbnniduhle,  if  not  nnmanageahh-,  hemorrhage. 
Compression  of  the  aorta  and  lijtj^atnre  oC  the  uteiine  iind  ovarian 
arteries,  if  firomptly  and  skjirully  executed,  may  or  may  not  save  the 
patient's  lii'e.  In  the  vast  majtirity  of  cases  in  which  gestation  is  in 
progress  licyond  the  fourth  or  fifth  month  the  operator  must  be  eon- 
tent  to  incise  the  sac,  remove  the  fa?t!is,  stitch  the  siie  to  the  alxlomi- 
nal  wound,  and  leave  the  placenta.  J,  Bland  Sutton  proposes,  instead 
of  stitcfiing  (he  s;ic  to  the  wound,  to  elor«e  it  with  sutures.  This  is 
done  in  the  hope  that  the  placenta  will  niulerp;o  atrophy  t»r  absorption. 
The  ilanger  of  infection  in  a  sac  thus  closed  would  be  considerable. 
Tlie  more  usual  and  sjifer  ])lan,  therefore,  is  to  leave  the  placenta  and 
establish  gauze  or  tubular  drainage.  After  two  or  ttiree  weeks,  when 
the  pliieenlal  circulation  has  ceasetl,  the  wound  may  he  reopened,  the 
gauze  rcinovctj,  and  ihe  placenta  tak(^n  away.  ^Vnother  more  cttmnHin 
and  approved  practice  is  to  h't  the  placenta  disintegrate  and  drain 
away  as  debris. 

Some  opi'rators  prefer  to  delay  operation  until  after  term,  wheni 
the  child  has  died  and  the  plneentnl  circulation  ha.-*  ceased.  The 
pro^Tuc^t.s  <if  eoncepti<ni  may  then  be  removed  entire,  with  the 
minimum  danger  of  luMnorrbago.  This  plan  necessarily  involves  the 
dangers  iutnthuit  to  the  conti]UJcil  presence  of  an  extra-uterine  fVetus. 

Thf  Abilominal  I>/w;w  ihe  Vatfinnl  lioute.  If  tlu-  products  of 
conception  are  low  down  and  quite  accessible,  if  gestation  has  not 
}>assetl  bevfind  the  eighth  week,'  and  if  the  tube  is  movable  so  that  it 
can  reatlily  be  brmtght  out  through  the  vaginal  wound^  it  is  permis- 
pible  to  operate  by  that  route.  If  tiu-  gestation  siu;  is  between  the 
folds  of  the  lu-oad  ligament  and  the  ebihl  has  l>een  for  some  time  dead, 
and  the  placental  circulation  has  therefore  ceased,  one  may  remove 
the  product.s  of  conception,  unless  too  large,  tlirongh  the  vagina.  In 
all  other  cases  the  dillicnlty  of  cmitmlliiig  hemorrhage  through  the 
vagina  is  too  great,  and  the  abdominal  route  is  therefore  to  be  pre- 
ferred. The  difticuhy  of  ligaturing  tlic  iufnndibnlo-pclvic  liganient 
through  the  vagina  is  an  objection  to  that  r4niti'. 

In  all  cases  of  ectopic  pregnancy  at  term  the  viability  t>f  the  child 
as  compared  to  the  life  ami  welfare  ni  the  mother  is  a  very  secomlary 
matter  Few  cliildren  are  produced  alive,  and  fewer  still  survive 
many  days.  The  il^w  wlio  do  survive  are  physically  and  mentally 
inferior.  Harris*  collccte<l  a  number  of  cases  of  living  i-hJldren  of 
extra-uterine  jjregnaucies,  and  in  IHOa  repfjrted  to  Orlhmaun  that  of 
tifty-seven  whose  liistories  he  had  been  able  to  trace  only  five  survived 
their  second  year. 

'  Fnuiki'tithiU     Transftrtinns  niiraao  Oynerologlcnl  .Stwiety,  1896. 
*  Aincricuii  Jmirnttl  of  the  Medical  Sciences,  August-September,  1888. 


CHAPTER   XXXVII. 

CONGEN ITAL   M ALFORJIATJ  ONS. 

Malformations  may  be  due  to  arreyted  development  or  to  exc 

fiive  development.  In  the  first  vhn^s  ui'  anoninlies  %ve  have  the  mat- 
formations  due  to  tlie  jHTsistenee  of  euibryoual  eonditions  j  the  second 
class  iiici  tides  the  hyfK'rtrophi(*»  and  mnltiplieations  of  otherwise 
normal  orgaiifi  and  tissues. 

The  getiital  organs  in  the  fi.etiis  appear  in  a  structiii*e  called  the 
genital  cniinenw,  wliieh  first  lies  on  oaeli  side  of  the  median  line  and 
subdivides  later,  the  inner  pctrtiim  tonMing  the  sexnal  iiland — the 
testiele  in  the  male  and  the  ovary  in  the  frinale — while  the  tujter 
section  beeomes  the  \\  olHian  iliiets  antl  ]uH]i<vs  ami  the  eanals  of 
Muller.  In  the  female  endiryo  at  term  the  Wolffian  hmlie.^j  which 
had  served  the  funetiun  of  the  kidney  dnring  embryonal  life,  atrophy 
and  beeomc  the  bmly  of  Rosen  in  idler,  while  the  duets  of  Muller  in 
tlieir  upper  (tortion  form  tlie  tubes,  and  in  their  lower  portion  coalesce 
with  tilt!  \\'oUlian  duet.s  to  protluce  the  uterus  and  vagina.  It  is 
essential  to  keep  these  faets  in  mind  in  eonsi<lering  the  genital  mal- 
Ibrmations  due  to  arrest  or  excess  of  development. 


Malformations  of  the  Ovaries. 

Malformations  of  the  ovaries  are  not  numerous.  They  oonssist 
mainly  in  Jaek  of  devchipnient  or  iu  i-xcessive  development.  The 
prineipal  anomalit^s  are  tliesc : 

Accessfiry  or  eotistricte*!  ovaries. 

Supernuineniry  ovaries. 

Absence  of  the  ovaries. 

liudiiuentary  ovaries. 

Congenital  hypertrophy  of  the  ovaries. 

Congenital  disptlacenient  of  the  ovaries. 
Accessory  Ovaries  am  iiinnil  in  froni  2  tt>  "^  |>er  cent,  of  autopsies. 
They  are  always  td"  small  size,  and  are  genenilly  eonneeted  with  the 
normal  ovaries  by  a  peduneidated  or  sessile  attaelmtent.  Two  or 
three  may  he  found  in  one  vnsv.  They  are  usually  p«rts  of  tlie 
<»riginal  ovary  se])anited  during  late  fa'tal  life  by  the  t"otistn«'tioni  of 
IM'ritouitie  hands.  The  ovary  may  lie  ttnis  divided  into  etpnd  halves 
or  may  be  only  ])artially  <livided.  The  pifsenee  of  aerrssory  ovaries 
may  account  for  pregnancy  after  both  ovaries  arc  snpp<i.sed  to  have 
been  removed. 

Supernumerary  Ovaries.  Only  one  authentic  cat*e  has  been 
rfi|>orted.'     This  was  a  third  ovary  situated  in   front  of  the  uterus 

>  MVinekk-l.  iti  AllliuUiuid  Playfiftir,  Vymlvmot  Gyiiecolti^y. 
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ill  direct  rela-titm  with  the  bladder,  and  conac!cted  to  the  uterus  by  a 
strong  ovarian  lij^ament.  This  ovary  was  twice  llie  normal  size. 
The  two  other  ovarios  were  normal  and  of  equal  size.  Thore  was  no 
trace  of  jieritonitis  in  t!ie  neigliborhooil. 

Absence  of  the  Ovaries  is  a  ran-  condition.  It  is  usually  asso- 
ciated witlii  iinpcrfoct  develojmji'iit  or  absence  of  one  or  more  of  the 
i>ther  sexnnl  organs.  An  ab.siflute  diagmtsis  ciiu  be  made  only  by 
autopsy,  for  the  ovary  may  be  present  in  an  abiuirnuil  loeatit>n  or  in 
a  partially  developed  state,  and  may  therefore  be  overlooked.  Absence 
of  one  ovary  is  apt  to  l>e  assr^ciated  with  absence  of  the  correspond- 
ing half  of  the  uterus  and  Falio[)ian  tube.  The  writer  has,  however, 
in  one  ease  ojieriited  for  die  removal  iA'  the  siipjmmfing  right  tube 
and  ovary,  and  fonnd  a  perfectly  developeil  uterus  and,  so  far  as 
oould  l>e  tliseovered,  entire  absence  of  tlie  left  tube  and  ovary.  There 
was  only  a  slight  protuberanee  at  the  left  uterine  cornn  to  mark  the 
point  where  the  tube  .should  have  joined  the  uterus.     Figure  289. 

FiavnB  280. 


Absence  of  the  left  ovary,  with  ftill  development  i>f  tkc  otlierRcaittil  ormns.  Tbls  would 
be  »  good  Illustration  of  the  author'a  ciise.  A.  Corpus  uteri.  B,  Fnlloplan  tube.  C.  Ovary.  D. 
Brood  ligunieitt.    F.  Cervix  uteri.    O.  Vagina.' 

Rudimentary  Ovaries  are  not  very  uncommon.  They  are  of 
email  siiie,  aud  theOniafian  fi>llieles  arc  absent  or  rudimentary.  The 
nterns  may  be  nru-mal  or  may  be  also  rndinientarv. 

Congenital  Hypertrophy  of  the  Ovaries.  Exce!?sive  growth  of 
the  ovary  has  been  recorded,  but  this  cannot  be  strictly  classed  as 
malformation.  It  hns  been  attributed  to  hypenemic  or  inflammatory 
conditions  (luring  ftetal  life. 

Congenital  Displacement  of  the  Ovary.     "  Non-descent  of  an 

»  A.  Martin.    Die  Krankhelten  drr  Elleiter. 
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ovary  ia  a  rare  but  not  unkuowu  iimmialy.  Bland  Sutton  has  re- 
ported a  caso  in  whii^h  the  ri^j^ht  uvary  was  adhewnt  to  the  lower 
border  of  tin*  kidney  of  the  witiie  .si(J«',  and  1  liave  t>een  a  case  in  the 
newborn  infant  in  wliieh  it  was  atLielied  by  jieritonitic  l)aDds  to  thi 
<.!iEt'uni.  It  has  been  -stated  that  it  may  be  found  free  in  the  peritonc 
cavity."  At  lea^it  occurrences  of  this  kind  have  been  reconded.  81; 
Astlcy  Cooper,  for  example,  once  truur^planted  the  tes-ticle  of  a  oocl 
to  the  abdominal  euvity  of  a  hen,  where  it  eontinued  to  gniw. 

"  IriHtead  <>f  non-tleseent,  there  may  be  dislocation  of  the  ovari 
dnwnwanl  into  the  irj^uinal   canaL     Aeeording  to  Pueeh,   congeni 
tal   inguinal  hernia  of  the  ovary  ia  much  more    common    tlian   ae 
quired,  and  Zinuif-  \\a^  recently  reported  an  instance  of  it;  but  Bland 
Sutton  states  that  he  knows  of  no  case  in  wliieh  the  ovarian  natu 
of  the  herniated  body  lias  l>een  pnjved  by  uiicroiicopiiid  examinatioi 
concbieted  hy  a  eonipeterit  observer,     llerniatirni  of  the  ovary,  whiell| 
may  be  unilateral  or  hikueral,  in  usually  asmeiated  with  displacemen' 
of   the    Fallopian    tube,  and  sometimes   with    malformation    of  thej 
uterus  and  malposition  of  the  kidney.     It  may  he  due  to  defect iv 
development  of  the  round   ligament  and  a  patent  condition  of  tha 
canal  of  Nuek.'" 

Clinical  Sh/nificancc  of  Ovarian  Mnlfarmafion.  The  absence  of 
one  ovary,  if  the  other  is  perfectly  deveIopt?d,  does  not  render  the 
wrwuan  sterile.  On  the  contrary,  her  repnKluctive  functions  inav  l« 
in  no  respect  im]>aired.  If  both  ttvaries  are  rudimentary  or  absent, 
sterility  is  the  nde.  There  is  usually  wantinjr  in  such  cases  the 
normal  development  at  puberty  ;  there  will  also  be  an  associated 
faulty  general  nulritinn,  a  weak  nervous  orgiuiiziition,  chlorosis,  and  not 
uncommonly  a  growth  of  hair  on  the  face,  especially  the  upper  lip. 
The  individual  may  retain  even  tlie  geueml  physical  eharacteristica 
of  infancy  ami  chihUiood,  or  there  may  be  an  apparently  full  develop- 
ment of  the  extra-jielvic  organs. 

Tfie  diaf/}}fmis  of  ovarian  malformations  is  made  by  the  above  sigi 
and   symptoms  and    by  the    recognition    on    conjoined  examinati 
of  undeveloped,  absent,  accessory,  or   otherwise  anomalous  ovariea. 
Eiirly  and  accurate  diagnosis   is  important,  for  only  by  this   means 
will  the  woman  l>e  save<l  from  a  possible  long-contin(ie<l  and  useless 
treatment  for  stcrilit\'.     It  is  often  impossible  to  say  that  an  ap|>jir- 
ently  rnilimentary  ovary  is  congenital,  lor  it  may  have  been  snbjecl 
to  atrophic  changes  consequent  upon  the  acute  infectious  diseases*  of, 
childhoofl. 

Malformations  of  the  Fallopian  Tubes. 

These  malformations  are  analogous  to  those  of  the  ovary,  and 
therefore  as  follows : 

Supernumerary  tubes. 

Accessory  tubes  and  ostia. 

Increase<l  length  and  exeesnive  convolution. 

Rudimentary  development. 

Absence  of  the  tubes, 

'  Quoted  from  Allbult  mul  Playfair,  Syitem  of  Gynwoloffjr. 
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Tube  with  actenanry  netluia.    C\.  Accestsory  oestlum.  Tube  wltli  iicreflBory  tube  end 

P.  Small  lntraUgament4>u»  cyst.'  ostium.* 

aeoessoiy  ostia  have  been  observed  in  one  tube.     The  anomaly  has  no 
definitely  recognized  significance. 


a.  Ribbon-flhapod  rudiment  of  the  utcruft.   *,  b.  Kound  llifameats.    c.  c.  FAlloplan  tubcc 

d,  d.  Ovaries.* 

Increased  Length  and  Excessive  Convolution  of  the  tubes  have 
been  said  to  favor  tubal  pregnancy  ;  tiie  oaiiHP  i«  unknown. 


'  After  Ki)*«mnn.  in  A  Martin.    Die  KrnnUln?llf>ti  dor  ElleJt.'r. 

•  From  KnsNiDatil  and  iffga.    Mann's  American  Hystein  of  tiynrrn\(igy. 


*  Ibid. 
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Rudimentary  Development.  The  riidimentarv  tube  i.s  tigualiy 
imperfiin^to,  lit-iiig  a  itiere  fil)rc_»us  conl  witli,  [x*rluips,  the  st-niblanw 
of  an  ojM'u  :nri(>ulla  and  tindiriie.  Tlic  corresponding  ovary  mayor 
may  ii«>t  he  alsn  luulinicntiiry  ot*  al>sent.  TIu?  accident  is  due  to  fail- 
ure of  devolopmuiit  of  Muller\s  duet. 

Absence  of  the  Tube  more  frctiiieiilly  pertains  to  one  than  to  both 
bides.  Wiien  both  tnlx's  arc  absent  the  uterus  and  ovaries  arc  nlr^ 
usunlly  wanting.  Cases  have  been  ivetuNlcd  in  whieh  tlie  tidx*  atui 
kl(bu'y  on  the  .<anie  .--ide  were  abf^ent.  Absene<'  of  one  tube  ij<  usually 
aasoeiated  with  want  of  devehipnient  of  the  eorresjx aiding  side  of  llie 
uterus — tliat  i.s,  with  uiernH  luiwnrnu. 

7%e  Cfinicat  Sif/nijieancc  of  nialfonnations  of  tlie  tubes  is  mueh  ihe 
same  as  that  already  outhned  for  malformations  of  the  ovaries. 


Malformations  of  the  Uterus. 

The  developmental  defects  of  the  uterus  form  a  large  proportion 
of  the  genital  malformations.  Tlicy  have  been  elaborately  studied 
and  classified^  but  for  the  raost  part  raay  be  ranged  under  two  general 
heads  :  1.  Those  due  to  imjK'rfeet  develojiment  of  Muller's  ducts. 
2.  Those  due  to  imperfect  blending  of  the  same. 

Fir.rRB  293. 


Double  nt«nu.  uUniii  dldelphyt.  a.  Kleht  cn^  Ity.  b  Left  c«vity.  c,  Rlitht  ovarr.  d. 
Right  nxind  Uffivincnt.  ''.  L«.-tt  rnuttd  llfrnmi>nt.  /.  Left  tube.  (7.  Iveft  vaginal  portion.  A.Kiirbt 
TBfltiAl  |>urlluD.    <,  Right  vagltin,   j.  Left  vaglnB.    *.  I'Hrtitlon  bvtweea  the  two  Tigina-.* 

Infantile  Uterus.  If  the  Mullerian  ducts  unite  but  do  not  con- 
tinue to  develop,  thi>  result  will  be  an  undevelopetl,  infantile,  or  fwtal 
uterus.  If  the  arro^t  of  develo|irnent  oeeurs  veey  earlv  in  tletal  life, 
tlie  uterus  will  be  extremely  rudimentary.  It  may  etjusi^t  of  an  in- 
fantile cervix,  and  in  place  <»f  the  forjyus  only  a  tibroun  enrd  extend- 
ing from  the  site  of  one  Fallopian  o|iening  to  the  other.     If  arreetl 

I  Prom  Do  eUittj  and  OUIrlor,  in  AiiiedratiSyitMD  of  Oynfcolngj 
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of  developnient  does  not  occur  until  aftpr  l>irtti,  the  ntenis  will  be 
sinalU'i"  than  nornuil,  hut  in  other  respects  not  strikingly  diffen^nt 
from  the  fully  developed  organ. 

The  iuionialjcs  due  to  defective  hiendtng  of  Miiller's  duets  are 
nnmcr(tUH  and  fre<jiieut.  Nearly  every  degree  of  imperfect  liision 
has  been  observeLl.  The  following  anomalies  are  due  to  this 
cause. 

Double  Uterus.  The  must  extreme  anomaly  due  tu  defective 
blending  is  t!ve  double  uterus  (uterus  didelphys),  in  wliieli  ther<'  are 
t\vi>  comph'te  organs  lying  sicle  by  sit! e,  each  MidlHrinu  duet  having 
formiKi  a  [wrfect  uterus  with  cervix  and  fundus,  but  with  r»nly  one 
cornu^  one  Fullopian  tube,  and  one  round  bgameiit.  Either  of  these 
uteri  may  be  fuuctionally  competent.  Pregnancy  and  parturition 
may  therefore  proceed  normally.  On  the  other  liand,  one  may  be 
rndimentarv  <jr  imperforate.  If  the  imperforate  urgjin  is  functionally 
active,  it  may  become  distended  with  meustrual  blood  and  form 
hiematometra.     This  will   require  surgical  iutcrfereuee. 

Accessory  Uterus.  A  very  curious  and  rare  nmlfortnatiou  is  the 
uterus  aeeessorius.  In  this  condition,  besides  the  normal  uterus, 
there  exists  another  uterus  anteriorly,  between  it  and  the  bladder. 
In  one  case  a  third  uterine  lobe  was  fouiid  attached  to  the  single 
cervix  of  a  bifid  uterus.  It  is  hard  to  account  for  these  anomalies. 
Tiie  assumption  has  [>een  made  that  tfie  accessory  organ  wasdevelo|>ed 
from  a  diverticulum  of  a  MuHcr's  duct. 

FlOUBK  291. 


Utenis  bicomt«  unIef>lH.«.    o.  V»Klnn.  laid  opeu.    6.  $hii;le  cenrlz.    c,  c  Uterlue  honu. 
/,/  RouDd  llgataontB.    rf,  d.  Fullopliin  tubc«.    e,  c  Ovaries,* 

Bicornate  Uterus.  Next  in  importance  to  the  double  uterus 
IS  the  much  mi>re  frwjuent  bicurnale  uterus,  in  which  fusion  of 
Muller's  ducts  has  m'curred  htwer  down  than  normal,  with  the 
result  of  producing  a  Y-shajX'd  orgiin.     Tliis  deformity  occurs  in  all 

'  Kassniiiul,  Ui  Mann's  American  System  nf  Oynecology. 
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ne  **Jtti*(*me,  the  geptiim  extends  the  m  hole  length  of  tlie 
68  rise  to  a  double  oh  externum  ;  in  tlie  other  oxtreone 
la  niaj  be  separated  only  by  u  iioteh  at  the  fundus 
rmiB). 

)tUB.  In  thk  anomaly  then?  is  complete  di  vi^ioa  of  tlip 
o  ciivities  by  an  aiitero-jmsterior  vtTlk"al  |i:irtitlciii  or 
-L-irrriis  siibseptiiK  j-ignitieii  an  imperfect  wptiim  and  ct>nm- 
ii,.v-,  |iartial  division.  This  is  not  indicated  by  the  external  u|>jK!ar- 
auee  of  the  organ.  The  septimi  may  he  complete  or  ineoni|d<«t4^,  «>r  ic 
may  form  only  a  ridge  on  the  interior  of  the  uteruti.  It  may  even 
extend  through  the  eervix,  or  it  may  be  coniined  to  the  cervix  or  to 


Utcru*  si'ptiiR  (lupli'X  (niiturMl  Hirci.  roiii(tkti>1y  dr»ul->lL'  ukTUfi  iitiO  ln«M>innIetclr  doublt 
va«liiii  <if  H  Kirl  trteiity-tvvb  yva.t$  nf  ojf*;.  (t,  (i.  Tubtii.  hj:  fuRdu*  of  tlui  ♦louWc  utenw, 
(',  r.  <*.  I'lirtlfldii  <if  iittrua,  4,  d.  CttvitlvK  of  ihe  Mtprtm'  1hiiU»'(».  t.  «.  Inli'mnl  orlfk-c*.  /,/. 
I::str>rmtt  wiiHis  nf  the  two  nvckB.    g,tf    KxU'Djal  tirlrtrcB.    h,h.  Vugiiinl  caiiali.    L  PitrtlUtfS 

w'likli  «l(vl«lf*il  Ujc  ujififr  tlilr4  nf  the  vuglnn  intu  two  hnlrc*'.' 

the  c'lfrpii.H.  Thiun-  may  be,  in  foet,  cverv  popwible  variety  in  the 
mtuaticm  or  t-finjph'teneHH  of  the  septnni.  Tfie  ty]>iea],  if  not  the  com- 
moiiei!*t,  form  Iiiik  two  Inlernl  <*ti\'itie8  invnlvinjg  both  luxly  aiui  <'ervix* 
The  Inronisite  and  i^-eptate  nteri  have  a  siniitar  clinieaf  signifieaiiee. 
In  eitlior  thtTe  in  liable  to  he  an  im|»erfor;ite  nmdition  of  one  mh*  of 
the  Hf'ptnm  or  the  other,  with  resulting  ha?ni!itornetr{i,  I'rtHPnaney 
occurring  in  one  of  the  horns  of  a  bicornate  uterus,  especially  if  a 

«  KuBsroauI,  In  Mann's  American  System  of  Gynecology. 
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st-ptum  also  exists,  may  give  riso  to  the  diilitnilties  and  dangers  of  a 
tulnil  gestation.  Menstruation  id  liable  to  be  iVeciuent  and  otherwise 
abtionnal,  and  parturition  to  he  cnilmrras.sed.  In  a  .^uliseptnte  uterus 
jiialpresentatiiinrt  are  prone  to  occur  and  tlie  insertion  of  tlie  placenta 
to  be  abnormal. 

There  is  in  the  above  varieties  a  coraplete  gradation  between  the 
double  uterus  on  the  one  hand,  and  the  nterujs  septus  on  the  other. 
The  rehuive  dsnicnsious  of  the  two  horns  may  vary  to  the  extent  of 
c<iniplete  alisenee  of  one,  and  consequent  uterus  uuieornis. 

Uterus  Unicornis.  When  only  ruie  liorn  oi"  itie  uterus  is  well 
developed,  or  only  one  exists,  we  have  the  single-horned  uterns,  or 
uterus  unicornis.  There  arc  here  failure  of  fusion  and  more  or  less 
atrophy  t>f  the  duet  on  oue  side.  The  kidney,  ureter,  ligsinients,  tube, 
and  ovary  on  the  side  of  tlio  lacking  or  imi|>erfeet  cornu  are  also,  as  a 
rule,  rudimentary  or  absent.  The  rudimentary  horn  may  be  hollow 
or  solid  ;  if  the  former,  its  cavity  may  or  may  not  eonneet  with  that 
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UU?TUs  utiloonilB.    LH.  \j6tl  horn.    LT.  ImVl  lulw.    L.o.  l^eft  nvary.    RH.  tll^hl  horn.    RT. 
Right  tube.    R.o,  Right  ovary.    RLr.  Right  round  ligrameat.    hLr.  Left  routid  ligBraent.i 

of  the  develojied  horn.  If  menstruation  takes  place  in  the  closed  horn, 
there  will  be  hjematometra,  and  the  normal  progres.s  of  menstruation 
on  the  other  sido  will  lead  toeontusitm  in  the  diagnosis.  Bilateral 
luematiiinetra,  l)otli  horns  l)eing  imj>erfomte,  would  give  rise  to  less 
diflieulty  in   the  diagnosis. 

Among  the  less  important  anomalies  of  the  uterus  are  the  following  : 

Defeat  or  absence  of  the  vaginal  portion  of  theecrvix. 

Septate  os  externum,  with  no  trace  of  septum  above. 

Normal  develojunent  on  one  side  and  defective  development  on  the 
other;  thi-«  wotdd  be  an  approach  to  a  unieornate  uterus. 

Fltit  or  arehp<l  fundus. 

Congenital  prola|>se,  retroversion,  retroflexion,  or  anteflexion. 

Congenital  eomminiication  between  the  endometrium  and  intestines 
or  bladder. 

In  a  remarkable  case  one  side  of  the  bipartite  uterus  is  said  to  have 
develoj>ed  fin  the  exterior  of  the  body. 

Premature  Development  of  the  Uterus.     This  is  usually  aaso- 

'  From  Schroiler.    American  Syatcm  of  Oyneoology. 
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f'bited  with  similar    precocity  in   tlic    otlier  genital  organs.      Young 
jjirls  may  tljus  luciistruate  at  a  very  early  age  and  show  the  sexuid| 
development  of  mature  years. 

MalformationB  of  the  Vagina. 

The  vagina,  in  common  with  tlie  uterus,  is  formed  by  the  co; 
eeiK'O  of  Mrdler'h  duets,  and  tliereforu  sliares  largely  in  the  malformar 
tion^  of  that  organ.  Thus  the  double  uterus  and  the  uterus  septus  are 
eomnioiily  associated  with  doiilde  vagina. 

The  congenital  anomalies  of  the  vagina  are  these : 
Vagina  t^ejuta. 
Ahsence  of  the  vagina. 
Atresia  of  ihc  vagina. 

Vag-ina  Septa.  A  completely  double  vagina  having  two  canals, 
each  o|>ening  into  an  exteniul  vulva  of  its  own,  is  very  rare,  only  one 
case,  that  of  Kalharin  Kaufmaun,  having  been  rc|K>rted.  In  this  case* 
the  {lelvis  was  dividetl  by  a  periloneal  fold  into  two  lateral  envilies; 
each  half  contained  a  bladder,  a  iniictiruate  uterus,  an  ovary,  a  Fallo- 
pian tube,  and  a  rectum.  The  spinal  cord  was  bifurcated  at  the  level 
of  the  third  lund>ur  verlebra. 

The  ordinary  and  itmch  more  common  double  or  septate  vagina  vs 
divided  into  two  passages  by  a  septum  above  the  vulva.  The  hymen 
may  have  one  or  two  ojwnings,  and  the  septum,  as  in  the  uterus,  may 
be  enmplete  or  jiartiah 

Double  uterus  anil  thudde  vagina  often  coexist.  In  some  cases 
the  vagina  is  double  and  the  uterus  single,  with  the  os  externum  then 
opening  into  one  .side  <»f  th<'  double  vagina.  The  other  side  ends  in 
a  cul-de-sac.  \{\  uniler  these  conditions,  the  blind  passage  be  alone 
used  for  coition,  sterility  will  result.  In  other  cases  both  sides  may 
be  in  com  muni  cation  with  the  uterus.  The  septum  may  be  so  imper- 
fect as  to  constitute  only  a  ridge  along  the  posterior  and  anterior  walls 
of  the  vagina. 

The  septum  seldom  divides  the  passage  into  exactly  erpial  halves. 
Coitus  is  usually  contined  to  one  side.  In  ense  of  uterus  unicornis 
the  vagina  may  be  very  small — in  fact,  of  only  half  size.  This  is 
beeiiuse  one  of  Miiller^s  duets  has  failed  in  development  from  the 
uterus  down,  and  the  other  has  dcvelojied  only  im  its  own  side,  pro- 
ducing a  unilateral  vagina.  In  case  of  tjotible  uterus,  etr  uterus  septus, 
or  uterus  bieornis,  one-half  of  the  vagina  may  he  imperfonite,  with 
resulting  aecumulatinn  of  menstnud  blood  in  the  uterus  and  vagina  on 
that  side.     Tliis  is  hrematometra  and  hreuiatocfiljios. 

Aside  from  the  possibilities  of  sterility  anil  hiemat<iei>lpos,  and  from 
the  uterine  conditions  which  may  be  asswiated,  a  vaginal  septum  is 
not  of  itself  a  very  senons  matter.  It  may  never  Ix*  sus]>ccted  until 
parturition,  and  even  then  the  septum  may  be  destroyed  or  pushed  to 
one  side  by  the  passing  ehilil. 

Complete  Absence  of  the  Vaerina  is  usunily  associated  with 
absence  or  defect  of  the  ovaries,  tubes,  and  uterus,  and  with  a  generally 

'  Reiwrted  by  6upptiigvr.    AHlmlt  And  PUyfalr,  Syitom  of  Oynocolojry. 
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defective  sexual  organization.  If,  however,  the  defect  ia  only  in  that 
part  of  Miiller's  ducts  which  forms  the  vagina,  the  uterus  and  tubes 
may  be  rKtnnally  devidoped.  Absence  of  the  vagina  will  then  lead 
after  puberty  to  reteutiou  uf  the  menstrual  produetH  and  the  necessity 
of  niakiutj;  an  artitieial  vaginal  passage.  This  is  indicated  in  order  to 
give  exit  to  retained  menstrual  fluid,  and  ia  fwrmissible  to  establish  the 
piiysiological  integrity  <*f  the  vagina.  Impregnation  and  parturition 
have  taki.'ii  placf  tlirough  a  vagina  thus  opened.  This  sul>ject  will  be 
further  considered  in  the  next  chapter. 

Inflammatory  Atresia  of  the  Vagina  must  not  be  confounded 
with  cougr-nital  absence  of  the  organ.  The  former  is  the  result  of 
adhesive  intlaiuniations  wliieh  may  be  fu>tal  antl  involve  the  whole 
lengtii  of  tlip  passage,  or  it  may  be  due  to  inHarnniation  oeQurring 
in  f'hildhood  or  in  arhilt  life;  see  Dissecting  Vulvo-vaginitis.  In 
a  ciise  of  atlherent  vaginal  walls,  the  walls  when  separated  will, 
wherever  the  iutlamniation  has  not  been  destructive,  lie  lined  with 
vaginal  mucosa.  In  congenital  absence  of  tlie  vagina  the  mucosa 
has  never  di'velojx"*!.  There  is  ordy  connective  tissue  between  the 
vesical  and   rectal  walls. 

The  remiuuirig  vaginal  anomalies  are  rare:  they  include  diverticula 
and  comnmuications  between  the  vagina  and  other  orgtins,  such  as 
the  rectum  and  nrethni.  These  openings  are  dependent  not  upon 
defects  of  Midler's  ducts,  but  rather  upon  fuetal  chjacat  conditions, 
hereafter  to  be  described. 

Malformations  of  the  Hymen. 

The  hymen  is  an  organ  of  variable  strength  and  form.  It  may 
l>e  annular,  notched,  limbriatcd,  fenestrated,  crihriftrm,  oreseentic, 
thick,  thin,  fragile,  tough,  or  vascular.  Some  of  these  comlitions  are 
normal,  others  but  slightly  abnormal.  Complete  absence  is  extremely 
rare,  if  not  uidcnown.  Imperforation,  so-c^illed,  is  a  condition  usu- 
ally due  to  closure  of  the  end  of  a  Miillerian  duct,  and  is  therefore 
in  no  sense  an  abnttrmal  hymen. 

The  importance  of  these  anomalous  conditions  varies.  A  rigid 
hymen  makes  coitus  painful  or  impossible,  a  very  vascular  mend>rane 
may  lend  io  a  temporary  profuse  hemorrhage,  and  imperfection  gives 
rise  to  ii:einatocolpos,  or  in  extreme  cases  also  to  hjematon)etra,  and 
demands  npi^nitive  ijvterference  ;  see  Ccmgenital  Atresia  of  the  Genital 
Tract,  A  rigid  liyn>en  may,  after  marriage,  re<iuire  divulsion  or 
incision. 

Malformations  of  the  Vulva  and  Anus. 

This  subject  becomes  relatively  simple  when  wc  understand  the 
embryological  devi-lopment  of  the  vnlva  and  anus.  At  the  t^nd  of 
the  sixth  week  of  fietal  life  the  tangible  dillerentiation  of  sex  begins, 
and  the  developmental  changes  which  then  nornudly  take  place  are 
flhowii  in  Figiir<*s  1^1)7  to  ;]01  :' 

At  fii'sl  thf  allautnis  (which  forms  die  bladder),  the  rectum, and  the 

'  After  Schr6iler,    From  H«rt  aad  Barbour,  Manual  o/liyucccilogy. 


Figure  iarj.—tt,  rectum,  pontiauous  with,  AU,  alJaQlots  (blndder),  and.  X,  diiot  of  Mftller 
(vaKcnm),  X,  I>epressiuii  uf  skin  li«li>w  Kcnltal  prominence,  which  grows  Inwanl  and  1orm% 
vuhu- 

FiRun-  itiS.— The  depression  hna  cxtcndid  inward  iiud,  bt-ciMuinR  coutinuouB  wtlU  the 
rectum  uud  allaotois.  ftirins  the  cloaca.    Lt.  Cloaca.    H.  Bladder.     V.  Vagina. 


FltiURE  'M>. 
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Flifure  i'99.— The  cloaca  is  l>oc<iminK  divided  Into  thi-  ur«>-p(.riital  aiuus.  SV,  and  anus.  A,  by 
the  downward  jo'owtli  or  the  fK'rincal  Beptuin.    Svc  also  KiRurt'  Wk.'. 

FJifure '.MXJ.— The  [ierin«uni  is  eompiuttjly  formtd.  I\  l'orin»?(jin.  The  ducts  of  MQllerhaT* 
UDlted  and  Tormed  tlie  vagina,  V. 

FtGVnK  301, 


TheupK^part  of  the  tir(Hc«nltal  atnniha*  roninicti-d  Into  the  urethra:  the  lower  portion,  frf/, 
now  lHH*i>m«fli  th«  vulva,    i*.  IV'rinenui.    A;.  Ht-rium.     V.  \  aglua.      Ji.  Bladder.     U.  Uruihra, 

on  the  e.xternal  .•«urfai;e.  Prp8c?ntly  tlicro  in  a  clopresf;i(tn  in  the  skin 
wtjich  optMift  inward  to  this  cavity.  thiiH  fi>rming  the  rinnea.  Th« 
rhmral  opviiinjr  h  now  (livi<lt'<l  into  two  parts  hy  a  so[»tijm,  wlitrh 
\nlvr  devi'loji'^  Into  thi'  iMTliiL-uni-  Tfic  |n»str*rior  jMrrlion  cjf  tlio  cltwca 
thus  divith'J  bceoraes  iIr'  amis.     Tht^  ■•iiU<«rior  part  bfoomes  the  uro 
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genital  sinus.     This  sinus  in  its  upi)er  part  becomes  the  urethra,  and 
in  its  lower  part  the  vulva. 

The  anomalies  of  the  vulva  and  anus  are : 

Atresia. 

Persistent  cloaca. 

Hypospadias. 

Epispadias. 
Atresia  of  the  Urethra,  Vagina,  and  Anus.  The  cloacal  divi- 
sion by  which  the  urethra,  vagina,  and  anus  are  opened  and  thereby 
prolonged  to  the  external  surface  may  fail  to  take  place.  This  failure 
will  result  in  complete  atresia  of  the  vagina,  urethra,  and  anus.  The 
perineal  septum  may  be  absent,  as  shown  in  Figure  302,  or  present, 
as  shown  in  Figure  303.  In  the  latter  case  the  opening  between  the 
rectum  and  the  uro-genital  sinus  will  be  closed.  This  condition  of 
complete  atresia  has  only  been  observed  in  stillborn  foetal  monstrosi- 
ties. The  bladder,  urethra,  and  vagina — that  is,  the  uro-genital  sinus 
— are  apt  to  be  distended  with  urine. 


Figure  SO".'.— Absence  of  cloacal  division.     Perineal  septum  wanting.     R.   Rectum. 
Genital  canal.    B.  Bladder. 

Flgfure  303.— Absence  of  cloacal  division.    Perineal  septum  present.' 

Congenital  atresia  is  not  to  be  confounded  with  another  form  of 
vulvar  atresia  in  which  the  labia  have  become  adherent  from  inflam- 
mation. This  adliesion  may  occur  before  or  after  birth.  The  adhe- 
sion is  generally  incomplete,  so  that  urine  and  menstrual  fluid  can 
escape.  The  condition  has  been  designated  superficial  atresia  of  tfte 
vulva;  it  is  remediable  by  separating  the  labia,  either  by  divulsion 
or  by  cautious  dissection. 

Persistent  Cloaca.  In  this  anomaly  the  anus  practically  opens 
directly  into  the  vestibule  ;  there  is  no  perineum.  The  anomaly  is  a 
persistence  of  the  condition  in  Fijjure  299.  If  the  anal  sphincter  is 
also  deficient,  the  condition  is  a  ])itiiible  one.  When  there  is  control 
over  the  feces  an  operation  may  not  hv  absolutely  needed ;  but  when 
there  is  incoiitineneo  of  fcees  it  is  always  advisable,  and  preferably 
before  maturity.  The  usual  operation  has  been  to  pass  a  probe  into 
the  fistula  aii<l  out  at  tlic  normal  j)osition  of  the  anus,  then  split  up 
the  parts,  draw  tlic  rcctmn  downward  and  backward  to  the  angle  of 
the  incision,  siitiii'c  it  into  position,  and  (4ose  the  gap  in  front.     A 

'  .Xftcr  Schnxlor.     From  Puzzi,  Treatise  on  Gynecology. 


HypoBpadlBJi :  congenital  almentMi  of  the  urethra.    Sound  pwaes  fmm  vftK'n*  directly  Into 
blAddur.    No  rcleuttve  power. 

of  tlie  fotal  condiHoii  in  Fip-iire  208,  and  is  duL'  to  i^erfJistcnoe  of  the 
uro-gonitnl  sinus.  The  ImviT  portion  of  iho  allimtois  has  partially 
or  cc>mp]et<^ly  failnil  of  (hnclfipnu'Tit  into  a  urotlirti.  Mlu-n  the  defect 
is  only  slifjlit  there  is  control  of  uniie  ;  the  niuKnaly  is  nWvu  associatfxl 
with  hyfH*rlrophy  of  the  elitoris.  Sojinctiines  there  may  be  a  ques- 
tion a«  to  the  SOX  of  the  ijuhvtdual.  In  extreme  hypospadias  an 
eflurt  may  he  made  hy  a  plastie  (►penilion  to  make  an  artificial 
uretlira.  Tfie  tin'tht»d  of  Emmet  is  sliown  in  Fij^nres  1)04  and  J^05. 
Epispadias  in  woman  is  a  defei-t  in  the  npper  wall  ttf  the  nrethm, 
and  generally  is  aceompiinied  with  fissure  i»f  the  eliti>ns,  and  some- 
times also  with  fissure  of  the  symphysis  pnUes  and  of  the  whole 
anterior  vesical  wall.  This  givej*  rise  to  ectropion  i>i'  tlie  Idudder. 
Ineontinenee  of  urine  f>peiirs  evrn  in  the  slighter  fonn>.  ancl  tui  opera- 
tion is  required  (<►  restore  thv  integrity  ttf  the  Kladdrr-wall.  The 
labia  are  eommouly  alisent  iu  the  extreme  forms  of  epiH]»adia8. 

1  TriinwicKonB  Amerlfnn  »i>  iinv.loKicftl  AMoelaUon,  Kii.  p.  '/J'a,  18M. 


New  orethrii  meAv  after  Emmt;t's  method,  by  dunudhiK 't^ud  uultJnijr  twu<itdt«,  one  on 
either  side  of  the  iiri;?thral  site. 


Other  Congenital  Anomalies. 

Among  the  other  <'((Ti<;cHitiil  fiiininulk'S  inuy  he  nu^ntionftJ : 

1.  General  want  of  (i<.'velo|>iiK'nt  cif  the  vulva  and  abacuce  of  • 
labia  majora  and  niinoni.     Tliis  is  called  iiifantih'  vulva. 

2-  Hypertrophy  of  the  labia. 

3.  Anomidierf  of  the  elitoris  and  prepuce. 

Infantile  Vulva  is  «'<iiniiionly  associated  with  defecbi  ftf  dUc 
ternal  genital   organs  ami  with   a  genenilly  weak  systemic 
ment.     It  often  coexists  with  ehlortisis.     It  is  not  an  a\mt}\uttir  i 
raent  to  impregnation,  but  may  Ix'  to  parturition. 

Hypertrophy  of  the  Nymphse  has  been  much  gbuirfii^  m  t%m 
lower  raws,  esperiully  among  the  African  tribes.  It  i$  miS  itkmt  tn 
l»e  found  frccpiently  in  eonmeetitni  witli  liy[«'rtrophy  ii(  dbf  WKKKmim 
among  Ihe  Ameriraii  Indians. 

Anomalies  of  the  Clitoris  and  its  Prepuce.    TIm?  tCti  i^'    wT.  >>. 
recallod  as  that  organ  in  the  female  wliieli  eorrefi|)on<Jl»  !»- 
the  male.      Hypertrophy  of  the  clitoris  may  he  eongitiiil  -i^  jr»yH^ri 
If  congenital  ami  assot-iatcd  with  the  malformation,  ••d^  *»jBf»ir^k- 
hermaphroclism,  the  enlargement  may  be  so  extnsott  J»  ^mmm^  *^ 


R^undancy  oT  the  prepnee  and  enlargonu'iit  <.f  iht  rlltorli  In  a  miuturbatlnir  child  of  eleven. 
Apitettnnce  of  prepure  whvn  put  upon  the  alrcich.    Author's  cane. 
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Prepace  being  divided  on  the  dorsum  of  the  clitoiia,  as  would  be  done  In  a  similar  operation 

on  the  male.    Same. 


FlOURK  809. 


Right  rifle  of  the  <iividud  pri'inico  liun^'iriK  Inose,  with  forcepa  attached.    Left  side  being 
removtfd  with  scissors.    Same. 
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Acquired  liyjifrtrophy  is  u.siially  tlio  result  of  masturbation  in 
cliildhocKl  ;  eiilargpinent  due  to  this  cause  i.^  nr>t  oxtreme. 

TliiTe  is  a  A'An^  of  cases  occasion  ally  ol>*ierved  among  children  in 
which  the  clitoris  is  nuKleratfly  onlargod  and  surroundetl  by  an  abun- 
dance of  loose,  flabby,  retbindant  preputial  ^kin.  In  such  cjises  the 
cau!4eH  may  be  Iwtli  congenital  and  acquired.  The  congenitally  hyper- 
tro|)l)ted  clitoris  and  redundant  prepuce  are,  by  reason  of  their  aijte, 
unduly  exposed  to  friction;  this  gives  rise  to  irritation  ;  the  child  in* 
etinctively  rubs  or  scratches  the  part  in  order  to  obtain  relief,  and  thus 
gmdnully  forms  the  habit  of  masturbation.  This  frequent  counter- 
irritation  and  consequent  congestion  arc  then  in  themselves  additional 


FtoriiB  sio. 


Fioraz  su 


Redundunt  portion  of  prepuce  nil  r«inor«d.    R»w  ttuYikceit  ex- 
jK«wl  and  nnc  o«tgut  suture*  In  pUice,  ready  to  tie.    8anie. 


Sttttirw  tied  and  vroumt 
united.    Same. 


causes  of  enlargement  of  tlie  clitoris,  and  es|w?eirt1Iy  of  rodrnidancy  of 
the  prepuce.  The  cliihl,  nidess  relieved  of  the  local  irritation  and 
taught  to  avoid  all  friction  of  the  part,  soon  becomes  a  ImjK-le.-.-  neu- 
rotic. The  treatment  in  such  a  case  is  circumcision.  The  technique 
of  the  ojx»ration,  which  closelv  resembles  that  of  circumcision  in  the 
male,  is  set  forth  in  Figures  307,  a08,  30?J,  310,  and  311. 

In  the  operation  the  same  careful  trimming  of  the  lo<i.se,  redundant 
skin  is  neees.sarv  as  in  circumcision  of  the  male  child.  In  suitable 
cases  the  o|»enition,  if  sn|)pleinenled  by  positive  and  proj>er  moral 
instruction  and  by  judicious  hygiene,  is  usually  followed  by  a  cure  of 
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the  unfortunate  habit  and  by  relief  from  the  nervous  symptoms.  A 
most  important  factor  in  the  general  treatment  is  a  non-nitrogenous 
diet,  the  avoidance  of  sweets,  spices,  highly  seasoned  food,  tea,  coffee, 
and  stimulating  drinks.  The  importance  of  hygienic  living  is  self- 
evident.     Such  cases  are  rare. 

Adhei'ent  Prepuce.  This  may  be  congenital  or  acquired.  It  pro- 
duces the  same  reflex  nervous  symptoms  as  in  the  male,  and  requires 
the  same  treatment — that  is,  to  separate  the  prepuce  from  the  glans 
either  by  breaking  up  the  adhesions  or  by  incision.  In  some  cases 
the  indication,  after  loosening  the  adhesion,  is  to  slit  up  the  prepuce 
on  the  dorsum.  If  the  prepuce  is  not  so  redundant  as  to  require 
removal,  the  wound  may,  as  in  the  same  operation  in  the  male,  be 
reunited  by  a  line  of  union  at  right  angles  to  the  line  of  incision. 

Hermaphrodism. 

If  we  use  the  word  hermaphrodism  in  its  strict  sense,  to  signify  a 
combination  of  anatomically  and  functionally  perfect  male  and  female 
organs  in  one  individual,  a  typical  case  has  never  been  satisfactorily 
established.  The  condition  occurs  sometimes  in  the  higher,  but  more 
frequently  in  the  lower  vertebrates,  and  it  is  jMjrhaps  possible  in  man, 
but  thus  far  has  not  been  demonstrated  by  the  necessary  autopsy. 

The  cases  of  so-called  hermaphrodism  all,  or  nearly  all,  fall  under 
the  head  of  pseudo-hermaphrodism,  in  which  there  may  be  an  irregular 
development  of  the  sexual  organs,  some  of  the  female,  others  of  the 
male  type,  but  with  a  decided  predominance  of  one  over  the  other.  If 
the  individual  is  really  a  female,  and  resembles  the  male,  the  malfor- 
mation is  called  Gynaudrj' ;  if  the  male  resembles  the  female,  it  is 
Androgyny. 

Gynandry.     There  are  two  classes'  of  cases. 

In  one  class  the  breasts  approach  or  conform  to  the  male  type. 
There  may  also  be  a  hairy  development  on  the  face  and  a  masculine 
voice,  contour,  and  appearance.  The  genitalia  are,  however,  present ; 
and,  although  p(»rliaps  rudimentary,  are  yet  unmistakably  of  the 
female  type.  There  may  be  congenital  atresia  of  the  vagina  and 
infantile  vulva,  but  the  uterus  and  ovaries,  partly  or  fully  developed, 
are  present. 

In  the  otiier  class  of  cases  the  hairy  development  and  masculine 
voice,  contour,  and  appearance  are  supplemented  by  one  or  more  of 
the  followint;  pronounced  anomalies: 

a.  Pronounced  liyp(»rtrophy  of  the  clitoris,  sometimes  to  the  size 
and  api>earaii('e  of  th«^  fully  (levelo|>ed  ]x»nis. 

b.  The  lal)ia  minora  and  niajora  may  be  fused  together  so  as  to 
obliterate  tlu'  vulvar  entrance. 

c.  Ovarian  hernia  and  a  consequent  pouch  may  be  present,  resem- 
bling in  form  and  situation  a  scrotum  with  its  testicles.  The  uterus 
and  ovaries  are  more  or  less  perfectly  developed. 

Androgyny.     Most  of  tlie  cases  of  pseudo-hermaphrodism  occur  in 
individuals   who  have    testicles,  an<l   are  therefore  essentially  male. 
There  are  several  forms  of  tiiis  class,  of  which  three  are  given  below. 
33 
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1.  Til 


ildcst  form  is  that 


vhicli  th«  breasts  approach  or  con 
form  to  the  fcniale  type,  and  the  penis  and  testicles  are  correct  i., 

form,  but  riulimeiitury.  ^J 

2.  An  intcrt-.^ting  subdivision  of  undrogyuy  includes  individuaU   ^| 
whose  gcneralive  4irgat)s  are  apparently  female,  except  that  they  liave     " 
testicles  instead  of  uvarieSj  these  glands  In-ing  situated  in   the  abdci- 
nien  or  in  the  iugninal   canal,  and   the  scrotum   Ijcing  absent.     The         \ 
clitoris,  vulva,  vagina,  and  uterus,  more  or  less  iuiperfcetly  develojied, 
are  present.     Individuals  belonging  to  this  subdivision  are   usually 
brought  up  and  pass  as  women  throughout    their  lives. 


FlGUnK  312, 


Pseudo-hermBphTOcllgm  hj  hypospa.dl*B  (mftJc).  7".  Testicles,  not  descended,  if.  f^vinphyslB 
pubis.  C.  l'ndovc<l<k]i(.>il  penis,  rt'si'inbUtiR  laree  clitoris.  H.  Blndder.  V.  Prostiitfr  vesicle 
(l>ncui1u-vagUia).    A.  Rcrtuin.    The  penis  in  this  liguro  U  drawn  stnaller  Uiuti  in  the  originAl.' 


.'].  Tlie  most  numerruis  subdivision  is  that  of  hyiKJspadie  men. 
There  is  an  imperfect,  diminutive  penis  held  down  (►y  a  bridle,  and 
liaviiig  the  a|>j)earanee  i>f  a  large  elitoris.  Tlu  jHrnhdous  portion  of 
tliis  penis  is  inip-rfonile.  The  hy]>ospadi:ie  urethral  of>eniiig  eonxi- 
siM>nds  in  .-^ituatiim  and  apjteannice  t(»  tlu'  femak'  urethra.  The 
testicles  are  usually  in  the  nl>domen  or  inguinal  canal,  ami  the 
scrotum  is  therefore  wanting.  There  is  a  fissure  in  the  median  j>eri- 
neal  raphe — a  |H?rineo-serotal  fissure.  The  dcvelnpnient  on  either 
sitle  of  this  fissure  resembles  the  vulvar  labia.  These  individuals 
have  the  female  mammary  development,  are  usually  bmuglit  up  as 
girls,  and  in  some  instances  have  <liseovered  the  mistake  i»nly  after 
marriage.      Intercourse  may  be  iM>ssible  either  in  tlie  prostatic  vesicle, 

>  Bwvlfel.  tti  Bonnet  mid  Petit.  Gjrnccolofr. 
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see  Figure  281,  or  iti  the  dilated  urethra.  Some  of  these  monstros- 
ities have  been  eiipahle  uf  coitus  both  as  men  mid  women. 

The  importance  of  hermaphrc>di.sm  is  obvious.  As  a  clear  diag- 
nosis of  Hex  in  doubtful  cases  eannot  always  be  made  at  birth,  it  is 
sii^trestetl  that  in  cases  of  doubt  the  individual  should  be  broujijht  iip 
as  a  boy.  This  course  will  caiise  less  embarmssinent,  and  in  the  vast 
majority  of  eases  will  prove  to  be  tnu'rect. 

The  Treatment  of  Hermaphrodism  is  limited  to  those  cases  in 
which   anatomical   defect  can   be  eorrecteil   by  operative  nieat»iiix*s. 

PlOURK  313. 


''  vvv- 


Faeudo-hcrmapbrodito  by  pcrlueo-pcrotat  hypoepadlAs.' 

The  labia,  if  fused  together,  may  be  separated  Uy  breaking  the  adhe- 
sions or  by  incision.  The  hypertrophic  clitoris  or  labia  may  be 
removed  and  the  wounded  surfaces  covered  by  means  of  a  plastic 
<itM'rati<ui. 

The  bridle  r»r  fnenuni  holdini^  down  the  ])enis  in  androg-yuy  may 
require  an  operation  for  the  lihenitiini  of  the  or^an,  and  jdastie  work 
for  the  covering  of  the  exjwsed  surfaces. 

Epispadias  an<l  pseiido-hermaplirodism  may  furnish  indications  for 
operative  measures,  ami  if  so,  must  be  treated  in  each  case  according 
to  the  special  requirements. 

'  From  Bonnet  and  Petit,  Gynecology. 
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CHAPTEB  XXXVIII. 

CONGENITAL  GYKATBKfllA  WITH  RETAINED  MEN- 
STRUAL FLUID, 

Atrbbia  in  the  genital  tract  of  a  menstruating  woman  rfj^ult.'^  in 
retention  of  the  menstrual  fluid  above  tlie  point  of  obstniction.  The 
fluid  thus  rctaiiieil  is  of  a  tar-like  color  ana  consistency.  It  onntaia'* 
bh)™J,  raucus,  and  epithelial  d^bri^.  Its  eonsisteney  and  color  are 
due  to  jjartial  absorption  of  the  fluid  constituents. 

Figures  III 4  to  325  s«hi>w  the  aecuraulatioDS  of  menstrual    fluid 
wljjeh  may  tiike  place  alwve  the  various  possible  [Kiints  of  atn^s^ia  in 
the  uterus,  vagina^  or  vulva.     The  aecurnulattoua  come  under  one  of  i 
the  three  following  divisions  : 

1.  An  accumulation  in  the  vagfina.  The  distention  will  take 
place  above  the  point  of  vaginal  or  vidvar  atresiaj  and  is  calie<i 
ha-maiocotpo9^ 

2.  All   accumulation   in    the   uterus  called  hftmatomeim.      It   i& 
limited  below  according  as  tlie  atresia  js  at  the  internal  or  external  j 
OS,  in  the  corpus,  or  in  the  cervix  uteri.     A  distended  cervix  ia  calletl ', 
hiematotmcheloH. 

3.  The  uterus  having'  been  dij^tended,  the  blood  may  force  its  way 
into  and  distend  the  FalIoi>iun  tulws,  prtKbieing  hcFinatmatpitLt,  The 
fimbriateil  extremity  in  ."^iieh  rases  is  chiscd  by  adhesive  inflammation, 
Hajmato^alpinx  due  to  retention  of  menstrual  blood  is  nstmlly  assi>- 
ciat<?d  wit!)  lucinatomctra. 

IIiem:itoe<ilpo!^  may  exist  alone  or  may  be  associated  with  htemato- 
uietra  and  h^niato^lpinx. 


The  Pathological  Results. 

The  putholosxical  results  are  primarily  those  of  pressure  upon  the 
mucosa,  nnd  distentinn  and  thinning  of  the  walls  of  the  dilated 
ctrgans ;  this  leadn  to  atrophy  of  the  muc4"»sa  and  numeularis. 
Secondarily,  tliere  may  be  infection  and  eonseejnent  admixture  ot 
purt  witli  bltHKl ;  the  conditions  may  then  be  termed  pyoeolpos,  pyo- 
metra,  and  pyosalpinx. 

Symptoms. 

The  symptoms  are  commonly  absent  until  puberty ;  at  this  time 
menstruation  first  begins  and  gives  rise  to  the  accumulations  of  men- 
strual   blootl.     The    youne  prirl   will   then    have    the    symptoms   of 

&t« 
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montlily  reonrniit»;  menstruation  called  the  nioiiun'ii,  uilli  I  In*  M^flM  m 
siijMT.Kldcd  wtMjirht  and  hfiiviiipss  clue  to  awiirniilatiodH  oi'  uu'n»ifiitt\ 
fJiiid.     Thf  f^euso  of  weight  will   irtcTcust' w  Itli   tin-  *jij)ir<rjtv  i» 

lati'<l,  ami   in   eases   of  extreme  li:eiii:iUiiiit'ti*:i  will    ljri«nii'   >  , 

itrifl  iniiv  rcscTiiblf'  labor  pains.  There  will  also  hi-  tlUtvyuitJ  j'H  •" 
itre  on  the  adjacent  organs.  Siippunitiuu,  il'  ure^^rtjl,  j;i\«>  ri^*  Oi 
the  same  symptoms  of  absorption  as  would  result  from  an  u\m'A*m», 

Diagnosis. 

The  physical"  signs  will  reveal  a  fluctuatiiijj:  «'lastic  tiiuiHr  <''»m<  - 
sjM>nrling  to  tbe  scat  and  extent  of  the  nceiinmlatioiis.  Tli<'  imimr,  il 
in  the  vagina,  will  be  felt  most  distinctly  in  that  region,  and  may 

?iat?RE  !114.  Ki<n  HE  "ir. 
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Figure  au.-Atresia  at  the  nilvn  flrst  causes  distention  of  Uie  vi*k'"/'  I,'r,Vt*.«  nit^" 
Fl^re  3lf), -Atresia  at  the  vulva.    Hwrniitntraehelofi  hng  followtf'l  lu*  *<»• 

bulge  between  tbe  labia;  if  in  the  uterus  and  !"!'*  ^J  ttUMm^St 
come  witliiu  reach  of  the  external  hand  on  coiU* •"'*".  st^U^  •J^ 
and  fluctuation  will  Ik^  distinct  on  palpation  bctw*^"*?"  ,,;,.;.»..,  .^i* 
hypogastriiun.     Tbe  distended  tubes  arc  ustudlv  nisK".*^  '*  ^  ^^ 

of  tbe  distended  uterus.     Conjoiiu-d  cxanHiiation  *^'    A*.i  ,  ^ 

finger  in  the  rectum  ma V  give  further  information.  '^ 

rectum  and  the  sound  iii  the  bladder  will  sonictim****    **' 
limits  of  lia?matocol}X)j?.  ijnimr  i«  ii 

If  ihe  aitrsia  k  <it  the  os  intertntm,  it  gives  rise^to  f    ^.   ^^^^^.^^^  ^*' 
tbrm  of  the  cervix,  but  gives  to  the  corpus   nt^^rl   *■•*'     ^'^  "^ 

prcguaney.  unmM  m>i   »% 

Otw  aide  of  a  thiuhh'  rnffina  or  nieruH  may  b*?  m\u    -^-•-<       ^ 

other  side  em'pty.     There  will  then  be  a  tumor  on    " 


'  Flgrurcs  ;«!  t>i  di..  iuggisted  by  mid  iinxlllktl  from  Suttoii  unci  OJ*''" 
Women. 


mUm- 


KlKurc  mJ-AtrtMu  >ii  Oi.    Mi!v!i  rn  nne  fMo  of  a  (ion -J.    u»,>..^   and  vagina,  cuuslng 

Kiinire  ;{-^.— Atnsia  on  ..m     i  I.  ■d.\.,r.n,     u,  ni.s  iitul  vagiim  midway  iHJtweeti  vul-vn  utvl 
<w  cxleriiniii.    This  jinxJuccs  [lurtiui  1k<  iu[ii(M.-oi|>nH  ulwlTecte'l  side. 

cxtenuim,  and  va^nna!  puUatlon.  Iltpnintocnlpos  or  bicmatonu'tnt 
on  one  side  of  a  ihmUh  ntenis  or  vagina  may  iejul  to  ^rcnt  cHiiiusKm. 
Conjoined  examination  and  the  history  oi"  the  ease  will   serve  to  tlis- 


Figuro  324.— Atresia  on  one  side  of  double  uterus  and  vagina  at  vulva,  producing  hwrnA- 
tocoLpas,  bffiuiutotrHchelnfi,  itnd  bsumatometra. 

ngure  ajTi,— Atrwtu.  <m  one  8ldo  of  double  utenis  and  vagina  at  oa  extemom.  nroductng 
hienutotnicbi'lua  atnl  haauatuiuctra. 

aud  diseharge  its  contents  int*)  the  pi^ritontnini,  or  the  fleiid  be  forced 
through  the  Fallopian  tubes.     The  fluid,  liowever,  is  apt  to  be  sterile, 

Proi^oaiB. 

Unless  relief  tomes  from  operation,  the  thin  walls,  especially  of  the 

Fallopian  tubes,  may  rupture  and  ^et  up  dangerous  peritonitis.  Siip- 
]vunitiou  may  give  rise  to  all  the  daiij^trs  incident  to  pelvic  abscess. 
If  tlio  sac  ruptures  into  the  intestine,  there  may  be  dangerous  infection 
and  death,  or  a  precarious  re<-overy. 


Treatment. 

The  treatment  is  free  incision  at  the  point  of  atresia^  evacuation  of 
the  accuniidated  fluids,  washing  ont  and  drainage  of  the  cavity. 
There  is  in  these  cases  an  unexplained  and  excessive  liability  to  jx)et- 
<i|wralive  infection.  Kxtra  care  therefore  in  the  asepsis  liefore,  during, 
and  after  tin;  ttperati*>n  is  impei*ative. 

Operations  for  Hsematometra  will  vary  aeeirnlin^  to  the  l<x^tion 
and  extent  of  (he  atresia.  In  some  cases  the  obstruction  is  slight  and 
eajiily  brf)ken  by  a  sound  or  by  pushing  a  pair  of  bhurt-pointcd  scis- 
»or8  or  force|>s  through  it,  and  spreading  the  blades  to  .secure  the 
necestjary  tlivulsion  and  dilatation.  The  ratud  once  openetl  sliould  he 
made  to  renmiu  |iatulous,  if  necessary,  by  immediate  tree  ineisiou  or 
dilatation.     The  atresia  mav  Ije  at  the  internal  or  external  o**,  or  the 
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whole  cervical  canal  may  be  obliterated.  In  tlie  latter  case  it  is  some- 
tiiufs  necessary  to  .separato  tin-  bladder  from  the  uteriLs  an  in  anterior 
vutritial  .-section.  TJic  sejMiratioii  does  nut  ueeeciaarily  extend  into  the 
jM^ritoneuni,  but  slumld  be  carried  past  the  level  ot"  tl>e  interna!  tw. 
The  anterior  wall  of  the  uterus  may  then  be  diviiled  Utniritndinally 
\vidi  seissor:?  until  the  interior  of  the  corpus  is  reached  and  evacuateil. 
The  o[te(iin^i;  tints  inaile  is  lYnideretl  jK'rmaneiit  by  adilitional  incision, 
^luze  puekinj^,  or  dihitation,  or  all  of  these  eonibined. 

Hieniatonietra  may  occur  witli  complete  or  nearly  comi>lete  al>senee 
of  the  vagina.  See  ilaHormations  of  the  Vagina.  Under  thcfjc  con- 
ditiiius  the  choice  of  procedure  i^  between  : 

Fl.  ArtiHcial  va^jina. 
2.  Abdominal  liystorectomy  or  removal  of  the  appendages. 

1.  AHiJieinf  Vnr/iua  consists  in  .se|Kirdtinjr  the  vesical  from  the 
rectal  plate  of  the  recto- Vfiginal  septum  and  entering  and  evacuat- 
ing the  uterus  through  the  canal  thus  made.  The  incision  is  first 
freely  made  from  side  to  side  through  tlie  vulvar  skin  ;  the  two  plates 
of  the  recto-vesical  septum  are  then  readily  split  apart  by  means  of 
the  two  iuilex-Jingers,  whirh  easily  work  their  way  through  loose  cellu- 
lar tissue  to  the  uterus.  The  uterus  will  be  recognized,  when  rcaeheti, 
by  its  relative  hardness  ami  resistanee,  aiul  by  the  elasticity  and  sense 
of  rtuctiiation  ituparte*!  by  the  retained  fluid.  It  is  opened  by  means 
of  the  slurrp-pointed  scissors,  using  as  a  guide  the  aspirator  needle 
previously  intrexlueed.  In  working  his  way  to  the  uterus,  the 
iijienitor  may  avoi(l  entering  the  bladder  or  rei'tum  by  fre(piently 
iiitrixhicing  the  finger  into  the  rectum  and  tlie  sound  into  the 
bladder. 

The  ouly  nhjection  to  this  method  ia  the  strong  tendency  of  the 
artificial  vagina  to  contract  and  become  obliterated.  This  is  prevented 
by  the  cuustant  wearing  of  the  Sims  glasw  vaginal  plug.  Emmet  .says 
that  finally,  in  .some  cases,  the  new  vagina  when  it  heals  over  glass 
is  covered  by  a  structure  not  altogether  unlike  mucous  menibmue, 
and  that  after  healing  has  taken  place  the  frequent  use  of  the  glass 
dilator  will  keep  the  v:igina  i>peu.  The  writer's  experience  in  three 
cases  jwrsoually  observed  is  that  no  such  niemltraue  formed ;  but 
that,  on  the  contrary,  the  surfaces  were  entirely  cicatricial  or  granu- 
lating in  character. 

2.  .Uxfnmiiifil  HfjHtereefomif  or  Retnoraf  of  the  Ovarlen.  If  the  arti- 
ficial vagina  persistently  contracts  and  cannot  ]>raetically  be  kept  ojHi'n 
a.s  an  outlet  ibr  menstrual  fluid,  the  removal  of  the  uterus  would  be 
jnstiJiable  ami  preferaldc  to  removal  of  the  ovaries. 

Operations  for  Hsematocolpos.  If  the  obstruction  be  only  a  thin 
membmue,  it  maybe  tVeely  incised  and  the  fluid  let  out  as  in  ha^mato- 
metnii.  In  some  eases  there  is  absence  id' the  lower  and  distention  of 
the  upper  part  of  the  vagina,  and  perhaps  also  of  the  uterus  and  Fal- 
lopian tubes.  A  passage  must  then  be  carefidly  made  to  the  point  of 
atresia  for  opening  the  vagina  in  ha;ni:Ttometra.  The  patency  of  the 
vagina  is  maintained  by  the  constant  or  frctjuent  use  of  the  glass 
vaginal  jdug.  If  the  atresia  is  in  the  very  lower  pjirt  of  the  vagina, 
the  labia  or  skin  about  the  vidva  may  be  dissected  loose  and  trans- 
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planted  rto  as  to  oover  tlie  raw  vag:inal  walls.  Coutmctioo  from  pro- 
gresnlve  ckiitrization  may  in  this  way  bo  prevt'iiled. 

All  oi>cratiun  for  lueraatm'olpos  oi*  lufmatometra  oo  oiu*  side  h  apt 
to  result  in  closure  of  tho  riiveiiing-  and  rofillinjx  nf  tin*  ravity.  For 
this  ix'usoii  it  i?^  iiiip<irtaiit,  in  the  effort  to  secure  a  |K'rmunent  result, 
to  itiehide  in  tlie  ojjeratiou  the  IVee  tlivisioii  of  the  septum  in  the 
vajjjnii  and,  so  far  us  praetieabk\  in  the  nterus. 

Ill  hjeniatosalpiiiA  the  tubes  will  usually  empty  themselves  through 
the  uterus  when  that  cavity  is  draine<l,  and  do  not  therefore  have  to 
he  removed, 

H{L'matocol]M>s  and  htematometra  may  be  the  result  of  traumatic 
as  well  as  of  eongeiiital  atresia  ;  the  j^rineiples  of  treaiineut  are  then 
tlie  same  as  for  the  congenital  aimmaly — that  is,  to  let  out  the  ci»n- 
fined  fluid  and  adopt  measures  to  keep  the  passages  open. 

The  formation  of  an  artifieial  vagina  in  eiises  of  vaginal  atresia  and 
rudimentary  uterus  has  in  rare  instances  been  followed  by  develop- 
ment tif  the  uterus  and  normal  inenstniatioii,  and  may  therefore  |k>s- 
sibly  result  in  maternity.  The  pnjbahility  of  such  a  result,  however, 
is  so  slight  as  to  discourage  the  op'ration. 

It  occasionally  happens  that  complete  atrema  of  the  vagina  and 
absent  or  extremely  rudimentary  uterus  are  not  discovered  until  after 
marriage.  In  such  a  case  maternity  is  clearly  impossible.  The  ques- 
tion may  then  arise  whether  or  not  the  formalioti  of  an  artiiieial 
vagina  is  justifiable.  Cases  have  been  reported  in  which  after  the 
ojieration  marriage  was  happy,  tlie  woman  even  recovering  fn^ni  a 
tendency  to  melancholia,  and  experiencing  great  iniprovenienl  in  ner- 
vous tone  and  general  strength.  The  o|R'ration,  if  performed,  follows 
the  technique  already  laid  down  for  the  formation  of  artificial  vagina 
in  cases  of  hfcmatometni ;  the  qnestifui  of  its  propriety  may  safely  be 
relegated  to  the  department  of  ethics  and  casuistry. 


PART  IV. 
TRAUMATISMS. 


CHAPTER  XXXIX. 

NON-PUERPERAL     INJURIES    TO    THE  VULVA,    VAGINA, 
AND  CERVIX  UTERI. 

Ii^juries  to  the  Vulva.  The  external  genitals  are  protected^from 
violence  by  their  situation  and  relations  to  the  surrounaing  parts,  and 
are  therefore  little  exposed  to  external  traumatism. 

Etiology.  The  following  causes  are  most  frequent:  1.  Falling 
upon  a  sharp  substance.  2.  Self-inflicted  wounds  by  the  insane.  3. 
Violent  coitus.  4.  A  blow  or  fall  which  so  bruises  the  soft  parts 
against  the  sharp  edges  of  the  descending  ramus  of  the  pubes  or  the 
ascending  ramus  of  the  ischium  as  to  make  a  deep  cut.  The  cut  may 
appear  at  the  surface  or  may  be  subcutaneous. 

The  Symptoms.  The  symptoms  are  the  same  as  those  of  similar 
injuries  elsewhere.  Hemorrhage  from  the  abundant  vessels  about  the 
vulva  is  usual  in  wounds  of  that  region.  When  the  wound  is  external 
the  bleeding  may  be  alarming — even  fatal.  Great  subcutaneous  extrav- 
asation of  blood  may  occur  in  the  bruised  parts.  This  when  clotted 
forms  pudendal  hcrmntoma. 

Treatment.  Superficial  incised  wounds  should  be  treated  by  suture. 
Bleeding  points  should  be  ligatured  by  fine  catgut.  Deep  punctured 
wounds  are  best  treated  by  compresses,  which  serve  for  dressings  and 
to  control  hemorrhage.  Small  ha^matomata  may  disapj)ear  by  absorp- 
tion ;  if  too  large  for  absorption,  compresses  should  be  applied  for  four 
to  ei^ht  days,  until  all  danger  of  hemorrhage  has  passed.  Then  a  free 
incision  should  be  made,  tlie  clot  turned  out,  the  cavity  packed  with 
aseptic  gauze  and  allowed  to  heal  from  the  bottom.  Suppuration  is 
treated  by  incision  and  drainage. 

Iiyuries  to  the  Vagrina  and  Vagrinal  Portion  of  the  Cervix  Uteri 
of  non-puerpcriil  origin  arc  more  rare  than  injuries  to  the  vulva. 
They  may  result  from  violent  coitus  or  from  the  violent  application 
of  any  otlicr  force.  Tiie  control  of  hemorrhage  and  the  repair  of 
vaginal  wounds  follow  the  general  principles  of  surgery. 
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CHAPTER  XL. 

THE  PERINEUM  AND  PERINEAL   REGION. 

Anatomy.     Functions.     Puerperal  Lacerations. 

iNJURii-a  to  i\w  vaginal  outlet  and  pelvic  fliwr  Ciiuse<l  by  jxirturi- 

tion,  and  usually  dortignntcd  as  lacerations  of  tljc  [lerincmn,  are 
arncmg^  the  mor^t  fre(|iient  t>f  gyiiecoloji^tcal  lesioiit*.  Even  though 
their  impnrtaiiee  he  sonietinies  overestimated,  the  faet  is  undeniable 
that  they  give  rise  to  mauy  rierious  di.^orrlers  and  inconveniences.  It 
is  not  ahvays  pjsmble  to  avoid  tlie  awide-nt,  Init  it  i.s  |iossible  to  recog- 
nize it  whfn  it  occurs  and,  by  a  tinit-ly  ojuTution,  ]>revent  its  evil 
eousequenecs.  The  duly  of  the  ohstetrician  include.s,  therefore,  a 
eandul  cxatuination  of  the  vaginal  outlet  immediately  after  labor,  and 
another  toward  the  end  of  the  [>ucrperiuni  several  weeks  later.  The 
latter  examination  is  necessary  because  some  of  the  woi*st  injuries  are 
not  lit  first  apparent.  A  laceratioti  that  does  not  extend  into  and 
involve  the  spjiinctfr  ani  muscle  is  called  iftntuijitrfi'.  If  the  sphincter  is 
suilieiently  injured  to  impair  its  functions — i.  f.,  if  the  jxiticnt  lias  lost 
the  power  to  retain  the  eontents  vi'  the  bowel — the  laceration  is  comjtic 

Anatomy  of  the  Perineum  and  Perineal  Region* 

Figures  320  and  -^27  show  the  comjionent  parts  of  the  |>erineum. 
It  is  the  converging  point  where  many  of  tlie  most  important  partw  of 
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tlio  polvic  flofir  cHime  tu^etluT.  These  supports  uru  ;  tlie  l>iillH>-cavei'- 
iio,siis  mii-sele  ;  the  tninsvorsiis  jiei'iiifi  mui^<'lt\s,  8ii|)erticial  and  ilccp 
fascia  ;  the  external  sphincter  ani  inusele  ;  the  iiitt^rnal  sphineter  aiii 
mu?!cle  ;  and  tlie  levator  aui  niiii^cle.  These  ^Hl^iicles  are  siirnuiiidefl 
and  })oiind  tn^'tlicr  l>v  deep  and  su]K'r(ieial  tUHcia  ;  in  some  phu-es,  fnr 
example  the  triat]i<^idar  li<^antent,  it  is  cpiite  dense,  ligamentous,  and 
resisting.  All  the  jterineal  niiHclc?;,  tbronojh  tlie  medium  of  tendon 
and  fascia;  are  strongly  connected  with  tlie  pubic  boues. 

FWTOKK  827. 


RlKfatsiae,  ahowiQg  vcKico-rectal  ftflcla. 

Even  the  sphincter  ani,  a  innscle  of  special  fnnctJonR,  ■wliich  is 
attached  jiosteriorly  to  the  tip  of  the  coccyx,  is  closely  united  to  the 
other  mnscle.s  of  the  perinenm,  and,  therefore,  indirectly  to  tlie  pubic 
bones  by  interlaciii*^  of  its  fibres  with  theirs  and  by  its  tendinous  and 
fascial  attachments.  The  innselcs,  lijjfaments,  and  fasciic  unite  in  the 
perineum  to  form  a  diapliragni  which  jfiils  the  pelvic  outlet/  Through 
thi.>>  diaphragm  pass  the  lower  portions  of  the  rectum,  anus,  vagina, 
and  urethra. 


Functions  of  the  Perineum  and  Peiineal  Region. 

It  is  clear  from  the  fui-egoing  panigniphs  and  illustnitions  that  the 
muscles,  fa,sciffi,  and  ligaments  of  the  perineal  region  constitute  a  most 
essential  su[)jKirling  jKirt  of  the  |>elvic  floor.  They  surround,  bind 
together,  hold  in  jxjsition,  support  and  maintain  in  their  mechanical 
relations  ttie  terminal  ends  of  the  rectum,  vagina,  and  nretlira.  The 
reader  is  now  [vrvfjared  (o  take  excejjtion  to  the  eomninn  notion  that 
the  pcivic  orgmis  derive  tluir  snp]Mirt  from  the  small  fleshy  bcnly 
called  the  p;'rineum.  Another  false  idea  is  that  the  supi»rt  is  in  the 
nature  of  that  given  by  a  keystone  to  an  arch.     The  perineal  region 
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aiul  perineal  botlv  do  not  give  siipport  in  the  sense  of  being  under  the 
|ketvi<'  rtotir  and  holding;  it  up  as  foundations.  They  aro  an  esst'ntial 
ami  integral  part  of  the  jxlvic  1i\t*or^  and  as  .*^nch  ooiitrihiitc  tn  its 
niake-iip  and  to  the  siippnrt  of  ihe  alxltmiiiial  orrr;in>  above.  It  is 
enually  untrue  tliat  the  inuselos,  especially  the  levator  ani,  are  eon- 
tinually  active  ;  constant  activity  of  nins^les  would  he  nnphysiologieal, 
for  fjueh  tension  would  soon  destroy  their  power.  The  recti>-vag^inal 
fascia,  see  Figure  327,  i.s  in  itself  sufficient,  when  intact,  to  aftord  the 
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NornuLl  reUtioDa  of  the  pelvic  orgaua,  nbowing  the  vaginiU  w«.ll<  re«tlztg  on  the  perititdt)  Irady. 

reftuireil  support.  Moreover,  the  perineal  muscles  do  not  fix  the 
p.Mfts  to  whi»:h  they  are  nttaehed.  Tluy  serve  to  conirol  the  lower 
portions  of  the  rectum,  vagina,  and  urethra  in  the  performance  of  their 
fiitieltons. 

The  importance  of  the  levator  ani  muscle  as  a  means  of  support 
has  Ix'en  overestimated  ;  on  this  subject  a  very  suggestive,  convincing, 
and  clear  statement  comes  from  Williaui  A\*.  Browning,  of  Bi"ooklyn.' 
Mis  etjuclu'iions  are  as  follows: 

*'  1.  That  in  the  human  gubject  it  belongs  to  the  class  of  rudimen- 
tary muscles. 

•*  2.  That  the  weakness  of  its  origin,  as  well  as  the  direction  and 
the  insertion  of  its  fibres,  is  inconsistent   with  such  design. 

>  Medical  Ni-Mc,  Jauv  Vi.  \mC 
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"  3,  That  it  is  tinpliysiologica]  for  a  muscle  to  furnish  a  continuous 
support. 

''4.  That  tlie  rccto-vesical  fascia  is  iu  itself  sufficient,  when  intarl, 
to  alfortl  the  required  support. 

''  5.  That  the  muscle  is  \m  lx*tter  developetl  in  the  female  (iu  whom 
support  is  more  required)  than  iu  the  male." 

Lacerations  of  the  Perineum. 

A  mere  rupture  in  tiie  perineal  bmlv  where  certain  muscles,  fascipe, 
au«l  ligaments  of  the  pelvic  Hour  convertije  is  not  necessarily  very  .siju:- 
nificant.  If,  however*  the  injury  involves  (he  Handing  asunder  of 
these  supports^  espeeially  the  fatscial  supjx>rts  ;  if  tliey  are  80  divulged 
QH  to  lose  tlieir  sustaining  power ;  and,  above  all,  if  they  are  torn  oft' 
from  their  pubic  attachments,  the  leaioii  becoaies  more  serious. 

FmURE  329. 
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Correct  lut-isloii  In  epislotomy.    Lines  B  B  show  iiiporrcct  place  for  Incision. 


Causes  and  Prevention,  l^elative  dispro portion  Itetweeu  the 
child  and  the  perineal  outlet  may,  unless  an  incision  is  made,  render 
laceration  inevitable.  Amon^  <)tlier  unpreventable  causes  are  m]>i<l 
labor  and  tpdt^ina  of  the  vulva.  The  preventable  causes  and  the 
means  of  pnvtcrtinn;  the  perinoum  during  labor  are  fully  laid  tlown 
iu  works  nn  midwiierv.  If  durintr  labor  rupture  seems  invfuinrtit, 
it  is  better  to  divide  tlie  vulvar  nw^  by  an  incision  known  as  episi- 
otomy,  and  thereby  .substitute  for  a  ragged,  lacerated  wound,  wlii«*h 
may  perhaps  involve  the  spliim'ter  mu.sele,  a  clean  cut  in  another 
direction.  The  usual  method  of  episiotomy  is  to  make  a  transverse 
iDcision  through  the  middle  of  the  labium  majus  on  each  side.     Tiie 
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objections  to  these  incisions  are  that  the  rents  may  extend  still  further 

laterally  as  the  lu?;ttl  jiassos,  atitl  lui  additional  frosh  tvur  may  occur 
at  the  piii^terior  etniiniissiire  of  tln^  vulva.  This  woiiUl  make  tliree 
wounds,  Jill  ill  ankward  dinM'tinns.  In  placf  ui*  this  a  hin^lo  inci^^ion 
in  tlio  directirni  ami  liKtitiun  shown  iu  Figure  iVIii  is  preferable.  If 
the  tear  extends  U^yond  the  incision,  its  direction  doe^  not  imperil  the 
spfdncter  ani  muj^ele. 

Complete  Laceration  througli  the  sphincter  aiii  nnisil*'  onlircly 
destroys  the  retentive  power  of  the  bowel.  The  ruplurc*  in  n\vo 
instances  occurs  subcutaucously  without  a  vit^il)k*  break  in  the  cuta- 
neous surfaces  around  die  anus,  Kcla.xation  of  tlie  spliincter  and 
incontinence  of  llic  bowel  nuiy  also  occur  independently  t»f  laccni- 
tion.  The  diagnosis  then  dejjends  ujion  the  presence  of  an  open, 
relaxed  anus.  Coniplele  laccmtion,  l>eing  usually  in  the  median  line, 
does  not  tear  the  supports  of  the  jK'lvic  Hoor  as  much  as  the  in- 
complete. 

The  Results  of  Incomplete  Laceration  vary  with  the  extent  of 
injury  an<l  direction  of  the  tear.  Tlie  extent  to  whicli  the  laceration 
is  visibh*  to  t!ic  eyt'  is  ut>t  a  s;ife  criterion,  for,  as  already  explained, 
the  chief  injury  nuiy  bo  in  the  <]eeper  structun^s,  and  rtrognized  not 
by  sight,  but  l)y  the  effects.  Tiie  effects  may  not  be  apparent  immedi- 
ately after  labor  ;  hence  further  examination  is  a  necessary  part  of  the 
ef^eien)  mauagemctit  of  tlie  ptjcrjtcriuni.  One  examination  should 
be  made  immediately  after  lab<ir,  to  recognize  and  at  once  repair  such 
injury  as  may  at  that  time  be  visible ;  another  six  weeks  later,  to 
recognize  and  repair,  if  present,  any  deeper  injuries  to  the  j»erineal'^ 
fa^^ia  or  muscles. 

Tlie  dii-ection  of  the  tear  is  most  significant:  if  it  is  in  the 
median  line,  tIh*  muscles,  fascia^  and  ligaments  are  not  so  seriously 
injured;  on  the  otlier  hand,  a  tear  extending  transversely  across  the 
perineum,  especially  if  these  structures  are  torn  ajmrt  or  torn  from 
their  pubic  attachment,  may  give  rise  to  the  moR*  serious  lesions  to 
be  ileseriljed  later. 

Figure  ^130  shows  the  cliildV  head  pressing  strongly  downwanl 
nprm  the  tninsvcrsns  ]>erinei  and  the  bulbo-caverufius  musele.s  and 
their  fascia.  Tiiis  jjowerful  downward  pressun*  gives  risi>  to  givat  sag- 
ging of  the  pelvic  flour;  and  if  the  recto-vesical  and  other  fascift*  are 
extensively  injured,  the  sagging,  unless  relieved  by  a  suitable  jK'rineor- 
rhaphy,  is  apt  to  be  permanent.  In  such  a  case  the  direction  of  the 
tear  is  usually  transverse,  n(>t  median.  After  the  injury  the  whf>le 
jK'lvic  floor,  including  the  rectum,  vagina,  \iretlini,  and  bhulder,  now 
deprived  of  their  support,  tend  tit  downward  and  bn4'kwai"d  displace* 
ment  toward  the  tip  of  the  coccyx.  The  result  is  .similar  to  that  of 
cntting  the  gm'  roj>es  of  a  tent.  The  rectum,  bhulder,  and  vagina 
fall,  as  the  lower  jaw  would  fall  if  the  masseter  and  temjumd  muscles 
were  cut.  The  backward  disjdacement  of  tlie  perincnni  is  an  incident 
and  an  index  of  the  sagging.  In  very  many  of  the  worst  crises  the  in- 
jury is  mainly  intni-vaginal,  and  shows  little  or  no  external  evidence  of 
laceration — that  is,  the  cutaneous  strn<'tiiivs  between  the  anus  antl  the 
posterior  com  mi  ssu  IX'  of  the  vulva  may  be  unbroken.     The  |>a]i)able» 
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floor  gives  rise  to  most  serious  displacements  and  nutritive  disorders. 
Tlie  injury  to  tlie  muscular  part  aeoounts  less  for  tlu*  displaoement-s 
thau  for  the  a>ssoi>iated  impairniciit  of  function  in  the  organs  which 
the  uiusrlos  (•untrol — that  is,  in  the  bhidder,  urethra,  vagina,  and 
rt'ctum. 

Redocde.  Figure  328  shows  the  direction  of  the  anus  to  be  at  an 
angle  to  that  of  the  rectum »  so  that  as  fecal  matter  comes  down  it 
must,  in  passing  from  the  rectum  otit  through  the  anus,  turn  this 
angle  j  in  so  doing  it  strikes  agtiiiist  the  rectal  side  of  the  perineum, 
and  is  thence  deflected  througli  1  lie  anus.  If  the  injury  to  the  |terineal 
btidy  has  made  it  thiti,  weak,  or  rt-laxetl,  or  otherwise  impaired  itfi 
resisting  |K)wer,  the  downward  force  of  the  feces,  instead  of  l)eine 
deflected  backward  and  outward,  will  cause  tlie  posterior  vaginal  wall 
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to  pouch  forward  into  the  vagina.  This  jmiucIj  is  a  redoctle.  The 
fet-al  matter  thus  arrested  requires,  with  tlie  etdurging  i>ouch,  more 
and  more  foroe  for  its  expulsion,  and  the  p»»uch  will  therefore  in- 
crease ;  the  result  will  be  rectal  and  anal  tenesmus,  irritation,  and 
bi>nietimes  anal  fissure  •ir  fistula,  or  hemorrhoids. 

(\jHtoc(h'.  The  periiK'Uiu  having  hreu  impaired  by  rupture,  the 
vesico-vagiual  se-j)tuni,  which  nornuiily  repsts  \\\Mm  it,  tends  to  sag  and 
bulge  forward  into  the  vaginal  outlet  in  the  form  of  a  pouch.  This 
pouch  is  called  cystnrele.  The  patient,  rxcrpt  ifi  the  knet^iest  posi- 
tion,  cannot  completely  emjity  the  bladder,  residual  urine  accumulates 
in  the  pouch,  dccomjMKHCs,  irritat4*s  the  bladder,  and  may  i^et  up  cvs- 
titis  or  may  even  lea<l  to  the  formation  «»f  stone   in  the   bhidder. 

'  Thomw  «ri»l  Mintd^.    I>iaeu«a  of  Women. 
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Often,  during  stool,  women  are  obliged  inunually  to  hold  hack  the 
protruding  organs  in  order  to  empty  them. 

The  downwaixl  force  of  straining  at  stool  to  empty  the  bladder  and 
reetum  increases  the  prolapse  of  the  vaginal  wall,  which,  being 
attached  to  the  uterus,  drags  that  viscns,  ti^ether  witli  its  appendages 
and  the  rest  of  the  pelvic  floor,  to  a  lower  level,  and  thereby  gives 
rise  by  traction  to  various  displacements  of  the  rcprcHluctive  organs. 

A  wide  range  of  organic  and  mechanical  disorders  naturally  result 
from  the  above  conditions ;  among  them  hypertrophy  and  swelling 
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of  the  vaginal  walls,  bearing-down  sensations,  a  feeling  that  the 
"bottom  has  dropped  out,"  difficidty  of  walking  and  standing,  back- 
ache, constipation,  and  many  nervotis  disturbances. 

Owing  to  the  unguarded  state  of  the  entrance,  air  may  accumu- 
late in  the  vagina,  and  at  intervals,  on  slight  change  of  position,  be 
suddenly  expelled  witli  an  audible  sound.  Chronic  nervous  invalidism 
is  the  possible  indirect  result  of  laceration  of  the  [lerinenm.  This 
subject  is  further  discussed  in  tlic  cliapter  on  displacements. 

I  TbomnB  and  Mund^.    DlHcasoi*  of  Womeo. 


CHAPTER  XLI. 

PERINEORRHAPHY. 

Although  some  relief  is  often  possible  from  the  artificial  support 
of  a  pessary,  perineorrhaphy  is  usiiully  ncccRsiiry  to  a  satisfactory 
cupe.  This  operation  in  a  properly  broad  sense  eomprisos  not  merely 
the  closure  of  thetcirn  perineum,  but  as  well  the  repair  of  the  injuries, 
both  deep  and  stiperticial,  of  other  structures  in  the  perineal  region. 

One  of  the  most  important  and  most  serious  maxima  in  gyneccdogy 
should  be,  "  Never  attempt  tlie  primary  or  secondary  closure  of  a 
torn  ]X'rineum  until  you  have  fully  and  clearly  demonstrated  and 
appreciated  the  direction  or  directions  and  extent  of  the  injury."* 

Direction  of  tlie  Tear. 

A  nnmber  of  years  ago  the  writer  was  calkMl  to  mnke  immediate 
repair  of  an  incomplete  though  extensive  rupture  of  the  perineum. 
He  had  the  belief,  then  commonly  received,  that  such  a  rupture  was 
usually  a  splitting  apjirt  of  the  perineal  body  into  two  lateral  frag- 
ments which  at  once  retractetl  to  the  eorresp»tndinj2;  sides.  Acconi- 
ingly,  sutures  were  introduced  from  side  to  side  in  a  way  to  reunite 
the  lateral  fragments  by  a  line  of  union  which  shoidd  extend  in  the 
median  line  from  the  cutaneous  to  the  viiginal  side  of  the  perineal 
bo<ly.  The  amazing  result  of  this  pnjcedure  was  almost  complete 
closure  of  the  vulva.  The  index-finger  could  only  with  difliculty  be 
introduced  into  the  vagina. 

Tlie  absurdity  of  tlje  situation  was  more  apparent  than  the  ex- 
planation ;  evidently  the  lacerated  surfaces  had  not  been  properly 
brought  together — but  why?  U\»m  removal  of  the  sutures  the  ttirn 
surfaces  were  again  exposed.  A  study  of  the  injury  was  then  made 
by  hooking  together  opposite  sides  of  the  torn  surtaces  in  dilleix*nt 
diivctious  with  tenacida.  The  result  of  the  experimental  approxi- 
mation iitudlv  demonstrated  the  direction  and  character  of  the  rent. 

The  four  diagnmvs  under  Group  I,,  Figure  o-}5,  explain  the  nature 
of  this  lesion  and  the  o|>e ration  of  rrpsiir.  Diagram  1  shows  the 
margins  of  the  wound  before  approximation.  Diiigram  2  shows  the 
apprtiximatiou,  the  correctness  of  which  was  demonstrated  by  the  fact 
that  all  the  little  irregularities  accurately  fitted  into  one  amtther,  and 
that  the  normal  int«'grity  of  the  vaginal  outlet  was  restt>red.  Diagram 
3  shows  the  sutures  in  positicm,  but  not  i'wd,  Dlatrrani  4  shows  the 
lines   of    union    ami    the   sutures  tird.      Tlie    line  ahc.   Diagram  4, 

>  E.  O  Piidlev.  rhlcnKO  ritnicn!  Review.  ApHl.  1«M.  TIw  •CCfimi>*nyJnit  tlMcrlpllnn  of 
perlDeorrbAphy  is  »d«pted  fk'ota  thu  pHpt-r 
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represents  the.  line  of  tear  extending  from  n'uh  to  skle  across  the 
viigiiuil  outlet  iiiJ^kle  the  vulva ;  the  point  b  is  sitnatefl  in  tlio  nictliiin 
Hue  ;  points  a  and  c  represent  the  extremities  of  the  vaginal  jvortion 
(if  the  rupture,  whieli  extended  high  up  acroKs  the  lateral  widls  of  the 
vaginal  outlet  in  a  direction  partiHel  to  the  sides  of  the  vulva.  Tin* 
arrow-heads  show  the  directions  in  which  the  fnignients  retracted 
after  the  rupture  until  the  exposed  surfaces  assumed  the  sba|)e  shown 
in  Diagram  L 

The  explajiation  of  the  closure  of  the  vulva  by  the  first  proi-t-dure 
is  now  clear.  It  was  the  result  of  a  line  of  union  made  at  right 
angles  to  the  actual  line  of  tear — tliat  is,  the  vaginal  portion  of  the 
rupture  had  heen  from  side  to  side,  or  in  the  tninsverse  direction  ;  it 
was  closed  as  if  it  htid  been  a  longitudinal  instead  of  a  transverse 
tear.  This  wrudri  necessarily  close  the  vulva  to  a  i>oint  as  high  as 
the  injury  extended  on  either  side.' 

In  order  to  explain  clearly  the  mechanism  of  the  rupture  shown  in 
Group  I.,  attention  is  called  to  another  form  of  ruptun*,  known  as 
complete  centnd  rujtturc  of  the  perineum — that  is,  a  rn|)tnre  in  wliich 
the  child  is  produced  not  through  the  vidva,  but  tli rough  a  perfomtictn 
extending  fr<tm  the  vaginal  side  of  tlic  perineal  body,  directly  throngb 
the  jR'rineal  body  to  its  cutaneous  side,  where  the  birth  is  completed 
between  the  vidva  and  the  anus.  This  complete,  central  rupture  of 
the  iH'riueum  takes  place  in  the  transverse,  not  in  the  longitudinal 
direction.  The  transverse  direction  is  determined  hy  the  genend 
arrangement  of  the  muf^eles  and  fascia  surrounding  tlie  vulva,  the 
fibres  of  which  run  for  the  most  part  in  that  <tirection  and  are  there- 
foix'  more  readily  separated  than  torn  asuufler. 

The  vast  majority  of  laeeratiijns  comnK'nee  as  in  complete  central 
rupture^  following  the  direction  <if  least  resistance — that  is,  trans- 
versely ;  and  continue  until  considerable  progress  has  been  made  in 
the  scpanitiitn  of  the  perineal  structures  into  atiterietr  and  posterior 
fragments  (line  afa-y  Grouj)  I.,  Diagram  4).  Then,  instead  of  con- 
tinuing to  the  completion  of  the  central  rupture  and  the  jjcrforation 
of  the  perineal  body,  the  expulsive  forces  arc  more  and  nutre  opposed 
by  the  strength  of  the  deeper  perineal  structures,  the  direction  of 
least  resistaui-e  clumges  to  the  longitudinal,  with  a  corresponding 
ehang<'  in  the  lilrection  of  tlu.^  ruptun%  which  now  takes  th*-  h»ngi- 
tu<linal  direi'tioii  shown  iu  line  bj\  Diagram  4.  Again,  notice  the 
direction  of  retraction  of  the  three  torn  frsigments  as  shown  by  tlie 
arrow-lu'uds  in  TJiagnim  4,  a  retraction  which  nndces  the  irregular, 
torn  surface  t>f  Diagram  1.  The  exposed  surface  of  Diagram  1, 
being  }Mirtially  intravaginal,  often   requires  for  its  demonstration  the 

'  Al  Ihy  mi"oHnK  of  thi*  Amcrlran  Mt'dlfnl  AssuciaUou  in  June,  1883, 1  [leiMrll>e<J  the  traas- 
versp  hicornttoii  of  ihv  jtcTineum  nml  \tx  nprraOvo  tn-iUnu'nt.  The  paiK^r  wiu!  pul>U«hr<l  In  the 
Trini^a«tii>ns  of  Uic  As««cH>ittii<>ii  of  tliut  year.  Tliis  T»Rr»er  hiid  reliTfiire  only  to  tlit'  roct'iil  Incc- 
raliMii  nnd  tho  Jnini<<<1intc  nperHtinn.  In  the  first  ♦^iltion  of  F.nimol'«  t'ritu'lples  atn1  PnifUec 
of  *  Jy  iiJLOulouj',  n  liich  a^fpi-rtrtil  fltH»ut  six  n]ijiitli»  later,  tlint  nuthor  g*ivo  to  the  prtift-Hslon  the 
ffKuh-niarkini:  npeniilon  on  the  VHf^inul  ontlct  whit-h  has  Rtnr*-  li*"i"n  known  by  his  niinie.  Em- 
tiift'ii  ohisiTVMtfmis  hud  «{M.*ci*il  rtfcrence  to  the  secondary  <>(K'r«tfcin,  and  uert'  n>a<K' without 
kni>wl>-'1ffo  rif  iriy  studies  upon  the  retvnt  laceration,  as  mint'  wf-ri-  made  without  knowU-dite  of 
hi*  wi.rk  in  tin  -wondury  operation.     It  it  the  >;rcat  cri'dit  of  Knirnct  to  have  pivon  totln'  pro- 

fessinti  Its, inliry  oiKTMtion  whkii  brinj^M  tin-  |»ostt?rior  vakriuiil  wall  up  Hsaini<t  the  imtfriof 

ninrr  perici  tiy  tlnvii  anv  othur;  this  ojHjmllon,  however,  IhunKh  of  wide,  is  not  of  uiilverKal, 
Rpplicatl'ti.  Hi  Mile*,  tnere  are  some  inattfr*  of  tot'hnltiuc,  soon  to  be  described,  which  add 
greatly  t'>  t''*'  nsult  in  bringing  the  perineum  up  to  the  pubes. 
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sidws  of  the  vulva  to  he  .S4'[>arali'(],  or  t]w  jwriiienni  to  he  lifted   for- 
wtirti  by  the  index  and  niiddlo  finders  in  the  roctum. 

The  iliagraiiiH  in  Group  I.  rejirt'sent  a  typicjil  pi^'rineal  laceration  ; 
the  otlier  llirec  j^ronp^?  of  Fiujures  ;j35  imil  ;>o<>  show  variou:>  mcxJifi- 
eutions  of  this  tyjie.  in  all  thet?e  i'unr  groujis  Diagram  1  represents 
llie  exposed,  torn  surface  of  the  hruiged  and  distorted  vaginal  outlet, 
whieh  ajjproxiinate  in  eacli  instance  a  polygon  or  a  circle  bounded  by 
a  broken  outline.  It  is  an  interesting;  fact  that  the  description  of  any 
one  of  these  torn  surlaces  will  without  change  iJpply  i>erfeetly  well  to 
any  otlier — that  is,  when  the  hibia  are  separated,  the  outline  of  the 
torn  surfaces  thjes  not  iieresf-arily  give  a  deHnite  idea  of  the  tlirection 
of  the  rent.  For  example,  the  rent  may  be  in  the  antero-|K»sterior 
direction,  and  the  two  lateral  fragment^!  may  have  retracted  to  the 
corresponding  sides,  making  the  outline  of  the  laceration  as  >hown  in 
Group  IV.j  Diagram  1  ;  or  the  rent  may  have  occurre<l  transversely, 
and  the  torn  frugmciits  may  have  retracted,  the  one  toward  the  vag- 
inal outlet  anil  the  other  t<nvar<l  the  upper  end  of  the  vagina,  leaving 
ii  similar  torn  surface,  the  outlines  of  which  are  shown  in  Group  III., 
Diagram  1.  This  indctiniteness  in  the  shape  of  the  outlines  of  the 
exposed  surfaces  in  the  four  groups  is  not  only  consequent  niKin  the 
rctniotion  of  tiie  torn  fragments,  but  it  is  also  caused  by  the  loose, 
flabby,  contused,  rasjK'd  condition  of  the  vaginal  outlet — a  condition 
common  at  the  end  of  parturition. 

Notice  Diagram  4  in  each  of  the  ftair  groups.  In  Group  I.  the 
lines  of  the  tear  correspond  a]iproxiraately  to  the  shajK'  of  the  letter 
Y.  The  u].>[>er  part  of  the  letter  describes  the  transverse,  vaginal 
portion  of  the  tear;  the  staif  describes  the  longitudinal,  vulvo-vaginal 
portifm.  We  really  have  three  distiuet  lines  of  rupture  :  one  shown 
by  the  line  nb,  another  hy  the  line  bt\  antl  the  third  by  the  line  bf. 
Lines  be  and  bf  tvi'  this  figure  describe  the  rupture  of  Grou|)  IL 
In  Group  1 1,  the  vaginal  portion  of  the  rupture  runs  diagonally  to 
the  [Mitient's  left,  A  precisely  similar  condition  would  be  that  in 
which  the  vaginal  portion  of  the  ru]>ture  runs  diagcmally  to  the 
patient^s  right  ;  so  that  we  may  have,  in  addition  to  Group  II.,  in 
which  the  laceration  is  h-ft-lateral,  a  precisely  similar  injury  in  which 
it  would  be  right-lateral.  Lines  ob  and  bt\  Group  I.,  describe  the 
rupture  of  Group  III.;  line  bj\  Group  I.,  describes  the  rupture  of 
Group  IV. 

One  may  find,  therefore,  in  the  study  of  individual  cases,  by  ap- 
proximating the  margins  of  the  tear  with  tenacula,  that  the  injury 
may  correspfuid  to  any  one  f>r  all  of  the  lines  in  (xroiip  I,,  or  to  any 
coniliination  of  them.  It  may  further  show  any  variation  in  the 
length  or  regularity  t>f  tlicse  lines.  It  is  a  canlinal  principle  that,  be 
these  lines  ever  so  variable  in  length  and  regularity,  they  c^n  always 
be  referred  to  the  typical  lines  shown  in  Diagnim  4,  Group  I. 

The  letters  which  have  l)een  used  to  designate  the  different  points 
in  each  cut  have,  for  purposes  of  convenience,  been  made  to  corre- 
spond one  for  all.  For  example,  jKtint  h  in  Diagram  .3,  Gmup  III., 
occupies  the  same  relative  position  as  jxiint  b  in  the  two  previous 
figures. 
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It  is  important  to  appreciati'  the  niecliaiiism  nf  tho  injury  as  imli- 
cated  by  the  arrow-heads  in  Diagram  4  of  eaoh  group.  Tiiey  show 
the  direction  in  wliii:h  tlie  tt>ni  fragiaeiiLs  rt^traot  to  make  the  broken 
outline  indieatetl  by  Diagnim  1  of  I'ueh  gnmp. 

The  npjjer,  branching  pirtion  t>f  ihe  Y-shjii>ed  tear  inilieates  ox- 
tensive  injury  to  the  perineal  museles  and  fascia',  and  n-quires  deep 
ilenndation  and  deep  suture  to  catch  the  impaired  struetures. 

Preparatory  Treatment. 

The  preparatorj'  treatment  consists  of  movement  of  the  bowels  and 

sterilization  of  the  field  of  opfrution.  The  ailkvvorm-gut  suture  is 
incoinpambly  preferable  to  all  others,  and  should  be  introduced  under 
constant  irrigation  of  hot,  sterilized  water. 


Technique  of  Operation. 

In  the  primary  o|^)eration  it  is  sometimes  necessary  to  trim  otf  the 
ragged  e<lges  of  the  wound  before  introducing  the  sutures.  The 
secondary  operation  is  aubstantially  like  the  [>rimary,  except  that, 
bo  to  re  adjusting  the  sutures  J  the  surfaces  must  be  properly  denuded. 
Correct  denudation  is  essLMitial,  and  this  is  jK>ssible  only  when  the 
lines  of  rupttire  are  known.  When  healing  has  been  by  granulation 
after  an  unsuccessful  primary  operation  or  after  no  operation  at  all, 
the  cicatricial  Hues  will  furnish  a  useful  though  not  always  accurate 
guide  to  the  directions  of  tlie  original   tear. 

The  most  reliable  guide  to  the  surface^^  which  are  to  be  united 
is  furnishetl,  as  in  the  primary  o|)eration,  by  means  of  tenacula,  the 
use  of  which  may  Ije  explained  as  follows  : 

When  labor  has  not  resulted  in  laceration,  the  vaginal  outlet  will  be 
surrounded  by  the  remains  of  the  hymen,  which  mark  oif  the  vulva 
from  the  vagina — that  is,  by  the  carunculse  myrtiformes.  These  con- 
sist of  nuau-rous  small  protubemnces  situated  near  together  and  sur- 
rounding the  vulva,  as  it  were,  like  a  string  of  beads.  They  are 
sometimes  so  close  together  and  jironouneed  as  almost  to  constitute  an 
annular  hynn'u. 

Tt]is  circular  liur  of  L-aruncnhe  niyrti formes,  in  case  of  laceration, 
is  broken  at  a  point  near  the  posterior  commissure  of  the  vulva. 
Wtien  this  scjjanitiou  oucurs  the  lowest  caruncle  on  either  side  of  the 
rupture  is  retracted  to  the  corresponding  side  of  the  vaginal  outlet. 
In  the  typii-al  case,  tlu'se  two  lowest  Oaruucles  will  corresixind  to 
points  d  and  e  in  the  diagrams  of  (iron})  I.  Their  Ifjcation  is  also 
indicated  in  the  corresponding  points  of  Groups  II.  and  IV.  Figures 
30H  to  314  show  the  eaninrlfs  as  they  appear  in  the  various  stages 
of  the  opt-i-ation.  Gronji  III,,  being  a  transverse  laceration,  does 
not  involve  the  carimt'les,  Tlie  two  lt»west  caruncles,  on  being  i\\>- 
proximated  by  the  tenacula,  show  the  surfaces  to  be  united  in  the 
external  parts  of  the  rupture. 

Then  tind  some  point  near  the  centre  of  the  upper  fragment,  [jioinl 
h  (if  a  rcctocele  has  formed,  this  will  be  its  crest),  ami  while  the  two 
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caruncles  d  and  e  are  btung  held  together,  let  jvmint  b  be  drawn  into 
coincidence  witli  pointi*  d  and  e.  Then  will  the  p<unta  b,  d,  and  e 
come  together  ariili  form  one  and  the  same  point.  The  coincidence  of 
these  three  jwints  will  ishow  the  siiriaces  which  should  be  dcuuded 
and  united  upon  themselves.     See   diagrams. 

Remove  the  tenacula  at  a,  c,  an<l  d ;  reintrtMluec  one  of  them  at/. 
Then  consider  tenacula  A,  e,  and /as  iiooking  np  the  three  angles  of  a 
plane  triangle,  Ijct  traction  on  tiic  angles  of  this  triangle  be  made 
by  these  tenacula  in  the  hands  of  assistants,  the  direction  of  the 
traction  Iwing  from  tlie  centre  of  the  triangle  toward  each  angle. 
The  surfaces  now  put  upon  the  stretch  shcaild  be  denndcd.  Then 
remove  the  tenaculum  at  point  <\  reintroduce  it  at  jKjint  (/,  place  the 
incbidcd  triangle  bdf  upon  the  stretch,  and  denude  as  before.  This 
completes  the  denudation. 


FiomtB  887. 


Trpicat  Incomplete  Ucerstfon  of  tho  perineum  ;  Ihc  Kruicultim  honked  Into  tlM  orett  of  the 
-"-'  '    '     '   -  »    '  "^-  -" B)«iniws  U  i»liKhtly  forwiirU  and  tu  the  patieot'ii  rtehl.    Th«? 


fM 


MOtooele  (points  of  the  dliMtraiuB) « ,_  „_..„....,. _     ^ 

lAcentionH  extend  far  Into  tho  two  lateral  sulci,  and  frciin  there  ouiwara  OTcr  the  fourfhctte 
toward  the  anna. 

Then  remove  the  tenaculum  at  |>oint/ and  reintroduce  it  at  noint 
Cf  making  traction,  and  at  the  same  time  approximating  point*  6  and 
e  with  other  tenacula. 
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Then  the  surface  bee  is  to  be  imituil  upon  itself  with  a  line  of 
sutures  so  as  to  bring  the  line  be  in  c-oincidence  with  the  line  ce. 
In  lik<>  manner  line  i«  must  be  brought  into  eoineidonce  with  line 
HfL  Finally,  other  sutures  close  the  external  rent,  (hf,  upon  itself. 
Observe  the  suture  whose  entrance  ami  exit  are  at  [joints  e  and  d, 
which  makes  a  circuit  around  point  b.     This  suture,  which  is  the 


Fisimsi 
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tvi#i'i^'^, 


^.  ii  >i^i. 


Paru  made  tense,  and  thereby  exposed  for  denudation  t»y  three  tenacula;  traction  made 
In  "iirecilon  nf  arrows  by  one  tenafuhiiu  on  crosl  of  rerlrneU',  by  fine  on  lowest  left  canincle. 
and  by  one  at  tho  uuKt  ungle  "if  the  tear.  These  tL«u»cul»  lift  up  «nd  rpink>r  ««;cca«iljle  fur 
dcuudiitiori  thb  torn  sulcus  on  thu  left  nidc :  denudatitm  with  £iiimct'K slightly  curved  iclwon, 
bcifitminK  just  innide  of  the  lowest  left,  cttnincle.  Observe  the  flret  point  of  denuded  aarfkoe 
iMJlweeti  the  aclaaore  and  the  lowest  left  faruiii!le. 


"crown  stitcli  "  of  Eniinct,  brinp:s  points  h,  d,  and  e  into  coincidence. 
(See  Diaj;;nim  4,  Groups  I,  and  IV. ;  and  Figures  340  and  341.) 

In  the  intrnthictian  of  sutures  one  of  tlie  greatest  |)nnciples  of 
plastic  surgery  shoidd  be  obsorvetl,  namely,  that  freedom  from 
won ntl-di sense  and  consequent  union  require  the  sutures  from  their 
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points  of  entrance  to  their  pointxs  of  exit  to  be  completely  buried,  80 
ttiiit  tl^ey  sliall  not  anywhere  appear  in  the  exposed  surfaces. 

For  the  past  ten  years'  I  liave  introduced  eaeli  suture  and  tied  it 
before  iiitriidiieiiig  the  next,  instead  of  ilrst  introdueing  all  the  sutures 
and  tying  them  afterward,  as  is  usually  done.  One  reason  for  this 
is  that  the  sutures  are  less  likely  under  the  former  method  to  antag- 
onize one  another. 

In  a  typieal  laceration  (Group  1.,  Diagram  3)  let  the  first  suture  be 
introduced  and  tied  in  the  angle  or  suleus  on  one  Kide,  point  c.  The 
free  ends  should  not  be  immediately  out  .short,  but  left  long  and  given 
into  the  hand  of  an  assistant,  who  should  make  firm  tmction  upon 

FlQU»K  33!). 


Denudfttlon  hiw  been  carried  round  the  uuttdranRle  on  the  left  gJde.    Thon' n mfnns  ao 
Lslatid  of  uiideiiutled  Kurface  In  the  centrt*.  This  is  easily  cnuglit  up  by  means  of  t'  tn 

and  dennrliHl  with  Fmmet'B  icisaors.  or  may  be  nuKht-d  forward  by  the  inde,\  :i»? 

rectum,  «nd  removed  with  the  flat  of  the  cciMors.  The  denudation  l»  completed  L^  . ,  :  „  val 
of  the  Klein  over  u  similar  area  on  the  rixbt  side.  AllamaH  bleeding  puiuta  are  M^curuU  by 
tonion,  larger  ones  by  fine  buried  catgut  ligatures. 

them  in  the  upwanl  direction  toward  the  pubes  while  the  next  suture 
is  being  placed  and  tied,  when  llit»  long  i'ImIs  of  this  suture  are  also 
given,  with  the  preeeding  one,  into  the  band  of  the  same  a.<*sistant. 
Then  intriKhice  the  third  suture,  while  firm  traction  is  being  made  on 
the  first  two,  precisely  as  the  swond  wa.s  intrmhiced,  and  so  on  until 

>  See  Transactloni  American  tiynecjlugical  Society. 
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the  required  Dumber  has  been  inserted  and  tied  on  that  side.     Kepeat 
this  on  the  opposite  side. 

FlQUIlR  3#(i. 


'W/,/y, 


The  crown  suture,  ao  called,  Jn  plmx'.  This  sntnru  catplie«  up  rsthcr  deeply  the  three 
principal  lAndmnrkB  of  the  opfration,  viz.,  the  two  Inwt'sl  i'nrunrles  and  the  crent  nf  tlic  recto- 
ceV,  atid  when  tlnally  liud  lirhiKSthtim  tntcthtT,  i>tir  li.-nM(  ulum  at  the  t-reRt  of  the  rectocele 
and  the  ntherat  the  Inner  angle  of  the  left  sul  ris.nnrl  the  HniijiTiit  the  h.ft  eariinele  holdsapart 
the  denuded  surfaces  us  tliey  arc  King  uriiu-d  on  the  left  side.  The  oiMTutur's  riRhl  Index 
linger  htpids  the  crown  stitch  ont  of  the  wrty  while  with  his  rlRht  hand  he  introduces  the  fimt 
RHlure.  The  needle  eulere  ax  is  iihuwn  in  the  diuKrnra,  und  will  cmcrj^is  at  an  atiKle  to  its 
pn.«t-iit  direction  iit  the  correspondint;  point  optntsite. 

Then  intnMhice  a  suture  under  tlie  lowest  caruncle  on  the  left  side, 
through  the  crt'st  of  the  rectf)cele,  or  the  fcntre  of  the  upper  fra^- 


On.  I  1  I  fid  tied.  While  th. 

ii1>ei)i;  !  t,    Throuk'htiiu  i 

lianMlii"  <l  llHvU-ris  of  tliih  it>  to  "kt'L'i.  u 
lifinl  (luriui?  ihe  iimifrt-iis  of  tht  ofK^rntloii,  ii  *\ 
nmi  iifler  tliu  uixTulion  will  thu^  fullU  iu  fuui ; 


suppIenTcnts  the  crown  siitiin^  alroinly  mentioned  and  aids  it  in  hold- 
ing the  throe  |winti^,  />,  </,  aiul  r  t<»jr<lher.  The  vaginal  portion  of 
the  ojwration  is  now  eumplete.     Figure  335. 
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The  external  or  vulvar  portion  is  closed  in  the  same  way — that  is, 

while  each  suture  is  being  introdiiccHl  and  tied,  firm  traction  should  be 
made  upward,  in  the  direction  of  the  puhes,  on  the  preceding  sutures. 
If  the  perineum  be  elosetl  in  this  way,  it  is  surprising  to  see  how  it 
will  he  brought  tip  so  as  fairly  to  htig  the  pube:^.  Indeed,  the  pjste- 
rior  part  of  tlie  V4iginal  outlet  will  almost  exert  pressure  upon  the  neck 
rd'  the  bladder  and  piibes.  By  thi^  method  the  of>crator  should  never 
fail  to  get  the  perineum  into  itti  normal  position  and  location. 


FIOCBB  342. 


/■ 


A' 


The  autures  in  the  two  Intcral  sulci  havt;  atl  Jjeen  pAwe<)  and  tied  in  tfio  manner  inillcated  In 
thetwoprcciidintffljf^iri.'*;  their  fret- ^-ods,  as  before,  are  being  plrtxnKlv  milled  uiiward  by  the  iiurtic 
While  tbu  upL-rator  in  tyiri>:  tliL-crowu  .sUtih.  TbiB  stitch  wlii«n  tlod  will  bring  the  two  lowest 
caruncles  and  the  urcst  of  therfCtoct^>leti>Ke1ht»r, and  will  comidele  the  tntrovagltial  part  i>f  tin.* 
Dpferatiun.    All  sutures  are  introduced  and  tWd  nitder  a  constant  atream  of  hot  ateriliKd  water. 


Material  for  Sutures.  Silkworm  gut  is  preferred.  The  free  ends 
of  the  yutures  are  left  long.  Numerous  devicea  have  been  n.^ed  by 
many  oprrators  so  to  dispose  of  these  ends  as  to  prevent  them  from 
irritating  the  patient.  Emmet  ties  them  in  a  fan-shaped  binidk'  and 
leaves  them  between  the  thighs  ;  others  cut  them  sliort.  The  irrita- 
tion and  siif!*(Ting  from  this  souree  are  so  extreme  that  some  operators 
have  used  sutures  of  softer  material,  fiuch  as  silk  or  catgut;  but  such 
material  is  objectionable  because  the  sutures  absorb  the  wound-secre- 
tions, which  secretions  may  decompose  and  produce  suppuration* 


While  the  nurse  continues  to  maltc  strong  traction  on  the  suture*,  the  operator  is  Intro- 
duc-tnK  the  first  sutun?  for  the  rc'f>alr  of  the  extravajjcinftl  frtirt  of  the  Injury.  Ohserve  the  OicUon 
of  the  tenaculum  tn  niakiiic  roiinter-pressurc  as  the  needle  i»  paaeed  through.  Notice  »Ibo 
Ihnt  the  needle  is  »h<iWii  nt  the  Ixntnm  of  the  wound.  The  (reneral  rule  in  plastic  funrery,  to 
bury  the  suture  compK^U-ly  under  tht-  wound,  alihoug^h  favorable  to  union,  is  disrcgardwl  In 
the  iMisMire  of  these  outaldc  KulurcB.  for  if  so  buried  they  would  Include  and  draw  forwanJ  Into 
the  r«^tored  perineal  body  the  crest  of  the  refti-icele.  ThiK  rertf)Cele  is  a  portion  of  the  rwto- 
TaKlnal  wntl,  and  if  not  included  in  the  sutures  will  take  its  normal  place  back  of  the  rrsUirvd 
perineum. 


end  of  the  vagina.  The  sutures  are  well  turned  into  the  vagina  and 
held  there  by  an  additional  or  binding  ntik-li  whicli  h  tied  over  them 
ami  (8  siitimted  just  below  the  ernwn  htitrh.  The  free  ends  of  this 
binding  stitch  are  also  bent  inward  in  the  direction  of  the  Jong  axis 
af  the  vagina.     See  Figures  344,  345,  and  346. 
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A  study  of  Groups  II.,  III.,  aotl  IV.,  Figures  335  and  336,  will 
suffice  to  furnish  a  guide  tu  the  oiieration  in  atypical  cases. 


FIGURK  S44. 


The  suturw  iuletided  for  closure  of  the  perineum  hftvlnif,  all  been  tied,  ore  now  tempo- 
rarily held  down  and  away  from  the  vulva  an  shown  in  this  \igwe.  Thin  Is  to  fHciUtato  the 
Maaa^  of  &  special  suture  junt  bAck  of  the  crown  uutnre.  As  twMin  u,i  this  ajH-cial  BUtiirc  has 
b«en  pAAaed.  and  before  it  id  tied,  the  bundle  of  snturus  la  n>turiied  to  its  furmcr  postlloii  as 
shown  in  thu  nvxx  flirure.  The  purpoae  of  the  suture  now  being  t>&OB«<l  *ill  becomo  apparent 
In  th«  next  two  figures. 

After-treatment.  The  patient  is  not  catheterized  uuless  unable  to 
pttj^s  urine.  She  is  perniittod  to  lie  in  any  potiition.  The  coiiveu- 
tional  roll  under  the  knees  and  Imndnging  of  the  thighs  are  nnueees- 
sary  except  for  the  conifi>rt  of  the  patient. 

The  external  .sutures  should  be  renitn-ed  in  ahont  ten  days  ;  tlie 
vagina!  sutures  in  ahnut  .sixteen.  The  removal  of  the  latter  is  facili- 
tate<l  hy  the  u«e  of  8ini.s'  .sj)eeulum  reversed — thnt  is,  hooked  under 
the  pub's,  the  patient  being  on  tlie  l>aek.  I>uring  ecuivaleseenee  the 
patient  mav  lie  in  any  desired  positiou.  When  on  the  back  the  legs 
35 
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and  ttiighs  may  be  more  comfortable  if  supported  on  a  roll.  A 
sfcrili/efi  douche  slimild  lie  given  every  twelve  hours,  ami  the  external 
parts  showered  olf  after  urination  or  defecation.  The  wound  is 
dressed  antiseptieally. 

If  secondary  heniorrhagc  oceiir,  the  indication  is  for  anaesthesia 
and  prompt  ligature  <yf  tiie  bleeding  point.  For  this  purjiosc,  the 
parts  may  be  exposed  by  a  speeuluni.     Figure  346. 

Other  Operations. 

Tlie  literature  of  the  suiijeet  has  been  obscured  by  a  countless 
variety  of  operations  for  the  restoration  of  perineum.  Every  niedieal 
student  is  appdlcd  by  their  numlTer,  their  diversity,  and  their  com- 


(ii 


The  snccial  suture  introduced  in  the  last  flnire  Ii  oowlwlaK  tied  :  Itc  parpoee  i«  to  secure 
In  a  bundle  the  other  Buturrs  and  hnid  them  down  ftimflMttbe  posterior  vrall  of  the  introitu* 
viiKiiiie.  Tho  next  QguTC  will  sbow  all  the  •utnre5  turned  Into  the  vai^na.  The  special  »uturt' 
reUlua  them  there.  The  free  enda  of  this  retention-suture  are  carried  with  the  othtra  into  the 
TOgiaa. 

plexity.  It  is  hardly  ixissible,  liow(n'er,  that  perineorrhaphy  should 
Airui/h  an  exception  to  the  great  geiienU  principle,  that  progress  io 
any  direction  is  alwaysa  eliaiiiotcrized  by  simplicity. 


The  object  of  f>erinef>rrhapbv  is  to  replace  rather  than  to  enlarge 
the  perint'iini.  Manv  of  tht'  popular  stereotyped  oj>crationiJ  wiiieh 
eiilur^e  it  rcnily  exiig|j:ni'ute  tljc  iltspkiccment. 

The  !sui*gi'on  is  often  asked  what  oiKTation  \\r  ]M>rf(H-iiis  on  the 
perineiini.  This  implies  that  there  is  some  fixi-d  opci-atton  wliieh  is 
iinivcrsally  a[t|)lieabl('.  It  would  he  no  less  absurd  to  ask  wliat 
plastif  o}M'rat)<jn  is  nuiversiilly  appltrubh'  to  lac(Tnted  wounds  of  thi' 
iaee.  It  i.s  not  enough  tor  an  operattn-  merely  to  i^vt  union  at  any 
cost,  even  though  tliat  union  result  in  {ilaeing  a  aolid  nuiss  of  Hcsh 
where  the  perineum  ouj^ht  to  be,  Cireat  harm  eruues  if  tlie  parts 
brought  into  <ippositi<»n  are  nut  jiiirts  whteh  belong  l(f^etber. 

Most  of  tlu'  stereotyped  {►(MTatioiis  are  jirizcd  heeunse  they  make 
tiie  **  larf^e,  solitl,  jx-riueal  biHly/'  but  such  a  iRTiiteuni,  composed  ot' 
the  union  of  parts  wliieb  do  not  belong  together,  may  be  until  tor  the 
perfonnanee  of  its  functions,  and  may  be  \-ery  prone  to  subsequent 
nijiture. 

We  heap  inucti  said  about  various  stereotyped  operations,  the  aim 
of  whieti  is  to  make  a  'Marge,  solitl,  perineal  botly,"  a  so-ciilled 
"improvement  on  nature,"     This  involves  a  radical  and  dangerous 

FiatTBE  34fi. 


Thitf  scctloniil  view  of  the  sutures  In  iKi»iltii>n  and  tied  completes  Iheflertesof  iltantmtlonB 
of  the  9<'c«nnlary  i>iH;rati(in  fur  iiicnnijilete  ltt<'oratlon<if  Hie  twrinnun.  The  I'liUre  binnllf  of 
BQttireg  is  shown  Uirn»Ml  into  ttie  vagirm,  uhi'U'  tlu'v  cjiiinnt  irrllAte  the  woiiiii].  Tliin  arrniige- 
mi'Mt  iivriaits  ailt;')|uulf  <|re*siiiK»  over  ttie  externarfiart  «if  die  wmml  an<l  "loes  awny  witii  ttie 
IrTitittiiii?  and  rliftrrssinji  t-iids  of  tlie  sutures  whJrli  ore  fnmraonly  left  in  pontaH  wUli  tlie 
external  jiurlaceH,  flrul  m  htrh  always  coniributr  enornifjusly  in  the  dlsrouifort  and  pnlii  af  cnn- 
VKli."Scence.  A  socliou  of  Sims'  8)K"Cu1iiiu  (s  here  Hhown.  The  Infltnimeiil  lutnxlucoU  in  tliSs 
way— (.  f.,  hot>kL'd  under  the  publft,  with  the  tMitient  in  the  di^rsal  poaltloii— faeilttatos  the  turn- 
ins  in  f>f  t'l*"  ftuturefi  at  ttie  close  uf  the  uperutiuii,  and  may  be  ngHiii  used  in  their  removal  at 
thi-  end  of  iibmit  two  weelcs. 


misconception.  Tlie  large  fjeriucal  bt)dy  i.s  contrary  to  nature,  is 
unnecessary,  is  a  tltsadvantage.  The  question  is  not  of  size,  but  of 
IcH-ation.  If  the  periut'ttuu  b^'  it  ever  so  small,  is  well  Uf)  tnid<>r  the 
pubes,  its  Kx'ation  at  tltat  point  indicates  that  the  mnselrs  and  faseia 
of  the  pelvic  floor  are  |x*rforming  their  fimction  of  supporting  the 
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IK'lvio  organs.     Ijet  us  have  an  end  of  the  fallacy  that  the  perineum 

8U|)p(H*ts  tlie  organs  hwausc  it  is  large,  or,  fijr  that  matter,  in  a  certain 
Beii.se,  that  it  sii|)|K>rts  them  at  alL  By  ha  loeation  and  intejti;rily  it 
only  contributes  to  their  stipport  as  an  essential  part  of  the  i>fivic 
floor.  Ill  its  normal  Uication  ami  integrity  it  indieates  that  the  jK'lvic 
floor  is  giviiip:  siipjuirt  to  the  |)elvie  organs,  is  d<Kng  its  part  in  the 
prevention  tif  prolapse,  is  fulfil  I  in^  its  functions.  A  torn  iM-rinenni 
j))*ojK'rly  situated  may  be  adeipiale.  An  enormous  iK-rineani,  if  dis- 
j>laeed  toward  tlie  ctHryx,  may  retpiire  oj»enitive  treatment. 

AVheii  a  tbtfriiaghly  .sfieiitiiie  and  satisfactory  treatise  is  written 
on  the  subject  of  jwrineorrliajiliy,  it  will  not  be  an  article  de-^crib- 
inii;  the  numerous  and  complicated  ojn'mticpns.  It  will  treat,  in  a 
general  way,  of  operating  in  such  a  njanner  as  to  restore  the  parts  to 
tlie  eondititm  iu  wiiich  tliey  were  before  they  were  torn.  The  fii-st 
step  must  lie  to  fin<l  the  landuiarks,  and  Emmet  lias  told  lis  hnw  to  do 
this  by  briuging  together  the  lowest  carnnculte  myrtifortnes  on  either 
side  with  tcnacula  ;  when  this  has  been  done  one  may  discern  tiic  direc- 
tions of  the  original  rent  ami  tlic  cicatrices.  On  the  correct  <)bserva- 
tiim  of  these  landmarks  will  depeud  tlie  method  by  wliit-li  we  must 
proceed  to  restore  the  jwrineal  body  so  as  to  leave  the  vagina!  outlet 
with  an  annular  arningcmcnt  of  the  remains  of  the  hymen,  Failnre 
to  study  these  cases  witli  the  remains  of  the  hymen  as  a  guide  accounts 
for  the  numerous  and  divergent  methods  of  jx^rineorrliaphy. 

The  greatest  lesson  in  perineorrhaphy  is  to  ajtply  tlic  elemcntani' 
principle  that,  in  the  repair  of  a  wound,  the  essential  purpose  is  to 
restore  the  wounded  part  to  its  original  state.  Always  individu- 
alize each  case,  find  out  the  lines  of  tear,  their  direction,  their  length, 
and  then  put  the  fragments  back  whcR"  they  were  before.  He  who 
doc.i  this  will  do  a  dilfcrent  operation  in  every  case,  but  he  will  do 
one  inau*s  ojmration — the  man  will  be  himself.  If  one  of  the 
stereotyi>ed  operations  in  an  individual  jn'tHluces  a  jwrfect  result,  it 
will  Ik'  not  because  it  has  anything  like  universal  adaptation  to  the 
re|)air  of  an  injurctl  perineum,  but  because  it  chanecd  to  fit  that  case. 

The  finp-njJiUimj  optntiiimy  for  example,  usually  results  in  the 
union  of  pjirts  whieh  were  not  togetlier  before  the  rupture,  and  per- 
chance cannot  be  united  without  detriment  to  the  |nitient ;  it  is  often 
perlbrmed  with  little  judgment,  and  since  it  is  so  easy  that  a  tyro  can 
do  it,  has  become  popular.  The  principle  of  flap-split  ling,  however,  as 
ap}>lied  to  jH'Hnettrrhaphy,  has  great  value  in  so  far  a-;  it  may  enable 
the  <iperatt>r,  in  some  cases,  tr»  readjust  the  fragnjeiits  to  their  original 
relations.  If  used  with  skill  and  judgment,  in  some  cascB  of  dtx-p 
injur)'  to  the  fascia  it  servci*  a  moat  useful  pur|)ose.  Its  broad 
application  beyond  this  has  done  great  and  irn-parable  harm. 

The  buried  suture  in  perineorrhaphy  would  be  beyond  criticism  if 
its  Use  were  not  <H'casionally  foUowt^l  by  infection.  Nmnerons  ijicra- 
tions  in  the  hands  of  earefid  ase]>tic  surgeons  luive  resultcil  in  sup- 
puration, btirrowing  of  jkis,  f»>rm:ition  of  recto- vaginal  and  rwto- 
perineal  fistula?,  and  dangerous  sepsis.  The  advantages  of  the 
burietl  over  the  ordinary  interrupted  suture  whieh  is  tied  on  the 
surface  do  not  nut  weigh  this  diinger. 
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III  cases  of  extreme  cystocele  and  rectocele  it  is  oftfii  neecssary, 
esijX'cially  in  women  who  have  pasised  the  menapaiisOj  toeombiiie  with 
clo.sure  of  the  perineum  the  retuoval  of  a  jxirtiuii  of  the  vaginal  jitate 
of  the  vesico-vag'inal  and  reeto-vagina!  walls — an  elliptical  piece  from 
the  anterior  vaginal  wall,  an*l  a  triangular  piece,  with  the  ajwx  towar<l 
the  uterus,  from  tlie  posterior  vaginal  wall.  The  margins  of  thr  vag- 
inal wounds  thus  made  should  Iw  unite<l  from  side  to  side  by  iiit«'r- 
rujitod  sutures.  The  purse-string  suture  of  Stolty.  should  never  he  use<l 
l>eeause  it  tends  to  shorten  the  vagina  and  tlius  to  displace  the  uterus. 

Complete  Perineorrhaphy, 

Perineorrhaphy  involving  the  sphincter  ani  muscle  differs  in  some 
details  from  the  operation  just  ih^scrihed  ;  first,  in  the  prejiaratorv 
treatment ;  secoufl,  in  the  denudation  ;  third,  in  the  passage  ot"  the 
sutures;  fourth,  in  the  after-treatment. 

Preparatory  Treatment.  The  chances  for  union  of  the  wound  are 
increased  by  limiting  the  amount  of  feces  passed  over  it  during  the 
first  days  following  the  operation  ;  hence  the  bowels  shoulil  he  as 
nnarfy  empty  and  aseptic  as  pnicticablc.  Witli  this  ctbjec-t  they  should 
lie  treated  as  \u  the  prejKTratiou  for  major  operation,  Chapter  VI. 

Denudation.  Figure  .*i47  shows  the  rent  extending  up  into  the 
recto-vagiiud  septum.  At  jjoints  m  and  m  are  two  pits  or  depressioua 
caused  by  the  retniction  of  the  ends  of  the  sphincter  ani  musclu.  The 
principal  object  of  the  openition  is  the  union  of  these  ends  and  tlie 
e*uisequent  restoration  of  the  sphincteric  function.  The  denudation 
must,  therefore,  include  the  j»its  or  depressions.  They  may  be  seen, 
though  not  always  without  careful  search,  at  either  side  of  the  anus, 
The  denudation  starts  just  below  the  pit  on  the  patient's  left,  and  is 
carried  around  on  the  margin  of  the  torn  recto-vaginal  septum  to  in- 
chule  the  iip[x>site  pit. 

A  ciunnion  faidt  in  denudation  is  not  to  include  these  torn  ends  of 
the  sphincter.  Observe  carefully  that  they  arc  situateil  well  down  on 
a  level  with  the  posterior  margin  of  the  anus.  Failure  to  carry  the 
tienudation  well  below  them  W4Uild  clearly  defeat  the  object  of  the 
suture.  The  remaining  denudation  is  then  done  as  for  an  inccunplete 
ru[tture. 

PasBing-  of  the  Sutures.  The  sutures  should  be  of  silkworm  gut. 
TIh'  first  two  or  three  should  he  intrcMluced  to  the  left  of  the  anus, 
should  pass  somewhat  det-ply  under  tiie  left  pit,  as  shown  in  Figure 
l}4Sj  jjihould  sweep  arcuuid  under  the  border  of  the  torn  septum,  and 
pass  under  the  opposite  pit  and  emerge  to  the  right  of  the  anus. 
Figure  :WJ  shows  tfic  ends  of  the  sphincter  nniteti  by  the  three  lower 
sutures.  The  problem  is  now  simplified  to  that  of  an  incomplete 
operation,  and  the  remaining  sutuivs  are  phu-ed  as  already  described 
for  closure  of  an  incomplete  lactrration.  The  sutures,  having  In-en 
tied,  are  all  turned  into  the  vagina,  as  shown  in  Figure  346,  and  the 
vulva  is  protected  by  an  aseptic  gjvusie  dressing. 

After-treatment.  A  full  cathartic  of  cjistor  oil  or  comjiound 
licorice  powder  should  be  given  on  the  third  day,  and  rejieated,  if  nee- 


PIgun;  347  —Fault}'  method  ofpttsHtnf;  the  anal  sutures.  Ititerrupteil  Kutures placed  In  this 
manner  and  tk'd  on  the  anal  side  of  the  wvmnd  «re  u(n.n  to  the  fulhjwiijtj  obkctions:  I.  They 
make  a  long  Hne  of  union  which  is  «xp<ise<i  to  the  ho«tiI«-  i-iivironnient  of  the  t»owel.  2.  The 
knoU  ond  irce  ends  of  thedulure  In  the  Ixjwcl  may  take  njisejitie  neiTi'tlons  and  c-«rry  them  hy 
capillary  attrartion  to  the  de«ner  parts  of  thi-  wound,  ackd  In  thin  wiiy  emise  Infeciion  ond  fail- 
ure of  union.    :i.  A  long  Uneoiruukin  ifl  dlltlcnU  to  pfDteet  apuinst  inf-c'tion, 

Figure  :Us.— The  purse-string  method  of  suture.  This  dniv\>  tlu'  w.iind  Into  ii  fkmall  com- 
pass ;  It  li-avfs  iio  part  of  u  ?nture  in  thi-  hi»w(,l  to «hsorl> mid  cairv  •epiir  stifrellons .  the  Insier 
auKle  of  the  anal  p<irlinn  of  the  wound  is  <JraH'ud(iwn  to  the  inarttiiiofthe  huu5,  where  it  in  iun 
liuble  lo  Infection  thiin  If  the  wound  were  hmirer  and  expooed  to  thv  Interior  of  ihv  howel. 
Experienee  haM  -hown  that  thi»  nielti*Mi  of  suture  ia  immeasurably  more  succeasful  la  aecurinc 
primary  uulun  thun  that  *hown  In  Figure  31C. 

the  Stools  t^hould  be  kept  sorai-fluid.  This  may  reqiiirt-  a  c:illmrli('  at 
interval-  <jf'  not  moro  tlmn  two  flay.s.  Dnriiij;  tlio  first  \vr<k.  uhfiu'ver 
tht^  linwrls  an-  nlMHtt  to  movp,  it  is  well  to  ^ive  n  n-ctal  t'liuma  of  eight 
oiine<'rt  nf  olive  oil.     In   giving  the  enema  the  syringe-tip  i^houkl  be 


fMi'i'iully  pas&ctl  along  the  posterior  wnll  iA"  the  amis  away  from  tlir 
jiiinl  f^iiluri's.  CVirole.ssnes.s  at  tln.s  ]vnut  may  break  ojx'n  the  newly 
united  .siirtiiccs  aiitl  destroy  the  result. 
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This  represeiila  the  rcpiiJr  of  a  comjilete  perineal  laceration  extendtDf^a  short  distance  Into 
the  rJght  lateral  sulcus  u(  the  vagina.  Tlie  three  «iiliires  wliich  rennlt*;  tht-  ends  of  the 
spblneter  ani  mascle  are  tied  and  held  t»  on*;  side  by  tlie  f<irce|)8.  Vairinal  sulcus  eli>seHl  with 
three  stitches,  which  arc  lied  and  held  up  l>j-  the  a^^sitttunt.  The  needie  Is  beinj?  lutr«i«l«irv<|  for 
the  T>*i^'Baf;:e  of  the  crown  stlteh  whieh  unilei*  the  lowest  rnrunfleR.  There  ts  n'>  rectoieh-  in 
compleiflaoeratlons;  betjce  th**  crowti  hiittii  <l<>e8  not  ini-lude  it.  The  remuiniiiK  sutures  to  b^ 
pu.«Mecl  win  close  the  external  part  of  the  wound.  Observe  ihut  th«;  fnlds  ftbimt  the  restored 
anu.H  niiUate  in  all  direutionK  ln.stead  of  duwuward.as  In  tlie  previouti  tigures.  This  ik  »  reliable 
Indiration  of  the  adeqaacy  of  the  anal  Buturw.  The  ttiiKem  h«»ld  the  vulva  open  and  expose 
the  intra. va^ftftl  Butarw,  which  would  otherwit©  be  out  al  Bight. 

If  there  is  no  snppiinition,  the  sutures  should  not  Ix-  removed  until 
about  the  foiirteentli  day.  In  other  resp'oti?  the  after-treatmont  is  the 
same  as  lor  incomplete  laceration. 
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CHAPTER  XLII. 

PUERPERAL  LACERATION  OF  THE  CERVIX  UTERI. 

Literary  History  and  Priority. 

The  credit  of  haviug  establmfied  tlie  pathological  significance  and 
surj>;)c:i]  trwitmcnt  of  laceration  of  the  cervix  uteri  belon|r.s  tu  Em- 
met, lliri  tliree  original  communicutiuti^ '  not  only  contiiincd  the  first 
prat'tical  information  on  tlie  stibject,  but,  what  is  more  remarkable 
when  we  consider  the  great  frequency  and  the  far-reaching  pathohigi- 
cal  results  of  the  lesion,  the  information  wliich  they  contained  was 
at  once  so  complete,  t^o  accurate,  and  jso  adequate  that  little  if  any- 
thing of  ininortaiiee  has  since  been  udded. 

Vague  allusions  to  the  snbjert  had  from  time  to  time  appeared 
before  the  publication  of  PjUimet's  papers,  but  only  to  reconl  the  tact 
that  such  an  injury  could  result  from  parturition.  They  contained 
little  account  of  its  pathological  significance  and  none  of  its  sui-gical 
treatment.^ 

Causes. 

The  causes  of  Ineenilion  of  the  cervix  nteri  are  these: 

L  Relative  dispniportion  in  size  between  the  child  and  the  cervix. 

2.  Rigidity  of  the  cervix. 

3.  Rapid  second  stage. 

4.  Any  dii^ease  of  the  cervix  which  causes  friability  impjiirs  elas- 
ticity. 

5.  Instrumentation. 

6.  Meddlesome  manipulation,  such  as  manual  dilatation  of  the 
cervix  to  hasten  labor. 

The  cervix  is  not  fully  prcpan'd  for  dilatation  and  the  transmis- 
sion of  the  cliild  until  the  end  «d'  the  normal  period  of  gestation  ; 
hence  tlie  greater  liability  to  injury  in  premature  and  immature  labor. 
Abiu'tion  in  the  earlier  months  of  pregnnncy  i.s  not  a  frequent  cause 
of  Incenition,  except  as  it  may  result  from  forcible  dilatation.  A 
greatly  prohuiged  labor  may,  liy  continued  pressuiv,  induce  nutritive 
changes,  and  tliereby  deerease  the  elasticity  and  increase  the  liability 
to  rupture.     This  condition  is  an  approach  to  pressure  necrosis. 

Pathological  Anatomy  and  Results, 

At  the  outset,  let  the  imjMjrtant  fact  \yc  clearly  kept  in  mind  that 
the  injury  is  usually  more  extensive  in  ihe  surrounding  vaginal  struct- 

»  SiirK«?ry  of  the  Cervix  Uteri.  Amerkfin  JoiirnaJ  of  Ol*stotrirs,  Fobrimry.  IJifl'J.  Iui(vr*- 
I  of  liie  Cervix  Uteri  us  k  Frequent  mid  Unrvfounlaed  Coii»e  of  Disi-aat!.  It)ld..  Nov,.  1k7<. 
f  Fri»por  Tre«tineiit  of  lAoerutloiui  of  the  CenU  Uteri.    American  rrttctltlonvr.  Jn-nunry, 

*The  Cauiii*«  und  Treatment  of  sti^rlUtv.  fiardcnor,  1850.  Clc«trlclal  ectropion  of  the 
C«rvlx.    W.  Ro(i«r.    Archlv  (Ur  Iluilkundf,  1i  S,  |«7,  lattl. 
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ures  than  in  the  cervix  proper.  This  is,  perhaps,  contrary  to  the 
iiiiiial  notion  ;  hut  an  extimiiiatiou  of  what  follows  on  the  etate  of  the 
cervix  before,  (luring,  and  ofter  lahur,and  the  careiul  diagnostic  study 
of  cashes  will  demunstnite  tliJs  fact. 

The  diameter  t>f  the  cervical  canal  \n  the  non-pre^rnant  uterus  is 
ahout  one-fifth  of  an  inch.  Tliis  must  he  increased  at  delivery 
to  cctrrespfnid  to  thi'  diunirtcr  of  the  rliild'H  head ;  it  i!^,  thcrelbre, 
not  *;urprisin^  tliat  some  degree  of  laceration  occurs  in  the  majority 
of  lahnrs.  The  lesion,  however,  is  generally  slight,  and  heals  so  readily 
and  nipidly  a^n  to  eauBC  little  or  no  pathological  result. 

The  Directions  and  Extent  of  cervical  laceration  vary  within  the 
widest  limits — i.  c,  the  cervix  may  tear  in  any  direction  and  to  any 
extent.     The  usual  directions  are:  anterior,  posterior,  and  lateral. 

Aufefiw'  anfl  potshrioc  fttirrfitiouH,  especially  the  former,  usually 
heal  spontaneonsly,  and  are,  tlierefore,  seldom  clinically  observed. 
Tills  healing  is  explained  by  the  anatomical  arrangement  of  the  vag- 
inal walls,  which  tends  to  keep  the  torn  fragments  in  close  contact 
while  union  is  taking  place. 
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Venico-uterine  fistula  at  angle  of  Uceratlon,    Fistulous  tract  after  partial  healing  of  an  anterior 

1  nee  ratio  a. 1 


Atiterhf  lacemtion  in  rare  instances  may  extend  so  far  as  to  invade 
the  bladder  and  make  a  vesico-utero-vnginal  fistula.  In  smch  a  case, 
if  attention  lie  paid  to  clciinline&s,  consitlerable  .spontaneous  healing 
usually  fallows.  There  may  be  left,  however,  a  small  vesicij-vnginal 
fistula  at  the  utero- vaginal  attacliments,  or  a  vesico-uterinf  fistula  at 
the  angle  of  the  laceration,  extemling  from  this  part  of  the  cervical 
canal  into  the  bla<hler. 

Po.Hffrfor  iacvrUioHj^j  extending  into  tlie  posterior  vaginal  pouch, 
may  open  the  door  for  post^uterlne  infection,  and  thus  give  rise  to 

I  After  Etntnct.    Principle  and  Practice  of  Gynecolofnr. 
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contracting  cioatricial  bands;  these  may  il raw  the  uterus  downward 

and  Imckwanl,  uncj  fix  it  in  an  iiitrjctatilc  retruviTsioii  or  rot  rot!  I'X  ion. 
A  variety  nt"  (li,strr.ssin)Lr  and  disabling  tuiu-tional  distil rbaiieis,  iiitdiid- 
ing  menstrual  disordern,  sterility,  and  extension  of  I  lie  iuieetion  to  the 
parametria  and  tlje  {lerit^niL-uin,  are  atnon^  tlu'  least  serious  results 
which  may  be  cxjKicted   IVrnn   this  condition. 

Laftrdnan'ndioiiK  m-cnr  most  IVetjuently  to  the  left^  les>  rreqneutly 
to  the  right  anil  left,  least  frei]nontly  to  the  ri<,dit  of  the  cervix. 

The  False  Cervix.  Nature,  instead  of  rejiairiui;:  the  injury  of  a 
lateral  laceration,  resorts  to  a  ileeeption  so  arti'ul  that,  imtil  exjiosed 
by  F^mmet,  the  lesion  had  been  practically  an  unknown  laetor  in  ute- 
rine ]>athology.  By  this  di'e('[>tion  a  false  cervix,  eotnposed  eliicily  of 
out-rolled  intra-utcrine  and  redupjieateil  vaginal  tissue,  is  substiiuled 
fVir  th(;  normal  cervix.  The  evick^nce  of  laemition — that  is,  tht'  ir- 
reguhir,  fissured,  uneven  aiijHurance— is  si>  obliteniled  tliat  even  the 
jrraetised  eye  may  fail  to  reet>gnize  it.  If  tliagnosis  between  tlie  nor- 
mal and  the  lacerated  cervix  were  solely  dei)endent  on  sigfit,  cases 
woidd  commonly  arise  in  whieli  increased  size,  congesticui,  and  erosion 
would  l>e  t!ie  only  diagnostic  signs. 

The  cotiffitioti  of  the  eerrif  b*]fn)\\,  dnnng^  and  after  htboj',  as  laid 
down  in  the  following  statement,'  has  a  determining  influence  ujx>n 
the  immediate  mechanical  results  of  la{"eralion. 

Befoi'e  labor,  from  the  moment  of  the  pregnancy,  the  cervix,  a.s 
well  as  the  body  of  the  uterus,  enlarges  to  aecomniodiite  the  growing 
fcDtu.s,  From  the  first,  the  entire  cervix*  cxeejjt  a  small  part  which 
surrounds  the  external  os,  I'xpiuuls  syniinetrirally  with  the  body 
above.  This  expansion  early  in  pregnancy  oldiltTates  tlii'  ititernal  os, 
an4l  converts  the  entire  cervix  into  an  invertod  dome,  which  projects 
into  the  vagina,  and  whose  walls  are  continuous  with  tlutsr  of  the 
corpus.  Thus,  long  before  term,  a  very  large  part  of  the  ftetal  cover- 
ing is  compiiscd  of  evolved  and  exiiandcd  cervical  tissue. 

Ihtritif/  hihor  there  will  be  some  plane  in  the  cervix  above  which 
the  muscular  wall  of  the  uterus  contrails,  ami  Im-Iow  whirh  it  ililates, 
for  the  expulsion  of  the  ehitd,  Exaniinalion  after  delivery  sh(»ws  a 
hard,  contracted,  unyi»*lding  ring.  Tliis  has  sometimes  apiwared  to 
the  examiner  to  be  tlie  contracted  external  os.  It  is,  lunvever,  almve 
the  phine  of  the  external  os,  jK'rhaps  even  above  the  ntero-vnginal 
attachtnent.  The  plates  of  Branne,  (biiwn  Ironi  frozen  sections  of 
tho  grtivid  uterus,  show  tiie  remnants  oJ"  the  intmial  os  to  hv  on  a 
plattc"  far  above  this  contnictod  ring.  It  is,  theivfr»rt\  neitlier  the  et>n- 
tnicted  internal  nor  the  external  os,  but  is  situated  Itetween  the  two,  and 
is  the  lowest  margin  of  the  contract<*d  part  of  the  uterine  wall.  It  is 
a  teni|>orarv  intnueervical  os,  b<>l(m'  which  one  must  hiok  for  that  part 
of  the  cervix  whieh  during  labor  was  eompelled  to  undcjgo  cxees^ive 
dihitation  ;  him\  one  must  exjRM-t  there  to  timi  laeeration  il'it  be  jiresent. 

Without  can'  this  lowest  \xwt  of  the  eervix,  which  has  been  so 
stretched  that  it  cannot  immediately  recover  its  contnu?tile  power, 
will  be  entirely  overlooke<L     It  can,  however,  always  be  felt  projcct- 

■Johti  Bartlctt.  rhicaco  McdicalJourual,  October,  1873.  Wilbclm  Broaiic.  AUu  uf  TopCK 
gmphiOftlAuktomy,  LeJiMtc.    TronBlation.    rhil«d«lpbla,  1877. 
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iii)^  into  tlio  va|riiia  as  a  "  ilubby,  Hoatiiig  collur/'  not  unlike  a  "  ;^ec- 
tioii  of  laxji^e  iiit<^»<tUK:','*  and  has  oven  less  ooiitnictilc  [lower  tliun  die 
sjiliincler  aiii  nuisole  after  extreme  forcible  tlilatatioii  hy  tlio  iiR'tliotl 
of  Van  linreu. 

After  nonual  hihoi-  this  lowest  portion  of  the  cervix  .slowly  recovers 
its  eontraetile  power,  and  in  a  few  day.s  resumes  its  nornial  s^hajw,  and 
the  external  Od  is  thereby  restored. 

If  bihiteral  hieenitioii  oeeur,  nature  has  all  the  conditions  for  the 
fortuati«jn  of  the  false  eervix  alre.nidy  mrntiuued.  The  anterior  and 
posterior  diverginjn^  flaps  aw  at  once  ftireed  in  the  diiretiotis  nf  thr  Irast 
resiritnnee :  the  former  forward  toward  tlie  vaginal  onllot,  the  latter 
backward  into  the  posterior  vaginal  fornix.  The  congested  tij^sues 
about  the  teniixirary  t>s»  which  in  the  ioregoing  paragraph  have  b<»Gn 
called  intraccrvieal,  meeting  no  resistance,  now  roll  out.  This  everslon 
gives  ritm  to  oiistruetion  in  tlie  uterine  cirenkition.  The  iutnicervieal 
strnctnres,  thus  engorged  an<l  swollen,  no  longer  have  ^nfticient  space 
for  tlieir  accotumo<kition  within  the  uterus  ;  hence  the  eversiion  con- 
tinues until  tissue  enuugii  for  the  formation  of  the  false  cervix  hay 
been  rolled  out  into  the  vagina,  and  until  the  temjiorary  intracervical 
OS  may  actually  have  usur|>ed  the  place  of  the  now  destroyed  ns  ex- 
ternum. Thid  everted  intnicervical  mucosa,  now  mlled  out  into  hos- 
tile surroundings,  ijceonics  infcetcfl^  and  the  infection  may  extend 
ahmg  the  mucosa  to  the  endometrium,  Fallopian  tid>es,  jieritoueum, 
and  ovaries;  or  by  eontiuiiity  of  the  deeper  tissues  to  tlie  myometrium, 
perimetrium,  or  parametrium.  Laceration  of  the  eervix,  therefore, 
supplemented  by  infection,  may  open  the  door  to  extensive  pelvic 
disease. 

Subinvolution.  The  |>hysiological  liypertrophy  of  pregnancy, 
which  ought  to  subside  after  lal)or,  may,  under  the  influence  of  infection, 
fail  to  ck)  so,  and  beciune  patlKtlogical.  llenre  the  uterus  remains 
enlarged  ;  this  enlargement,  calknl  subinvolution,  is*  a  very  common 
residt  of  laceration.  It  usually  pertains  more  to  the  cervix  than  to 
the  corpus  uteri.     See  Chapter  XVIII. 

Descent  and  Vaginal  Reduplication.  When  the  patient  assumes 
the  npriglit  ]>ositir<u  the  snp[>ort.s  of  the  heavy  congestcfl  subiuvobited 
uterus  are  inadequate  to  koUl  it  oti  the  health  lev(  1  ;  it  settles  by  its 
own  weight  to  a  lower  level  and  carries  with  it  a  rcHertcd  ftild  of  the 
vaginal  wall.  See  Figure  355.  The  vaginal  portion  of  the  cervix  is 
thus  made  a[>(>areutly  much  longer  than  it  really  is.  The  soft,  easily- 
moukk.'d,  *iut-rolled  intra-nleriue  tissue  and  the  reflectwl  vaginal  walls 
may  completely  obliterate  the  fi'^siu'e  which  is  coinmordy  regarded  a.s 
the  evidence  of  laceration  ;  upfiu  onlinary  examination,  therefore,  the 
tear  may  be  entirely  ovcrlooke*l.  The  deception  may  be  exposed  by 
placing  the  patient  in  the  knee-breast  position.  The  uterus,  by  its  own 
weight,  will  then  be  carriefl  toward  the  diaphragm  ;  the  vaginal  wall 
will  imfold  aiul  disclose  the  true  utero-vagiual  attachment;  and  not 
uncommonlv  a  <k'ep  laeemtion  may  be  sen-n  extentling  <ui  eitlu-r  side 
far  into  the  vaginal  walls. 

When  the  laceration  is  confined  to  one  side  the  deception  is  even 
greater,  for,  as  shown  by  Emmet,  the  fundus  in  such  cases  is  usually 
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drawn  toward  the  aflTected  side  by  inflammatoiy  contraction  of  the 
nearest  broad  ligament.  The  effect  of  this  lateroversiou  is  to  raise  the 

Figure  a')l. 


The  widely  separated  Ifjw  of  the  recently  lacerated  cervix.  The  posterior  lip  is  crowditiff 
backward  Into  the  posterior  va^^nal  fornix,  the  anterior  lip  forward  toward  the  vaginal  outlet. 
The  dotted  lines  show  the  contour  of  the  uterus  and  the  vagina  before  the  laceration.  The  loca- 
tion of  the  temporary  intracervical  os  is  at  the  bottom  or  angle  of  the  laceration. 

Figi;re  3r)2. 


Shows  the  circular  cnlnrgonuut  nrilic  ci-rvix  due  to  out-mlliiiK  of  tho  iiitracorvicrnl  tissue, 
and  the  apparent  elongation  due  tu  n(lu|>li<:iti(ni  df  tho  vii>;inal  walls.  The  actual  utero- 
vafrinal  attachment  is  at  A' and /.  Tlu- rrduijlication  makes  it  appear  to  be  at  -V  and  iT.  See 
Kinurc  :!•.'.■>. 

uiiiiijurod  .side  of  the  cervix  a  trifle  hijrher  in  the  jM'lvis,  and  cor- 
rcsimiuliiigly  to  depress  the  injured  side,  thereby  trausing  a  reflection 


False  cervix  Id  unilateral  laceratJon 
Obliquity  of  the  uifrliiK  nxin  from  con 
tractiou  of  broad  ligament.^ 


Double  lacerntion.  jsli'jwitm  unlarxed  mucoui 
foUieles* 


Cyetic  Dsgensration.  Puerperal  laecration  of  the  cervix  uteri 
causes  marked  out-roliing^  of  intra-uterine  tissue  arnl  consequent  j>er- 
maiient,  passive  congestion.  The  delieate  intra-uterine  membrane, 
in&t.eatl  of  being  in  contact  with  the  mild  alkaline  secretion  of  the 
uterus  to  wliieh  it  is  accustomed,  is  in  contact  with  the  irritating  acid 
secretion  of  the  vagina.  But  the  mischief  cloey  not  end  here.  The 
uterine  supports  may  soon  prove  quite  unequal  to  the  work  t»f  sus- 
tiUuing  in  [Wriition  a  uterus  heavy  from  eonge-^tion,  and  it  fallr*  to  a 
lower  phiue  in  the  petvis.  The  everted  memliraue,  in  contact  with 
the  posterior  vaginal  wall,  and  constantly  bathed  in  the  vaginal  secre- 
tions, is  subject,  by  reason  of  the  normal  movements  of  the  uterus, 
to  the  additional  irritatit>n  of  friction.  An  erosion  forms,  and  the 
mucous  follicles,  Nabothiau  glands,  estimated  by  Tyler  Smith"*  to 
number  ten  thousami  in  the  normal  virgin  cervix,  become  diseased. 
Some  of  them  pour  (tut  the  familiar  thick,  colorless,  viscid,  ropy 
secretion.  Others,  in  coiisequeiiee  of  adhesive  itiflaurmatiou  which 
has  occluded  their  outlets,  become  distended  by  their  own  secretion 
and  umlergo  cystic  degeneration.  These  cysts  are  gencnilly  present, 
frequently  in  large  numbers.  Subiu volution,  including  enlargement 
of  the  blcHidvessels,  is  a  natural  sequence  of  these  changes. 


I  Emmet' 


;"a  Principles  and  Practice  of  GynecoloBy. 

*  On  Leucorrhtea,  Ajuerioan  edition,  p.  1 


« Ibid. 


J 


558 


TRAUMATISMS. 


Composition  of  the  Palee  Cervix.    As  already  outlined,  the  fube 
cervix  i.s  t-mii  posed  of: 

EvfTtt'd  iatra-Litei-iiip  tissue. 

RfHected  Vitgiiial  wall. 

Cervitsil  iulticle.s  wlucli  \m\v  iiudiTgonc  eystic  dcgeiieratiou. 

Congested  and  infliniied  mucosa  and  siibmucosa. 

E  n  I  a  rgc  d  I  >  I  mn  ]  x't's.s*  ■  1 8 . 
Apparent  Hypertrophy  and  Elangration  of  the  Cervix.  Cases 
are  f'refjiictit  in  which  there  is  a]>pareiit  leugtheniiiii-  ul"  the  eervix,  so 
that  it  .seeni.s  (o  extend  fruni  the  iitero-vatrinal  altachmedt  even  to  the 
vnlva ;  tlie  eonditioii  i.s  Ui*ually  de.seribed  as  hy|>crtrnphic  elonga- 
tion of  the  cervix.  Credit  ibr  the  true  explanation  *if  this  ammialy 
belongs  to  Emmet.     Figure  355  shows  the  oh  externum  outside  the 


FiacBE  <&5. 


O 


■  cei 


Extreme  rBfleclion  of  ihe  vftflnal  wuHii  ovt-r  a  i>r(ilnf«i-d  uterus,  trlving  the  false  npiwnrnncc  of 

elutiguliou  of  llie  cervix. 

vulva.     This  {»  not  because  the  infrava^nal  portion  of  the  cervix 

has  len^'thetuMl  hy  hyj>ertroi)hy  ho  as  to  ocenpy  the  entire  length 
of  the  vajjina,  but  l>eeau.«e  the  entire  uterus  has  prolapsed  until 
the  OS  externiuu  lias  appeared  at  the  vulva.  If  the  patient  l)C 
plucwl  in  the  knee-breast  jMisition  and  the  uterus  be  made  to  gravi- 
tate toward  the  diaphrafrm,  the  reHeeted  vagina  will  be  unfold<>d,  the 
cervix  will  resume  its  normal  <listanee  from  the  vidva,  ami  the  utero 
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vaginal  attacliment  will  appear  at  the  proper  distance  from  the  os 
externum — that  is,  the  normal  relations  of  the  vagina  and  uterus 
will  be  restored. 

Apparent  elongation  occasionally  takes  place  in  the  nullipara,  but 
it  is  more  commonly  associated  with  descent  of  the  lacerated  cervix. 
The  extent  of  laceration  will  be  apparent  in  proportion  to  the  degree 
of  eversion — that  is,  in  some  cases  the  evidence  of  laceration,  as 
already  explained,  is  obliterated  by  the  out-rolled  intra-uterine  tissue  ; 
in  other  cases  of  less  eversion  the  laceration  is  more  apparent.  A 
striking  illustration  of  the  latter  class  of  cases  is  furnished  by  the 
following  case : 

The  j)atient  had  been  sent  to  the  hospital  for  amputation  of  a  sup- 
posed "  iiypertrophied  cervix."  Superficial  examination  suggested 
the  presence  of  two  large  uterine  polypi,  one  filling  the  anterior  and 


Figure  356. 


FIOUKE  357. 


FiKure  306.— This  figure  1«  from  a  part  of  an  illustration  in  a  standard  book,  in  which  it  was 
use<l  to  rejiresiMit  supposed  infravaglnal  hypertrophy  of  the  cervix.  The  vaginal  attachment, 
liowevor,  is  only  apparent,  and  Is  really  due  to  reflection  of  tlie  vaginal  wall  on  a  lacerated  cer- 
vix. The  true  utero-vaginal  attachment  is  shown  at|A'and  A'  of  Figure  357.  Figure  855  is  a 
(•iirrtTt  repre-sentatlon  of  the  real  condition. 

Figure  3.'>7.— Shows  the  true  utero-vaiginal  attachment  at  X  and  A',  and  the  apparent  utero- 
vaginal attachment  at  Zand  Z. 

the  other  the  ])osterior  half  of  the  vagina,  both  reaching  to  the  vulva  ; 
further  examination  disclosed  the  apparent  presence  of  extreme  hyper- 
trophy of  the  anterior  and  posterior  lips  of  the  cer\'ix.  Between 
tliese  two  lips  was  a  fissure  extending  into  the  vagina  for  at  least  two 
inciies.  AVhen  the  patient  was  placed  in  the  knee-breast  position, 
howev<'r,  the  uterus  gravitated  towanl  the  diaphragm  ;  the  utero- 
vaginal attachment  appeared  in  its  true  rehition,  and  it  was  plainly 
to  be  seen  that,  instead  of  hyjiertrophic  elongation  of  the  infra- 
vaginal  portion  of  the  cervix,  some  degree  of  atrophy  had  actually 
taken  place,  for  the  utero-vaginal  attachment  was  nearer  to  the  ex- 
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temal  os  than  normal.  There  was  a  fissure,  diticlosing  an  enormous 
bilateral  laceration,  which  extended  for  two  inches  into  a  sub- 
involutrd  uteru-s  and  far  out  into  the  vaginal  walls  on  either  ?ide. 
Repair  of  the  cervix  wa,s  promptly  followed  by  the  disappearance  of 
all  pseudo-elongation »  both  in  the  infravaginal  and  the  snprava^'nal 
portions  of  the  cervix,  and  in  a  iew  weeks  by  complete  Rilisidciiee  ,>f 
subinvolution.  In  a  similar  case  of  unilateral  laceration,  with  exinaue 
eversion,  the  apparently  elongated  cervix  sliowed  no  fissure,  but,  un  the 
contrary,  was  symmetrical. 

FlOVEE  3iS. 


BbOim  aOHftTaginal  clonKatlxn  of  ihi-  cervix,    l\»i 
IllCWIiPlImn  orttw  cvnix  vrhirh  did  imt  oxii^t  during' lii 
wayi  be  liiad«lil»on  the  li  villi;  HuhWi     Oli«erve  in  IhiHMiH  . 
•upravAfin*!  portion.    TbU  cuudiUon,  except  m  obwrvcd  p<^st  morti-m.  is  uii.  ..leiiuon 


•iie 


The  explanation  of  apparent  hypertrophic  elonjtration  and  circular 
enlargement  of  the  eervix  need  no  lonirer  rest  u]»m  the  .-olr  iuitliority 
of  Emmet;  it  has  been  abnn<lantly  virified  by  a  lar^e  number  of 
other  e<)mj>etent  observers.  The  ^subject  will  be  further  cfjnsideix'd 
under  Descent  of  the  Uterus. 

Amputation  of  the  eervix  and  hystereetoniy  for  so-called  ''  hyper- 
trophic elongation"  and  *' hyiH'rtroitiiie  enlurgnient  of  it*  circumfer- 
ence "  are  favorite  operations  in  gynecology.  Tlic  true  pathuhigy  of 
this  condition  would,  huwever,  demand  not  ami>ulatitm  or  hysterec- 
totny,  but  closure  of  the  cervix,  if  lacerated,  nnd  the  apjiropriate 
treatment  for  displacement. 

The  existence  of  genuine  hypertroj>hie  enlargement  and  elongation 
I  After  Coorty.  tn  Bonnet  vi  TetU,  Oyn^cologle. 


Deep  Siellaie  Laceralion. 


Stellate    Laceration    with    Ec- 
if'opium  and  Cystic  Oisea!:ie. 


Cresceniic   Laceralion  with 
Erosion  of  one  Lip. 


Deep  Destructive  Laceration 
up  to  Inner  Os. 


LACERATIONS    OF    CP'-^'-'X.' 
I  After  Miiutk\  Ainrriuiii  JoiiiiikI  < 


Unilateral    Laceration   beyond 
Vaginal   Insertion. 


Stellate   Fissure   with 
Erosion. 


Double   Laceraiion    with 
Erosion. 


Double   Laceration   beyond 
Vaginal   Junction. 


Bilateral  Laceration,  Great 
Erosion  and  Cicatricial  In- 
duraiion.  Simulating  Ma- 
lignant   Disease. 


LAC 


'  Aflijfat. 


Cystic  Disease    Iniplanier* 
Lacerated  Cerwix,  Sii 
ing    Epithelioma. 

OF    CERVIX." 


of  the  cervix  is  not  absolutely  denied  ;  it  in,  however,  of  extremely  rare 
oceurix.'nce— so  rare  tlmt  iiinputjitioii  of  the  cervix,  (»xeept  the  rt'iuuval 
of  certain  diseased  portions,  a;*  will  be  explained  in  the  ojieratiou  for 
lacerated  cervix,  should  become  practie^illy  r>bsoIete.  In  carcinoma  of 
the  cervix  and  in  extreme  inflaniniatary  iiifeetion  of  the  uterus,  not 
amputation  id'  tfie  cervix,  but  hysten'ctotny  is  the  operation  of  electimi. 

Wlicu  hypertrophic  elongation  of  the  cervix  doe.s  exist,  it  is  above 
the  utern-vagiual  attai'hments,  anil  is  therrfure  supnivaginnl.  Infra- 
vaginal  elongation  of  the  cervix,  which  is  below  the  utero-vaginal 
attachment,  is  often  a]iparentj  sfldom  or  never  real. 

A  Cause  of  Carcinoma,  Emmet  first  observed  the  relatively 
more  fretiuent  develojiment  of  cancer  upon  the  lacerated  cervix  and 
the  almost  entire  absence  of  it  from  the  riulli]iarons  cervix,  and  olfifrs 
the  following  explanation  :  Beuign  adenoma  is  apparently  a  patlio- 
logical  connecting  link  bftween  glandular  endometritis  and  niaUguant 
adenoma.  Malignant  adcuoma  is  cancer;  hence  a  possible  patho- 
logical serpience  from  laceration  r>f  the  cervix,  and  consequent  cer- 
vicitis, to  cancer.  We  may  not,  strictly  sj>eaking,  attribute  cancer  to 
laceration  of  the  cer\'ix  ;  but  we  must  not  ignore  the  fact  that  glands 
of  the  lacerated  cervix  are  a  fruitful  soil  for  maliguant  disea,se. 

There  are  certain  congenital  and  aecpiired  couditions  wlucli  closely 
simulate  laceration  of  the  cervix.  8iich  conditions,  especially  when 
they  occur  in  the  virgin,  should  for  obvioiLs  reasons  be  distinguished 
from  puerperal  laccratiim.  They  do  not,  as  a  rule,  present  cystic 
degeneration  nor  extreme  cervical  eversion. 

Symptoms. 

Immediately  after  the  accident  occurs,  arterial  hemorrhage  may  be 
so  profuse  as  to  demand  promjit  ligature  and  snture.  The  secondary 
syraptcmisare  those  of  the  pathological  results  r>f  the  lesion— that  is,  the 
symptoms  of  endometritis,  metritis,  subinvolution,  and  displacement^^. 
The  racnorrhagia  and  uterine  discharges  so  common  in  laceration 
are  the  symptoms  of  hemorrhagic  aud  catarrhal  t>r  jutrutent  endo- 
metritis. A  variety  of  nervous  symptoms^  such  as  may  be  due  to 
faulty  innervation  and  nutrition,  have  been  attributed  to  laceration  of 
the  cervix.  They  include  neiindgic  and  olhtT  pains  in  remote  parts^ 
dyspepsia,  indigestion,  constijKition,  menstrual  disorders,  backache,  and 
headache.  Bctiring-down  sensations  and  dil^culty  of  walking  and 
stantling  are  among  the  residts  of  the  ass<jciated  disjjlaeements  of  the 
pelvic  floor.  These  displacements  include  the  uterus,  its  appendages, 
the  hladtler,  vagina,  an(t  rectum. 

Cicatricial  narrowing  of  the  uterine  canal  at  the  angle  of  the  lacera- 
tion may  be  so  extreme,  either  from  natural  contraction  ur  Irom  the 
use  of  raiistics^  as  to  reduce  the  uterine  outlet  to  a  mere  pinpoint.  Tin.-* 
reduction  (tf  calibre  results  in  im|wrlV'ct  dniinage  of  uterine  secretions. 
Endometritis  and  numerous  functionid  disturbances,  inclu<ling  sterility, 
dysmenorrhoia,  menorrhagia,  and  amenorrhoia,  are  common  sefjuels. 

Emmet  lays  great  stress  upon  the  reflex  irritation  jtroduced  by  the 
cicatricial  ping  in  the  angle  of  the  laceration.     The  cicatrix  developa 
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in  an  eflfort  of  nature  to  cloee  the  gap,  or  as  a  result  of  the  injudi- 
cious application  of  caustics.  He  cites  numerous  ca^es  in  which 
excessive  neuralgia  in  didtant  organs — for  example,  neuralgia  in  the 
eyeball — promptly  disappeared  upon  repair  of  the  laceration.  He 
attrihiitci-  the  reflex  irritation  to  the  inclusion  and  pinching  of  nerve 
iil.imrnts  in  the  cicatrix,  a.s  in  the  senjiitive  slump  after  amputation 
of  tlu'  log  «»r  arm.  The  cicatrix,  therefore,  n»ay  serve  as  a  constant 
and  hitlden  caui^e  of  nerve  irritation.  The  anannic,  nervous,  neur- 
algic stale  h  peculiarly  liable  to  be  a!*sociate<l  with  cicatricial  cervix. 
Whatever  ntay  l>e  the  explnnation  of  the  facts,  the  clinical  observa- 
tions <jf  Emmet  have  ])eeu  veritiwl  by  numertfus  observers. 

Tlie  brief  repnTt  of  twej  (*ase.s  will  serve  to  illustrate  :  A  patient 
consulted  one  of  the  most  distinguished  ophthalmohigists  in  Anieri<^  for 
a  long-standing,  severe,  and  obstinate  neundgia  of  the  eycbalL  As  the 
only  p<issible  means  of  relief  extirpation  of  the  eye  was  finally  advised  ; 
this  oj>eration  the  patient  decline<i,  and  the  puin  continued.  She  was 
subsequently  o]vt'rate<l  upon  by  Kmmet  liir  laeeratitm.  He  renmvetl 
a  large,  wedge-sliapL'd  piece  af  cleat ricial  tissue  fnirn  the  angle  of 
laceratiim,  wliich  nutnrc,  in  the  vain  attempt  to  iiridge  over  the  gap, 
had  placed  there.  Jmmediate  and  permanent  relief  from  the  neur- 
algia followed. 

In  April,  1878,  the  writer  performed  a  similar  ojwration  upon  a 
woman  who  had  for  years  suffered  from  almost  constant  pain  in  the 
top  of  the  head.  Up  to  the  time  of  the  operation  evert'  resource  of 
treatment  hail  tailed.  In  this  case  the  cervix  was  not  enxled,  but 
from  the  perseverance  of  si>me  one  in  niiiking  caustic  applications  it 
had  siiflercd  consideraljle  \osfi  uf  substance.  The  indurated  tissue  wiis 
very  abundant,  so  that  in  its  thorough  I'emoval  an  unusual  amount 
of  cervix  was  sacrificed.  The  jMiiu  disappeared  from  the  time  of  the 
operation  and  has  not  returned. 

Clinical  observation  has  shown  sterility  and  rejjeated  alKtrtion  to  be 
very  frequently  associated  with  laceration  of  the  cervix.  The  patho- 
logical results  of  laceration  already  detailed  furnish  a  clear  explanation 
of  this  fact. 

DiagnoBis. 

Laceration  of  the  cervix,  until  demonstrated  by  Emmet,  was  known 
only  by  its  effects.  To  designate  the  extent  and  character  of  these 
effects,  the  following  names  were  a|Jplied  :  eroeion,  fnlliniiar  eronion^ 
ffranuUir  crmion,  paptl/aty  erosion,  qnruulaiiofi,  exconntlon,  ulcrr. 
Erosions,  when  exaggerateil,  were  called  coxcomb  grajkuhfioiw  ;  when 
the  exaggeration  was  so  extreme  as  to  suggest  malignant  disease,  it 
was  sometimes  calle<l  ooufifioircr  excreseenre,  a  name  liM)sely  used  also 
in  cancer.  Inflammation  of  (he  cervical  follicles,  analogous  to  fol- 
licular pharyngitis,  suggested  the  name  folfionlar  oronirm. 

The  (»lder  text-books  usually  devoted  a  elmpter  to  this  gubject, 
under  the  head  of  Ulceniti<vn  of  the  Womb.  The  disease  is  really  not 
ulceration,  but  erosion.  Ulceration,  except  in  specific  and  malignant 
disease,  is  rarely  found  on  the  cervi.x.  Thomas,  in  his  work  on  The 
JHaeaset  of  Womn^,  apologised  for   the  use  of  the  word^  and   i>uid: 


'"  What  is  eallod  ulwnituin  of  the  cervix  is  ciillwl  erosion  or  granular 
<lugeiiemtioii  when  it  apjieiirs  tinder  the  eyelids." 

The  presence,  ufter  ]«irtiirition,  of  a  part  or  all  of  the  elements 
wliieh  cninpose  the  false  eervix— that  is,  enlargement,  erosion,  ever- 
siou,  paliihtns  os,  and  eystie  degeneration — is  strcmg  evidence  t^f  lace- 
ration ;  cystic  degeneration  of  the  mucous  follicles  is  almost  pathog- 
nomonic of  laceration.  The  ey«t<>i,  varying  in  size  from  that  of  a 
pinhead  to  that  of  a  small  marble^  feel  to  the  touch  like  small  shot 
scattered  throughout  the  raucous  tissues  of  the  evertj^  cervix.     They 
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rigun  SESA~^howlog  evertMl,  lacerated  Upe  tuught  bT  teniicuia  and  held  apart. 
Fl^me  MOt— Shewing  lacerated  lijw  eaughl  by  tenariild  and  r«»lled  io. 


are  rarely  found  except  on  the  lacerated  cervix.  As  already  ex- 
plainetl,  they  are  the  result  of  occlusion  and  cystic  degeneration  of 
mu<'(>us  follicles,  the  glands  of  Nal>oth,  Tliese  follicfe^,  except  in 
cases  of  abnormal  distribution,  are  cutirely  coiifinetl  to  the  intraeervi- 
cal  mucous  membrane,  and  are  not  prone  to  cystic  degeneration  unless 
rolled  out  into  tlie  hostile  environment  of  the  vaginal  i<ecretions. 
This  out-rolling  s^^ldom  occurs  except  as  the  result  of  laceration. 
Hence  cystic  degeneration  without  laceration  must  be  extremely  rare. 

The  lesion,  in  ordinary  eases,  may  be  detected  by  touch  and  sight. 
Int*'lligent  study  of  all  ca.sesj  and  accurate  diagnosis  In  the  more 
obscure,  require  tlie  cer\'ix  to  be  exposed  by  a  Sims  or  a  Simon  s(»ecu- 
lum,  and  the  everted  lips  to  be  caught  and  rolled  in  by  means  of  two 
uterine  tenacula,  one  in  each  hand. 

For  complete  diagnosis,  in  ntany  cases  tlie  tenacula  arc  absolutely 
essentia!.  With  tliese  instruments  Emmet  first  untied  the  knot  and 
revolutioniztHl  the  pathology  ami   treatment  of  this  cervical  disease. 
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UdmniHi  Raoikilpli  IVwIre,  relemng  to  the  nonaeroos  casts  of  eo- 
called  ttlcer^teMi,  said  *  **  tluBv  wen*  not  recognized,  for  Done  of  t» 
kanr  anrtiiu^  about  them  till  Emmet  told  us.  It  ^^aii  he  who, 
la  a  happr  iia— <  iil,  htooght  the  anterior  aaiJ  posterior  surfaces 
tqgjttber  witk  tcaaoda,  a»d  iastantly  demonstrated  that  wtiut  we  all 
(MMo^eti  aa  alBentioa  was  ootlung  more  nor  le^s  tliun  a  laotrati<in/' 
^iW  riJIimiag,  qaoCatioo  from  Emmet's  first  systematic  |Kii)er  na 
Ibis  jalject*  pnaemts  a  graphic  picture  of  the  gynecology  of  the  last 
ycttfrratkMi: 

^  ^QTCoiber  17,  1862,  I  first  operated  for  the  relief  of  a  double 
:  hwcfalioo  of  the  cervii  by  freshening  the  surfaces  and  bringing 
~  tW  aalefior  and  p«><terior  flape«  with  interrupted  silver 
This  patient  liad  been  an  invalid  for  several  years  Ix'fore 
f^n^Tff:  under  my  care,  and  had  heen  treated  for  menorriia^ta  and 
IqrKfftixifihy  of  the  uterus,  with  an  extensive  erosion.  She  was 
WMCCsiar,  of  a  natandly  delicate  constitution,  and  after  a  severe  and 
MttaUul  Ubor,  with  difficulty  had  given  birth  to  a  large  child. 
Har^Oieial  appeaiance  indicatctl  incipient  phthisis,  but  no  exidencc 
of  a  tuberculous  deposit  could  be  detected.  The  uterus  woi*  5ome 
four  inches  In  depth,  and  an  eroeiion  extended  a))out  two  inches  in 
diameter  over  an  enormous  cer%'ix.  With  great  care  thi8  erosion  had 
baaa  keakd  several  times,  by  maintaining  the  recumbent  position 
ftr  a  sufieient  length  of  time,  but  a  relapse  to  the  former  condition 
feeurrrd  in  eveiy-  instance  shortly  after  beginning  to  exercise  by 
tralking.  I  had  almo^^t  despaired  of  being  able  to  offer  lier  any 
{termantnt  n*Hcf,  and  attributetl  my  want  of  success  to  the  condition 
of  her  general  health.  While  making  a  digital  examination  one  day 
1  was  puuleil  to  account  for  the  greater  width  of  thr  ciTvix  in  com- 
parison to  tluil  of  tlie  liody  beyond,  a  condition  I  had  for  the  first 
time  appreciated.  I  placeil  her  on  the  loft  side  and,  with  Sims* 
i^eeqlum.  bn»tjglit  the  cer%ix  in  view.  I  dnw  the  p>sterior  Itp  for- 
ward towanl  me  with  a  tenaculum,  but  with  no  special  punwsc,  when 
I  witei  surprise<i  to  ol>ft.erve  that  it  had  deireased  to  iitarly  half  its 
pn^vious  sixe.  On  lifting  up  the  anterior  lip  with  a  tenaculum  in  the 
other  huntl,  S4>  as  to  hriiig  the  two  jmrtioiis  into  appn)xiniati«Mi,  the 
outline  of  a  cervix  presented,  of  nearly  normal  size.  The  diftii'ulty 
was  at  onre  ap|KirrMit,  for  the  parts  liad  rolled  liack  within  the  uterine 
canal,  «n»l  a  deep  latend  fissun*  becmiH'  evident,  which  extended  on 
«tieh  .*ide  entirely  through  the  cervix  and  Uyond  the  vaginal  junetion. 
l)n  ?4*peirating  the  flaps  and  forcing  them  hark  to  their  former  position, 
1  ««w  the  tissues  gradually  roll  out,  and  the  cervix  again  present  its 
previous  appearance.  There  conki  ttieii  be  (lelecte<l  noapjKarance  of 
fa^vration,  and  with  the  riHluplicition  nf  vaginal  tissue  over  tin*  sides 
is(  the  uterus,  as  I  have  already  dent rilMil,  the  cervix  presented  a 
IH^imI  length  alxive  its  apparent  junetion  with  tlie  vagina.  The 
iVAtctIv  at  once  suggested  itself;  the  operation  was  performed  with  the 
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akl  of  my  asriiHtanl,  Dr.  O.  S.  Winston,  :unl  I  believe  Dr.  T.  G. 
Thomas  was  alsa  present.  On  fomplrtini^  the  inieratioa  the  uterus 
wart  Jive  inches  in  Ueiith  ;  it  mpitJily  redueed  in  size,  and  in  time  alt 
evidenee  of  loeal  disease  8id)sided,  but  she  never  entirely  regained 
her  general  he^dth.  Some  seven  years  after  the  operation  Dr.  F.  N. 
Otis,  of  New^  York,  her  family  pliysieiaii,  detected  a  tuberculons  de- 
pjstt,  and  she  died  of  phthisis  within  a  few  months,  Imving  been  ten 
years  under  my  observation.  For  two  years  previous  to  her  death 
tihe  had  resideii  abr^nid,  but,  as  a  friencl,  I  was  kept  advised  of  her 
oonditioii,  and  slie  ectntinued  free  froiu  uterine  disease.  I  am  fully  s;itis- 
tietl  that  at  the  time  of  the  operation  her  eondition  wjts  so  critical  that  it 
would  have  Ix-en  but  a  question  of  a  few  weeks  befiire  a  tuljcrt-uloua 
deposit  wt)uld  have  taken  plaee.  Althoup^h  she  never  recovered  fully 
the  loss  of  vit<dily  to  whieh  this  injury  had  reduced  her,  yet  her  life 
was  Ix-youd  qtiesti«jn  prolonged  many  years  by  the  operation." 

After  the  reading  of  tliis  paper  before  the  New  York  County 
Medieal  Society,  September,   1874,  J.  Marion  Sims  said  : 

"When  I  went  abroad  in  1802,  amon<^  the  patients;  I  turned  over 
to  the  cure  <if  Dr.  Emmei  was  the  lady  wlu)se  ease  forms  tlie  liasis  of 
the  paper  1  have  just  rend.  She  belonged  to  the  upper  walks  of  life, 
and  had  been  under  my  charge  for  twelve  or  eighteen  months.  I 
remember  the  peeuiiarities  at'  her  case,  so  well  deseribed  by  Emmet, 
as  vividly  as  if  it  were  but  yesterday.  The  l>ilateral  lacerations  of 
the  cervix^  and  the  eonserpient  eversion  of  tlie  hy|>ertrophied,  con- 
gested cervical  mucous  membrane,  cimstituted  at  that  time  a  diffieult 
prtiblem  tu  solve.  During  the  wlude  time  tiiat  I  observed  ttiis  case 
no  benetit  resulte<l  from  local  treatment,  and  I  am  sure  that  nothing 
short  of  the  methiKl  so  .suceessfnlly  adopted  by  Dr.  Emmet  could 
have  been  of  the  least  service  to  ber.  I  now  only  wonder  that  this 
operation  had  not  been  worked  out  sooner.  When  the  perineum  is 
lacerated  the  necessity  for  ha  reconstitution  is  self-evident^  and  it  is 
singular  that  the  necessity  for  reconstituting  the  integrity  of  a 
lacerated  cervix  did  not  soimer  force  itself  upon  the  surgeon.  The 
operation  iia  devised  and  praetise<l  by  Dr.  Emmet  is  as  simple,  as 
safe,  and  as  certain  in  its  residts  as  is  the  operation  for  a  simple  ca.se 
of  vesiej> vaginal  fistula.  The  same  principles  underlie  each.  The 
same  free  denudation  of  tissue,  the  sjune  method  of  suture,  tlie  same 
after-treatment,  and  the  same  security  from  danger  belong  to  both 
alike. 

"  I  have  perfonneil  the  ojjeration  often  enough  to  sjieak  in  [lositive 
terms  of  its  value.  The  discussion  of  the  subjeet  must,  of  necessity, 
be  one-sided.  There  can  be  no  objection,  no  opposition  to  the  opera- 
tion. We  must  accept  it  as  Dr.  Emmet  has  given  it  to  ns.  We  can- 
not miHiify  the  operation  ;  we  cannot  change  it ;  \vc  cannot  imjirove 

^  it — for  it  is  |x>rfeet ;  |K'rfect  in  its  mctluHt  and  |>erfect  in  its  results. 

I  "  We  owe  to  Dr.  Emmet  a  debt  of  gratitude  f<pr  this  valuable  eon- 

■  tribution  to  uterine  surgery.     Like  all  lU'W  operations,  it  is  likely  to 

■  be  alinsfd  ;  but  the  tinu';  wmII  s*wm  arrive  when  it  will  assume  its  place 
I            in  the  foremost  nink  of  useful  im])rovements.*' 

^^^  After  the  sultjeet  had  been  discussed    by  other   meml^crs  of  the 
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tgii^y,  J.  Marion  Sims  rose  again,  and  .said :  ''  I  am  ^icrsunally  80 
^wyrT'"H  with  the  importance  of  Dr.  Emmet's  paper  in  a  practical 
Millt  ot*  view,  and  so  pleased  with  the  manner  in  wtiieli  ho  has  pre^ 
tMMtfd  il  to  our  consideration,  that  I  beg  leave  to  move  a  lornud  vote 
•f  iJlJiuks   to   Dr,    Emmet    for   his   most  valuable   contribution   to 

Differential  Diagrnosis. 

There  is  a  form  of  erosion  due  to  endometritis,  associated  with  an 
irritating  discharge  from  the  endometrium  or  vagina,  apt  to  iK'cur  in 
ltK>hle  and  Imdly -nourished  subjects,  and  not  very  uncommon  in  vir- 
gins ;  the  condition  is  analogous  to  the  familiar  erosion  and  e.xeoriation 
priMluotHl  by  prolonged  nasjd  disehargi>  on  the  U|i|M^r  lips  of  eliildren. 
Sueh  an  eriision  is  readily  distingnislnHl  from  tliat  ui'  liieeration  by 
ttb.**enei'  M'^  ^version,  by  the  absence  of  markefl  cervical  enlargement, 
liy  the  presi'nee  of  a  normally  slmped  o>.  externum,  and  by  physical 
examination  soon  to  be  described.  The  ti-eatment  is  that  of  the  causa- 
tive endometritis. 

Eveision  nf  the  non-laeenited  cervieiil  mucosa  may  in  rare  cases 
iKXHir.      It  has  even  been  observed  in  infancy/ 

The  disease  most  liable  to  be  mistaken  for  laceration  is  beginning 
i>amH'r  of  the  cervix.  A  eareiul  rea<ling  of  the  description  of  this 
disi'iise  wiU  help  to  show  the  difference  between  the  two  e(>nditions. 
Cancer  blewls  freely  on  slight  abrasion,  is  extremely  friable,  does  not 
ix'udilv  permit  in-rolling  with  tenaeula,  and  rapidly  goes  on  to  ulcera- 
tion.    Ijiiceration  presents  none  of  these  characteristics. 

ProphylaxiB. 

The  prophylaxis  consists  in  the  avoidance  of  all  measures  calcu- 
laltMl  (o  Imsli'iir  niiilaly  the  normal  progress  of  labor — that  is,  tlu*  avoid- 
ance of  meitdlesome  manipulations  by  digital  or  instrumental  intcr- 
Icrcnce.  .\  precipitate  seeon<l  stage  sh<iuld,  if  pmctieable,  be  retardeii. 
The  relative  <lisproportion  between  the  child  and  tlie  cervix  may 
rentier  all  precautions  useless  and  the  tear  inevitable. 


The  Operation  of  Trachelorrhaphy.' 

It  is  not  necessarily  the  extent  of  laceration,  but  nither  the  degree 
of  •♦nt-ntllitig  that  indicatcff  the  necessity  for  repair,  A  relatively 
itlight  bun'ratioT)  may  give  rise  to  extreme  eversion,  and  coiisctniently 
(o  idl  of  the  pathological  changes,  alreatly  describetl,  which  belong  to 
tlie  false  cervix.  Furthermore,  sliglit  laeenition  without  eversion 
mav,  if  nNSiK'iati'd  with  great  cicatricial  formation  or  ey.stic  degi'iiera- 
ti«iii,  give  rise  to  ver>'  distressing  symptnnis.  On  the  other  hand,  ii 
deep  lawration  may  cause  little  or  no  disturbance. 

Immediate  Operation.  Some  obstetricians  urge  immediate  clos- 
ure of  the  torn  cervix  uteri.  This  ojM'rution,  if  successful,  would 
luivcthc  siimo  ,iflvantages  as  immediate  j>erineorrlmphy — that  is,  less 
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danger  of  infection  through  the  exposed  surfaces,  relief  from  long^ 
Cdiitiimwl  dread  of  an  ojMTiitiun,  and  freedtira  fiTim  the  evil  effects  of 
any  pathological  clian^^cs  consctiucut  u{M>n  delay.  There  is,  however, 
great  diiticitlty  in  recotrniKing  the  limit  of  the  fresh  tear  in  tlie  Iof^se 
foltlH  of  the  diviilsed,  .wft,  Hahhy  cervix  and  the  surrounding  ujti>er 
end  of  the  vagina.  The  exact  relation-s  of  the  torn  vag:inal  wall  to 
the  cervix  are  also  dithcult  to  define  ;  for  tlie,se  reasons  accurate  ad- 
justtueut  of  the  torn  suriaees  may  be  diilicnlt.  The  inimtdiate  oj»cr- 
alion,  therefore,  unless  necessitateti  by  profuse  arterial  hemorrhage,  is 
of  questionable  value ;  when  it  is  performed,  the  continuous  catgut 
eutiirc  should  be  used. 

Secondary  Operation.  In  order  to  avoid  out-rolling,  tliickening, 
■cystic  degenenition,  cntlometritis,  metritis,  descent  and  4)ther  patho- 
logic^tl  changes,  early  rc[Kiir  of  the  extensively  torn  cervix  is  desirable. 
The  operatioir  is  nermissibie  as  soon  iis  the  cervix  has  recovered  from 
the  immediate  effects  of  extreme  divulsion,  and  has  regained,  so  far 
as  the  injury  will  jiermit,  its  norniul  form — that  is,  at  the  end  of  two 
or  three  months.  Unfortunately,  in  the  majority  of  Ciises,  the  lesion 
is  not  recognizeil  or  brought  to  the  attention  of  the  gynecologist  until 
the  resultant  pathological  changes  have  seriously  ijujiaiiH-d  the  hcidth 
of  the  |»atient.  It  is  tfie  duty  of  the  accouclieur  to  ntake,  in  the 
second  or  third  week  of  the  puerj>erium,  an  examination  of  the  |K'lvic 
organs  to  determine  the  existence  of  any  pathrthigical  condition  which 
may  demand  additional  attention.  This  is  one  of  the  imperative 
riMinircniciits  of  inodern  s-ciciitific  midwifery. 

Preparatory  Treatment  of  conipliciiting  dis|>lacements  and  ero- 
sions, although  advised  by  many,  is  not  im[X'rativ<'.  The  treatment 
of  a  displacement  may  be  necessary  after  the  operation,  and  may 
properly  be  deferred  to  that  time.  Associated  cnd«nnetritis  should  Jje 
trcateil  by  preliminary  curettage  as  a  prejwtratory  step  in  the  opera- 
tion for  closure  of  the  laix-ration  ;  this  will  roll  in  and  fniiilly  dispose 
of  the  eroded  surfaces.  If  the  erodetl  cervix  be  greatly  thickened 
or  com|)licated  by  extensive  cystic  degeneration,  the  diseasc<l  tissues 
should  he  removed  by  Sehnkler's  method  at  the  time  <if  the  operation. 

It  is  difficult  to  discriminate  between  certain  inflammatory  condi- 
tions in  the  |Kdvts  which  cotitraindicate  and  others  which  iniHcate 
tracOit'lorrhaphy,  The  operation,  if  |K*rfortucil  in  a  case  of  acute 
pelvic  inrtammation  or  of  suppurative  inflammation,  acute  4ir  chronic, 
is  liable  to  Ue  followed  by  general,  possibly  fatal,  pelvic  infection,  and 
is  thewfore  eontraindicated.  The  presence,  in  the  pelvis,  iif  structures 
which  are  thickeneil,  liyjiersensitive,  or  adherent — or,  in  other  words,' 
the  mm-purulent  results  of  a  former  inflammation — ndoes  not  neces- 
sarily contmiu<Hcatc  Emmet's  o}>emtion.  On  tl>e  contrary,  the  im- 
proved uterine  dttiinage  .secured  Ivy  the  preliminary  <lilatation,  the 
I  removal  of  the  products  of  endometritis,  and  of  the  original  source 
of  the  jiclvic  infection  by  thorough  curettage  of  tlie  inflamed  endf)- 
metrinm,  and  the  rolling  in  of  the  irritable  everted  ct-rvical  mucosa, 
may  be  the  most  efiective  treatment  for  such  jK*Ivic  inflammation. 
Piairtnrimf  of  Ci/^ifn,  The  ffdliciilar  retention  cystsi  already  de- 
scribed, if  present,  will,  unles.i  properly  treated,  render  tlie  opera- 
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tion  for  closure  of  the  cervix  not  ouly  useless,  but  injiirious.  If^ 
imleod^  those  diseaswl  gknrls  are  rolled  into  the  eervit:al  canal  by 
tniehelurrljaphy,  they  are  liable  to  eokirge,  multiply,  tiud  i^emaiu  a 
hidden  source  of  irritiUion,  Oftfii  they  are  «)  nuuteroui^  and  nf  ^ueli 
lar^e  size  as  to  lead  to  the  sii.<[>ifioti  of  cnueer.  it'  few  in  uiuiilior 
and  superHeiul,  they  may  he  puiietiired,  or  the  proji-rtin^  ]iart  of  tlie 
cyst-wall  may  he,  eaught  with  a  tenaeuluui  ami  Oiiinned  hy  the  scissors. 
The  remaining  part  of  the  cyst-wall  is  then  destroyed  l>y  nitric  acitl 
or  tlie  galvana-cauterv.  Several  treatments  may  be  required  before 
till?  cervix  is  rea<ly  ft»r  ojn'raliitn.  Extensive  cystic  ilevelopment, 
especially  on  the  thickened  cervix,  extending  up  into  the  cervical  canal, 
requires  exrisi(>u  of  the  (liseased  tissue.  Simple  p)unc'turing  of  the 
cyats  by  the  spear-p*»inted  lance  is  inad<Tpiate  Ix'canse,  nnless  tlic 
secreting  surface  be  destroyed,  the  cyst>i  are  prone  to  refdl.  See 
Schrtkler's  Operation. 

Instruments  for  the  Operation.     The  following  instruments  are 
required, 

Sims'  speeidum  and  depressor. 

Two  uterine  tenaeida, 

Emmet's  uterine  dressiug-foreeps, 

Enirnet^H  sliglitly-curved  and  tuU-curved  scissors. 

Enmiet's  needle-forceps, 

Shitrt  haemostatic  tbrceps. 

Neeilles. 

Four  sjxmge-holders. 

Gauze  or  sea  sponges. 

Catgut  or  silkworm-gut. 

Knbbcr  sheet  or  Kelly's  jwid. 

Hank's  vnl.sclluni  forceps. 

Instruments  for  <li!titatiim  and  curettage. 
Many  (►p<.'nitors  prefer  the  Simon  to  the  Sims  speculum  ;  the  writer 
strongly  prefers  Sims*.  Education  and  habit  will,  however,  fix  the 
choice,  which  should  be  limited  to  these  two  instruments.  The  needle 
with  bayonet  trocar,  or  glover's  point,  is  preferable  to  that  with  the 
round  jvoint ;  the  latter  is  difficult  to  intriMlnce  through  the  indtinited 
tissue  without  breaking.  The  Inll-curved  ucfdle  is  unuiauagealde  ; 
the  force  rerpiircd  for  its  iutnrtluction  is  exerted  in  the  line  of  a 
tangent  U*  the  curve,  and  is  therefore  more  liable  to  break  the  needle 
than  when  exerted  in  the  direct  line  of  the  stmight  neetlle.  It  may 
also  Ite  difficult  to  estimate  the  location  of  the  point  of  a  curved 
needle.  There  are  practical  advantages  in  a  needle  slightly  curve<l 
at  the  [Mtint,  but  otlier\vis<'  straight. 

Disinfection.  Tlir  general  ini-Hsures  to  an  asej>tic  result  have 
been  detailed  in  Chapters  II.  and  V.  Under  anaesthesia  the  p;»lient 
being  on  her  back,  the  vaginal  and  external  gcMiitals  are  thor- 
oughly scrubbed  with  water  and  green  soap.  When  the  soap  has 
been  washed  MY  with  hot,  sterilized  water,  the  disinfection  is  com- 
pleted by  an  additional  washing  with  a  1  to  2<H)0  solution  of  birhlo- 
ride  of  mercury.  A  conjoinetl  examination  is  now  made  in  order  to 
obtain   information   of  any  comlition  which   befoi-e  anaesthesia  may 
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have  iKxrn  overlooked-  This  cximiinatiou,  since  it  occasionally 
reveals  conditions  wliioli  may  iiKMlity  or  niritniiiidiiatc  the  ojwralion, 
is  iiiijiortiint.  11"  no  ctnitniindieatiixi  i'or  tlit  opcratiun  appear.**,  the 
IMitient  is  phiced  in  Sim.s'  position  and  the  cervix  exposed  by  Sims' 
8j)eeuUim.  Tiie  nteru.s  is  luiw  diluted  and  curetted,  washed  ont,  and 
treated  with  an  intra-utt'rin<'  applieation  of  iodine  and  carbolic  acid. 
This  ihsinleets  the  cnilumetnurn  and  <U-fr('ascs  the  risk  uC  infection. 

Preliniinary  Dilatation  and  Curettage  may  he  rei[iiired  only  lor 
the  purpose  of  exploration,  in  order   to  determine   the  presence  or 

FiQUBB  net. 


MatintTof  flenmlntkm  with  uterine  tcnaculnin  and  Emmet's  curved  sclsaon.  One  aide  denuded, 
the  nlhff  |uirtl]'  di'nuded.    Left  latero-proue  i^M>tiitloTi ;  exjKjsure  by  Sims'  speculum. 

absence  of  crmiplicatinpj    endometritis.     If  endometritis   exists,  the 
object  of  dilatation  and  etireita^e  is  to  prevent  infection  of  the  wound 
^  and  failnre  of  iniiou  frttm  contact  of  the  pathological  seci-etions  of  the 

^^^  diseased  eniiometriuni,  to  secure  efficient  <lniinay:e  of  the  endometrium, 
^^B  and  thereby  to  prevent  the  retention,  stagnation,  decomposition,  and 
^^B  absorption  of  its  secretions,  and  to  avoid  leaving  an  infected  endo- 
^^H  luetrium,  wliicli,  after  closure  of  the  cervix,  mijjjht  by  extension  in- 
^^1      volve  the  parametria,  uterine  apjx'ndages,  and  jwritoneum,  in  di 
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or  dangerous  iuflaramation.  For  the^  rcoAons  preliminary  dtlatntioD 
and  curettage  are  dcmamlcd. 

Approximation.  Jiefore  j>roccc^Jing  to  tlie  rlosing  of  the  cervix,  a 
<'areful  study  is  made  of  (he  direciimi  or  tlirrctiftus  and  extent  of  the 
injury,  liy  trial  ap]>roxini;itioiis  of  tho  torn  fra^inentj^  in  various  wavs 
by  means  of  a  tenaculum  in  each  liand.  If  it  l»e  a  simple  bilateral 
hic^iiition,  the  operation  is  as  follows  : 

Denudation.  With  the  tenaeulum  and  curved  scissors  the  surfaces 
to  be  united  are  denuded.     Figure  :^(}1  shows  the  manner  of  deuuda* 


■:^'^5^«%.,. 


Shown  the  Hurfiice  denuded  and  two  sutures  in  place,  bat  not  tied.    Left  Ifttero-prone  potiHon ; 
ex[K)Sure  by  Sims'  ajicculum. 


tion.  Inasraueh  as  one  of  the  important  fiinetions  of  the  uterus  is 
drainage,  it  is  essential  to  leave  a  wide  and  frt«^  outlet  at  tfie  externnl 
OS,  To  this  end  that  portion  of  the  uiidenu<leii  mncosii  wl>ich  is  to 
line  the  restored  external  os  is  let't  wide,  so  that  when  united  the 
normal  trumjiet-shape  of  the  lower  sefj^nient  of  the  eervieal  canal  will 
he  preserved.  iSufficient  ntlowanee  niu.st  also  be  made  in  the  denuda- 
tion for  involution  tliat  will  lake  place  after  the  operation.  This 
is  essential,  for  immediately  after  the  operation  the  diameter  of  tlie 
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restored  external  os  should  be  lai^er  than  normal,  so  that  the  involu- 
tion that  follows  the  operation  will  ultimately  reduce  it  to  the  uor- 
mal  calibre.  Figure  364  sln)W:«  tlie  properly  curve<I  lines  between  the 
denuded  and  uudenuded  surfaeet*.  Extreme  stenosis  at  the  external 
OS,  sometimes  amounting  to  complete  atresia,  is  a  po>^sible  result  of 
inattention  to  tin's  important  detail. 

The  evil  conset]ueuces  of  stenosis  and  ubst ruction  to  the  uterine 
secretioua  and  menstrual  fluid  will  be  apparent  from  tlie  following:  1. 
Recurrent  distention  of  the  uterus  fnnn  accumulation  of  the  secre- 
tions, wliieli  may  even  distend  the  Fallopian  tubes,  is  almost  certain 
to  occur.  2.  Consequent  metritis  and  infection  of  the  uterine  ap- 
pendages may  give  rise  to  immediate  disastrous  results  or  may  remain 
a  source  of  ehrouie  irritation  and  bring  about  a  state  of  |>tM'sistent 
invalidism.  3.  The  rapid  and  complete  relief  which  often  follows  the 
reopening  of  a  contracted  cervical  canal  and  os  extenunn  proves  that 
the  integrity  of  the  uterine  canal  as  a  natural  drainage  tube  is  essen- 
tial to  health. 

Removal  of  the  Cicatricial  Plug.  The  deniulation  should  always 
include  the  removal  of  the  plug  of  cicatricial  tissue  from  the  angle  of 
the  lacemtiou.  This  important  step  in 
the  operation,  if  disregarded,  may  prevent 
the  easy  approximation  of  the  denuded 
surfaces,  cause  the  sutures  to  cut  out 
from  undue  tension,  and  result  in  a 
failure  of  union  or  in  impiTfect  union. 
Failure  of  union,  however,  under  such 
conditions  wouhl  be  a  fortunate  compro- 
mise for  the  patient,  since  the  cicatrix  is 
much  less  injurious  with  the  laceration 
open  than  closed.  When,  unfortunately, 
union  has  taken  place,  the  consequent 
train  of  nervous  symptoms  may  necessi- 
tate reojieuing  *)f  the  wound  and  re- 
moval of  the  cicatricial  plug. 

Hemorrhage.  The  usual  sliglit  blewl- 
ing  is  readily  coutrolle<l  by  sponge  press- 
ure. Arterial  hemorrhage,  if  not  con- 
trolled by  forei pressure  or  toi-sion,  may 
require  a  fine  catgut  ligature.  In  s<mio 
cases  the  bleeding  must  be  checked  by  the  application  of  one  or  two 
deep  sutures. 

The  Sutures  may  be  of  silver  wire,  catgut,  or  silkworm-gut.  Sil- 
ver wire  is  objectionable  becjiuse  it  is  unwieldy ;  moreover,  asepsis 
has  rendered  it  unuecessiiry.     Silkworm-gut  remains  aseptic  longer, 

tand  is  therefore  sujierior  to  catgut.  If  the  prriueum  is  chtsed  at  the 
same  time,  the  dilficulty  in  the  removal  of  ttie  sutun?s  may  justifv 
the  use  of  absorbable  catgut,  wliieh  d<x»s  not  have  to  be  removed. 
Catgut  may  also  lie  used  in  the  repair  of  all  small  lacerations,  espe- 
cially where  the  surfaces  readily  fall  together  and  remain  in  apjwsitioii 


C.  Exaggerated  view  of  the  cica- 
tricliil  plug.  The  fl'itlfd  itno*  show 
lint^Nnf  incision  fur  lis  rvmoval.  Vt-ry 
few  cases  would  require  such  exteD> 
«lve  excision.' 


*  After  Emmet,    Principles  and  Practice  of  G]mecolog7. 


ti.      As  ordinarily  |»rt!|Hireti,  it  is  absori>ecl  too  soon. 
Lj  or  chromicizcid  catgut  resists  absorption  long  enough 


A  line  poniH5<rUn(r  Y,  X,  and  JTwonM  fepfwent  angle  of  lic^imtlon;  J,  sect  Jon  of  uterine  cuniU 
at  angk  of  Iflceratioii.    Throe  of  the  suturt:a  l»  place.     Diai^mmmatic. 

to  insure  solid  union.  In  order  that  the  sutures  may  not  convey 
jjQBeible  infection  to  the  wound,  they  should  in  all  plastic  surgery,  so 
rikr  as  possible,  be  pasaed  under  and  not  through  the  denuded  Burface^. 

Ptovfii  ae&. 


J 


Sutures  In  place  on  one  side  ready  to  tie.    Dlagrammatlo. 

This  principle  is  illustrated  by  the  dotted  lines  in  Figure  364 ;  the 
surfaces  between  the  lines  A  B  and  CD  is  left  undenuded,  to  form 


PUERPERAL  LACERATION  OF  THE  CERVIX   UTERL 

that  mrt  of  tho  cervical  ciuial  wliicit  is  to  be  restorccL  IVo  sutures, 
86  inuicateil,  have  been  pji>5sed  on  one  side,  and  one  on  the  opposite 
side.  When  all  the  sutures  liave  been  tied  they  will  bring  the  surface 
yl  FA'ZC  in  CI  intact  with  the  >urtacr  BYXZD  in  such  a  manner 
that  point -1  will  coincide  wit li  point  />,  and  point  f'with  point  Z>. 
Tile  lines  ^4  Cand  ///>  will  then  bound  the  reistorcd  external  os. 

Fiirnre  365  shows  the  same  laceration  from  another  point  of  view. 
The  satui"e8on  one  side  are  represented  as  all  havinjr  been  introduced 
before  any  are  tied.  This  was  the  plan  fornu'rly  piirsned  when  the 
silver  suture  was  used.  It  is  better  tit  tie  the  silkworm-gut  ur  catgut 
sutures  as  they  are  introdiicetl. 

I'i^ure  3ti6  shrnvs  the  sutures  tied,  the  everted  mucosa  rollc<i  in, 
and  the  operation  complete. 

FiorRE  966. 


BTiowlng  the  rolling-lD  efTiact  of  the  operation.    Sutures  Ue<1.    niagmmmaUr. 


A  study  of  Figures  365  and  ti66  will  disclose  an  interesting  fact  in 

the  mechanics  of  laceration  and  trachclnrrhaphy.      If  in  the  snbinvo- 

luted  ntcrus  i'epreseiite<l  by  Figure  3{>;ji  the  distance  from  the  angle  of 

lacemtiou,  X,  to  the  fundus  is,  say,  three  inciies,  an<l  the  distance  from 

the  angle  (A'  laceration  to  tlie  margin  of  the  torn   lip  is  one  inch,  it 

would  appear  reasonable*  to  assume  that  the  uterine  canal,  Avhen  fully 

restored,  would  measure  four  inches.     Ai-cu rate  measurements  of  the 

uterine  canal,  however,  before  and  after  ope  ration  almost  always  show 

a  decrease,  not  an  increase,  in  its  leugtli.     In  a  uterus  of  i^ueh  dimen- 

_  sions,  the  canal,  after  operation,  wctuld  usually  measurti  not  four,  but 

I  about  two  and  three-quarters  inches.    The  explanatiou  of  this  decrease 

I  is  us  follows  : 

I  As  shown  in  the  nathology,  the  intra-uterine  mucosa  rolls  out,  and 

■  the  lowest  [wtrtinn  oi  the  uterine  canal  becomes  the  external  os  of  the 

^^^     lacerated    cervix,   point    X,  Figure  365.     In  tying  the  first    suture 
^^H    points  1   and   1   are  not  only  brtiught  together  to  form  one  and  the 
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same  point,  but  all  mucosa  above  this  suture  is  at  the  same  time  rolled 
into  the  uterine  canul,  so  tliat  [Xjint  X  moveti  up  arul  point  1  takes  its 
place.  Ou  thf  suneessive  tying  of  the  oilier  sutures,  2,  3,  4,  aud  o, 
the  same  mechanical  re.snit  i?  observed,  so  that  finally  niiture  5,  when 
tied,  occupies  the  place  formerly  ficeupied  by  X.  All  the  mnco8a 
between  1  and  5  on  one  side,  anil  1  ami  Tj  on  the  other,  is  now  rolled 
into  the  uterine  canal   above  the  original  level  of  point   X.      This 


^,1' 


'"f^ 


^ 
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Left  tatenyprone  pneftlon  ;  ezpo«arc  hy  9lmB'  Bpeculam.  Th<^  sutures  tier]  and  the  cervix 
unlted,aB  aeen  looklnt;  tlirouRTi  the  Bp+^cuhim  into  the  TaKlna..  Notice  the  lines  of  uiilrm  nm- 
Viaa  irom  the  on  over  the  eervix  acnkss  the  utero-vagjnftl  iittaehmetit  Into  the  reQec'tod  vai^tuil 
wall.    In  thia  caac,  aa  in  mil  others,  a  great  p«rt  of  the  tear  la  In  tbe  vaginal  walla. 


mechanical  result  alone  abundantly  justifies  the  operation ;  it  also 
verifies  the  propoisitions  laid  down  in  the  precediDg  paragraphs  on  the 
mechanical  results  of  the  lesion. 

The  reasons  fi>r  so  preat  a  decrease  in  the  length  of  tlu  uterine 
canal  mav  not  be  wholly  apparent  from  the  foreirtjin^.  Tlie  following 
reasons,  in  addition  to  the  rMllin^-in  of  the  everted  ti.«suc,  are  there- 
fore submittetl  :  Loss  of  blocnl  arid  tis.'iue  in  denuding  ;  evacuation  or 


removal  of  rt>ttMiti(in  cysts  ;  coutnictioii  of  nmscnilar  fibre  due  to  the 
stimulus  of  the  operation  ;  and,  above  idl,  rebef  frotn  congestion,  which 
uaturally  foiknv.s  re.storatioii  of  everted  inlra-uteriiie  striietures  to 
their  normal  position  inside  of  the  uterus.  The  out-rolled  struct- 
ures were,  so  to  speak,  in  a  state  of  erection. 

Operation  for  Atypical  Lacerations.  The  closure  of  a  uni- 
lateral, anterior  or  posterinr  laceration  follows  the  rnlcs  already  down 
for  simple  bilateral  injuries.  Stellate  lacerations  may  in  some  eases 
be  treatetl  l>y  closure  of  each  individual  tear;  or,  if  two  are  very  near 
together,  they  may  be  changed  into  one  by  the  removal  of  the  inter- 
vening tissue.  There  may  be  one  or  two  major  and  several  minor 
rentes ;  in  such  a  ease  the  surgeon  may  sometimes  disregard  the  small 
fissureSj  and  by  rtilling  in  the  everted  cervix,  as  indicated  by  the 
deeper  tears,  liud  that  the  smaller  ones  disapfiear  within  the  canal, 
and  may  therefore  be  ignoretl  in  the  operation.  It  is  irnjutssible  to 
anticipate  every  variation  in  the  direction  and  etfeet  of  the  injury. 
Each  atypical  case  must  be  treated  according  to  its  si>eeial  reipiire- 
ments. 

Beseotion  of  the  Cervix.  In  a  large  prt>portion  of  euses  of 
laceration  of  the  cervix  the  lesion  is  unrecognized,  neglected,  or  un- 
skilfully treated,  so  that  extensive  pathologiwd  changes  CMjcur.  These 
changes  may  either  prevent  or  coutraindieate  the  rolling  in  of  the 
diseased  tissues ;  or,  if  the  cervix  has  been  improperly  closed,  may 
require  it  to  be  reopened.     They  arc  : 

1.  Great  thickening  and  indin*jitton  of  the  lacerated  lips,  which,  if 
possible  to  roll  into  the  uterine  canal  at  all,  would  (Minse  traction  ujwn 
the  sutures,  and  result  in  their  cutting  out;  or,  \i'  union  should  occur, 
the  induration  and  thickening  might  persist  and  give  increased  trouble. 

2.  Extensive  cystic  degeneration  of  the  Nabothian  follicles.  The 
evil  results  of  rolling  these  cysts  into  the  cervietd  canal  have  already 
been  mentioned. 

3.  P^ndwervieitis,  with  deep  involvement  of  the  cervical  glanda, 
and  a  conwquent  profuse  discharge  of  a  ropy,  tenacious,  gelatinous 
secretion.  The  only  satisfactory  treatment  of  this  condition  is  excision 
of  the  disease<l  structures.  Their  tlestruction  by  the  actual  cautery 
or  sharp  curette  is  apt  to  be  followed  by  contraction  and  stenosis  of 
the  cervix. 

4.  Stenosis  in  the  lower  portion  of  the  cervical  canal  and  os  ex- 
ternum. This  coudition  may  be  due  to  too  tight  closure  of  the  cervix 
or  to  cicatricial  contraction  from  curettage,  cauterization,  or  other 
causes. 

Under  the  conditions  named  above,  the  diseased  tissue  should  be 
removed  by  res4?ction  of  the  cervix — Seh roller's  operation.'  The 
technique  of  the  operation  is  as  follows :  The  diseased  tissue  is 
removed  by  incisions  as  indicated  in  Figure  368 ;  the  vaginal 
margins  of  the  wound  are  then  stitched,  both  anterif}rly  and  poste- 
riorly, with  fine  chromicized  or  formaldehyde  catgut,  to  the  margins 
of  the  intracervical  mucous  nierabnuie.     By  this  means  the  anterior 


'  Kinm«-t  hftd  r«ir  many  yearn  lH!fiire  Ihe  fiiilillrMllDn  <>{  H<lir<Hlcr's  opei 
operation  iu  [trlnclplu  like  Schroder's,  but  difl'oring  iu  tecLiilque. 
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fihowB  a  thickened  diseased  cervix  requiring;  resection.  The  dotted  lines  Indicate  the  direc- 
tions of  the  Incisions 

and  posterior  lips  of  the  cervix  are  folded  upon  themselves.  The 
first  stage  of  the  operation  is  now  complete,  and  the  condition 
becomes   that  of   an   uncomplicated   bilateral   laceration.     The   re- 

FIQ0BK  369. 


Shows  thf  diseased  tissues  c-xriscrl  and  snturos  in  plnot',  bnt  not  yet  tied,  to  unite  the  vagina 
niari-'in  to  tlu-  cx-rvical  margin  of  tlie  wound. 

niaiiKlcr  of   the  o]>oration  is  tlx'   same  as  that  of  trachelorrhaphy, 
already  described. 

Before  proceeding  to  the  excision  of  the  diseased  structures,  it  is 


UTERI. 


oflten  necessary  to  8uppk'rufiit.  ScIirrKler.s  operation  by  deep  lateral 
incisions  with  the  soissorfi.  By  tliis  mt-'ans  tlu?  anterior  and  posterior 
lips  may  be  widely  se|xxrated  far  up  into  the  uterine  eanal,  and  the 
diseased  structures  thoroughly  ins|>ected  and  efficiently  removed. 
The  diseased  tissue  is  best  removed  by  seizing  it  in  small  vulseltum 
forceps  and  cutting  it  out  with  two  or  three  strokes  ot*  the  scissors. 

PicnitE  870. 


Anterior  and  pcwterinr  vagiiml  luHrR-lns,  eaclii,turn<*i1  into  rervical  canal  anri  unlt«?d  by 
Tiipana  nf  fine  r'Htffiit  miluns  t<i  tlu'  iTitmriTvical  murKlns  of  the  wound.  Lateral  «^urfitoes 
rft-nuded  uml  siutureH  pluced  lia  in  itnlinarj-  trHchvlfiirhaphy,  liui  not  yut  tied. 

Tlie  frerpient  closure  of  the  lacerated  cervix  without  the  removal  of 
these  diseasetl  structures  accounts  for  numerous  failures  and  dis- 
appointments in  the  operation. 

KnifRE  371. 


AU  KUtiin»  tied:  operation  completv.    The  whlio  dutn  in  the  og  reproient  the  protnidlng^ 

intmcervlcal  suturca. 

The  brief  rept>rt  of  a  single  case  '  will  serve  tt»  illustrate  the  inipor- 
tantv  of  roseetion.    Tr!»cheliirrha|jhy  had  been  ]>erformcd  ten  years  pre- 
viously.   From  the  time  of  thut  o])enitio(i  the  jxitient  had  suHered  tVom 
%  pronoiitierd  catalepsy,  with  iVrriuent  paroxysms.  Exaniitiati(tn  showed 

^^^    an  enormously  thickened  cervix  with  a  [>rnhole  os.    Both  ovaries  were 
^^B   slightly  enlarged  and  adherent.     In  order  to  ascertain  the  condition 

^^^B    Amcr 


1  Huillvy.    Thp  AbUHe  nf  Emmot'a  Ottornti.m  ff>r  Laoeratioo  of  tbe  Cervlt    Journal  of  the 
Amerlcttn  Medical  A«socl»tion,  Septcmtj 
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of  the  interior  of*  the  cervix,  very  deup  bilateral  iiicisioos  were  made  :1 
the  anterior  iiiul  jMistcrior  lips  were  ??epiiriited  moiv  widely  than  would 
be  u^iinl  in    uti  fxteii:^5ve  laceration  oi"   the  eervix.     iltieb    peiit-iip 
seeretiiMi  whieli   L'>ca|>ed  ^howeti  that   the  tij^ht  elosure  i>f  the  os   ex- 
termim  had  efjuviTted  the  wlictlf  endoei»!triiim  into  a  retention  cyst. 
Numerous  cy«tK  ot*  the  Nabothian  tbllicK-s,  sujuTfieia!  aud  dci'p,  larffcj 
and  Kmall,  apiware*!   in  tlie  intracervica!  niueosa  aud  submueosa.      In' 
the  excision  of  these  cysts  the  eervieal  mucosa  and  i*nhuuu(KSii  were  I 
reniovfxl  almost  to  the  internal  os  ;  the  vaginal  and  iutraeerviral  mar- 
gins of  the  wound  were  united  with  catgut  sutures,  as  shown  in  Fijrure 
y.'lH.     What  remained  t>f  tlie  lateral   incisions  was  tlien  <'losc<l   with 
interrupted  silkw<U'm-gut   sutures.     The  openitinn,  except   the    very 
deep  lateral  ineisiiuis,  was  pnxctic:iHy  that  of  Sehrrxler.  Since  recovery 
from  the  operation  the  jKitient,  though  naturiilly  ucurotie,  has  reported 
herself  free  from  cataleptiiorin  seizures. 

The  After-treatment  consists  of  rest  in  hod  for  about  ten  davs,  a 
vaginal  douche  of  hot  sterilized  water  twice  eluily,  and  the  removal  of 
the  sutures  through  Sims'  or  Simon's  s|H'enlnni  in  ab<n)t  two  weeks. 
If  the  jierineum  and  eervix  are  closed  at  the  same  tiiue,  tlie  pressure 
of  the  sfieculum  during  the  removal  of  tlie  cervical  sutures  dws  not, 
with  careful  uiiinipulalion,  endanger  the  fresjdy-untted  perineum,  pro- 
vided the  iwriueal  sutures  are  still  in  place  ;  if  they  liave  been  re- 
moved, it  is  necessary  to  delay  removal  of  the  cervical  sutures  until 
the  perineal  union  is  sfdid — that  is,  for  an  atklitional  two  or  tliree 
weeks.  It  is  better,  however,  in  the  double  operation,  as  already 
stated,  to  use  in  the  eervix  the  absorbable  catgut  sutures,  which  do 
not  have  to  be  removed  at  all. 

Results.  Trachelorrhaphy  in  suitable  eases^  properly  performed 
with  due  reganl  to  asepsis,  is  one  of  the  most  satisiactory  operatiouft 
in  gynecology.  Union  by  first  intenti*m  is  the  almost  invariable  rule. 
The  relief  from  symptoms  is  often  very  grt^at. 

Disappointment  in  the  operation  may  result  from  neglect  to  treat 
the  complicating  endometritis  ;  from  the  nilling  in  of  hojxdessly  dis- 
eaiseil  structures,  which  ought  to  have  been  excisetl  ;  from  disregjirtl- 
ing  such  contraindications  as  ]>elvic  suppuration  ;  from  closing  the 
OS  externtmi  so  tightly  as  to  obstruct  the  natural  outflow  of  uterine 
secretions;  from  the  unwise  selection  of  cases;  and,  above  all,  from 
faidty  technique  in  the  operation  itself. 


CHAPTER    XLIIL 

OENITAL  FISTULiE. 

Priority  in  the  Operation  for  Genital  PistulaB. 

IjNTir.  forty  years  ajijo,  when  the  o|»criition  for  the  closure  of 
vaginal  fistultf;  was  developed  and,  in  [jraetical  form,  given  to  the 
world  by  the  late  J,  Marion  Sims,  these  most  di-stressing  injuries  had 
been  incuraljle.  The  invention  of  Simi>^  speculum,  which  made  the 
operation  posfiible,  has  a  signiticaneo,  however,  more  far-reaehing  than 
the  mere  recognition  (*f  a  valiial>le  opei'ation,  for  it  marks  an  epoch 
in  the  history  of  gynecology.  Ttie  operation  furnislieil  tlie  initiative 
for  die  peritKl  of  great  practical  activity  which  followctl.  It  will  in 
no  respect  detract  from  the  credit  which  justly  belongs  to  the  great 
pioneer  if  we  admit  the  fact  that  the  honor  of  |>erfeetlug  and  per- 
petuating the  mcth{Hls  U]X)n  which  \m  operation  was  based,  and  uptni 
which  modern  gynecology  has  made  its  greatest  development,  must 
be  di\ided  between  J.  Marion  Sims  and  Thomas  Addis  Emmet. 

VarietieB  of  Genital  Pistulse. 

A  fistulous  opening  may  connect  the  interior  of  tlie  uterus  or 
vagina  with  some  part  of  the  urinary  or  intestinal  tnict.  Accordingly, 
the  varieties  of  genital  fistiilfe  are  urinary  fistuhe  and  fecal  tistulsB. 

FHiiRE  3Y2. 


L  Vedco-uteriiip  nstula.    2.  Vc-dco-ut^ym-vftifitnil  flirttila.    3.  Vesico-Yaginul  fistula.    4.  FrcUiro- 
THKinalfistulii.    5.  Recto-Tttginiil  fistula..    <J.  Pcrineo-»nal  tistala.    7,  An&l  nutula, 

Figure  372  shows  the  more  common  varieties  of  genital  fistulie. 
They  are  :     Vesico-vagimd  fistula.  Urcthro-vaginal  fistula. 

Yesico-utcrine  fistula.  Recto-vaginal  fistula. 

Vesico-utero-vaginal  fistula. 
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The  following  other  forms  are  of  rare  occurrence  :  The  ureter  maj 
Cftmiiiuniwite  directly  with  the  vngiua,  iiKikiiig  a  nrrUro-vaginal  fistultt, 
The  luvter  may  open  inl<v  ilie  margiu  rjf  a  vesico- vaginal  Hstulu,  mak-J 
ing  a  uretent-vejiieo-vagiiia!  listulu.     Various  othrr  rare  f(>rm>*,  such 
as  uretem-utorinc  ii^tuhi,  shouhl  be  classed  as  surgiciil  curiosities. 

The  ciiuses  of  genital  fistiilte  are  tlie-ie : 

Impaction  of  the   presenting   part  during  labor  and  consequent 
pressure  necmsis. 

Direct  trauniatij^m. 

Congenital  Ciinses — that  is,  defective  development. 

Ulcerative  and  otIuT  destructive  processes  from  syphilis,  canocr^l 
and  inflammation.     Burrowing  %ii'  pus  from  an  abscess. 

VESICO-VAQINAL   FISTULA. 

The  definition  of  the  lesion  is  a[>parent  from  the  name — that  is,  a 
fistulous  opening  between  the  blmlder  and  vagina. 

Etioloiry. 

In  the  vast  mnji>rity  of  ca:*ies  the  lesion  results  from  imj»action  of 
the  presenting  }>!irt  during  labor  and  conscfpictit  pressure  necrosis  in 
the  vesict»-vaginal  wall.  Conipletitm  ui'  the  necrotic  proeess  and 
separation  of  the  sUiiigli  retpiirc  frmn  five  (o  twelve  ilays;  hence,  in 
j&stula  from  this  fansu,  the  esst'ittial  symptom,  esi-apc  uf  urine  through 
the  vagina^  does  not  occur  until  sevenil  djiys  after  lal)or. 

A  fistulous  opening  is  .sometimes  purposely  made  by  a  surgical 
operation  for  the  treatment  of  cystitis  or  for  the  removal  of  stone  in 
thf  bladder,  or  it  may  be  the  result  of  ntritlfntiil  traumatism.  The 
escape  of  urine  will  then  be  immediate.  Congenital  fistula  is  rare, 
and  is  characterized  by  the  involuntary  escape  of  urine  from  \\\v  time  of 
hirtli.  The  ulcer.itive  prm-esses  of  syjiliilis,  emu^r,  and  inflamtnntion 
are  mn*'h  more  frcipierrtly  the  cause  of  ftn-al  than  ol"  urinary  fistula. 

Symptoms  and  Course. 

The  constant  symplom,  aln^ady  nu-ntioned,  is  the  escape  of  urine 
fnnn  the  hladih-r*  tliiHuigh  the  vagina.  The  fistula  may  vary  from 
the  size  of  a  pin|)oint  to  that  of  the  entire  vesico-vaginal  wall.  When 
thr  ojK'ning  is  of  apprecijihh*  size  or  large,  tin-  flow  of  lu'ine  is  usually 
eonlirmous.  In  very  snudl  fistidje  the  escape  of  urine  tuay  Ik-  intermit- 
tent. Tlu»  intermission  is  apt  to  oci'iir  when  the  woman  is  lying  down. 
In  raiv  eases  of  small  fistula  a  valve-like  formation  niny  shut  oR'  the 
flow  of  urine  except  wlien  the  wttman  assumes  certain  |Mjsitions 
favorable  to  its   escaiw. 

A  Cause  of  Cystitis.  In  the  majority  of  cases  there  is  more  or 
less  residual  urine  in  the  bladder.  This  is  agoml  culture-iuHlium  for 
the  bacteria  which  now  (ind  ready  access  from  the  vagina  ;  hence 
cystitis  ia  a  usual  complication.  From  this  cause  the  urine  Ix'cttmea 
alkaline,  ammoniacal,  and  excessively  irriUiting.  The  vagina,  ex- 
tiTual  genitals,  thighs,  and  buttocks,  over  which  it  fiows,  bfrome  ex- 
coriated, anlenuitous,  and  uk-iTati'd.  A  grilly,  otfensive  phtjsphatic 
deposit  may  form  an<l  ileeply  incrust  not  only  these  surfaei-s,  but  also 
the  raw  margins  of  tlie  fistula  ami  the  btaddei'  nuicous  membrane. 
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This  deposit  is  s|>eeially  apt  to  acciinjulate  and  form  ineriistatious  on 
iilovrated  Jind  ntlH'rwise  (l-xjkj.<(x1  .surfaoe.s.  It  may  fill  the  vugitiu  and 
even  extend  *iv*t  thr;  iilreratiMl  labia.  The  inside  of  the  bladder, 
perchance  deeply  uleemted,  gruniilating:,  incmsted,  bleeding,  and  ex- 
cessively painful,  may,  if  the  fi.stala  he  large,  Ijeeome  inverted 
and  protrude  in  a  Kemi-strangulatcd  trondition  between  the  labia 
majora.'  The  patient,  within  a  few  weeks  after  labor,  will  tlieii, 
unless  great  e-are  is  exercised,  beounic  an  i»bject  of  loathing  and  pity. 

Diagrnosis  and  Progrnosis. 

The  opening,  If  siiffieiently  large,  may  he  felt  by  the  finger  in  the 
vagina.  The  K^tida,  having  been  thus  hieated,  the  finger  may  be 
used  a,s  a  guiile  for  the  passage  of  a  sound  through  the  urethra  into 
the  bladder,  and  thence  llirougli  the  fiKtuhuii?  opening  into  the  vagina. 

When  tlie  H.^tala  is  very  uniali  it  is  s^otnelinie.H  diffieult  or  impos- 
sible to  see  it  even  after  carefiii  eeareh  through  the  sj>eenlnni.  In 
such  a  case,  the  specidtmi  being  in  place,  the  blailder  should  he  in- 
jected through  the  urethra  with  sterilized  colored  water.  The  point 
at  which  this  fluid  escai>es  into  the  vagina  will  locate  the  fistula. 

Prognosis. 

The  prognosis  depends  upon  tlie  extent  of  the  iujnrv,  the  amonnt 
of  cicatricial  tissue,  aiul  the  ditlieulty  of  approximating  the  margins 
of  the  tistuhi.  In  exeeptional  cases  of  small  ojjening,  in  which  the 
margins  lie  in  easy  and  close  apposition,  they  may,  if  kept  clean,  soon 
unite  without  operative  interfereuce.  The  vast  majority  of  fistuhe, 
however,  unless  united  by  suture,  are  permanent. 

Prophylactic  Treatment, 

The  statistics  of  Km  met,  covering  a  long  series  of  cases  of  ve>ico- 
vaginal  fistula,'^  show  that  the  avenige  tluration  of  lid>or  from  the  time 
of  rupture  of  the  membranes  to  the  birth  of  the  child  was  between  two 
and  three  days.  Statistics  further  prove  that  impaction  and  conse- 
quent continneil  pressure  of  the  presenting  part  upon  the  vesico-vaginal 
septum,  even  fur  a  few  hours,  arc  very  liable  to  result  in  cutting  off  the 
circulation  and  consequent  death  and  sloughing  of  the  compressed 
tissue.  If,  therefore,  in  any  case  impaction  becomes  apparent  by  tlie 
failure  of  the  presenting  |uirt  tr>  advance  tiuring  the  pains  and  to  re- 
cede in  the  interval  between  the  pains,  delivery  should  lie  hastened 
and  terminated  without  unnecessiiry  delay.  The  possible  danger  of  a 
forceps  operation  in  such  a  case,  even  by  the  inexperienced  hand, 
when  compared  with  the  danger  of  fistula,  wouhl  be  insiguifieaut. 

Emmt  t's  reeonls  show  that  in  nearly  all  of  his  cases  parturition  had 
taken  [daee  either  without  attendiiiu'e  or  under  the  care  of  iguorunt 
midwives.  In  some  eases  labor  had  finally  terminated  by  the  unaided 
efforts  of  nature,  and  in  (tthers  Ijy  the  m^o  of  the  force[>s.  In  the 
latter  class  of  eases  delivery  is  usually  aeeomplished  by  a  ctmsultant, 
who  is  not  called  until  after  prolonged,  continuous  pivssure  has  de- 
stroyed the  vitality  of  at  lesist  a  pari  of  the  vaginal  wall.     Sometimp- 

>  Emmet.    Principles  ami  rncUcc  of  Gynecology.  » Iblf* 


TRAUMATISMS, 


tho  ti>tula  is  wr«»nely  attributtHl  tu  tlio  for<*eps  or  other  instriiment>. 
iustt'^iii  ot*  xiw  rt^l  oaiL-n' — proloti^Ml  piw.sure — a  «ms<*  wlik-li  fuirlier 
ini«'rtVn»noc  would  have  prtveiitetl.  As  Thomas  wisely  rtjuiarks, 
the  truth  on  this  point  shouhl  Im-  tlf:«rly  set  flirth,  "  for  unless  it  be 
jm»  Mil  im>»ni|H^tent  jx^rson  may  >hii"lrl  htinstlf  \vnm  nn'ritcdbluiuf  bv 
aUHtiujftvnsurt'  u|K>n  a  oonijultriiij;  |>hy.si«:"ian,  )>v  \vhnsi<  t'tf(>rt,«i  tlio  lives 
ol*  Uiih  uuKhcr  and  child  may  hav<'  been  .siived  ;  or  a  :^kilful  o])crator 
mnv  ^uflTor  unjustly  in  a  suit  for  nialpraetice/' ' 

ICmiuot's  st;it«.stios  sliow  that  it)  a  lar^e  pnnwHtion  of  cases  the 
bUildcr  was  not  emptied  during  the  progress  of  labor.  This  no|»lect 
>ls*imKl  cause  lan^rc  aceutjniiation  of  retained  urine  and  jyrreat  cli.-«ten- 
lion  "^f  the  bladder.  'Hie  result  would  be  jwimlysis  of  the  bladder 
and  cystitis  Mmxttver,  the  inipaetion  would  be  iuereused  bv*  the 
|iirvt<«uit'  excrtetl  on  the  bladtJer  si<le  of  the  vesico-vaginal  septum, 
mul  this  prt^ssure  would  l»e  an  a<Iditional  t^usc  of  necrosis.  Cathe- 
k>rijttiti(MU  theivfore,  as  a  prophylactic  measure  is  an  urgent  neeessitv. 

\l>er  tlelivery  in  a  «sise  of  continuous  and  prolctuged  inipaetion, 
antiseptic  measuifs   are   indicated    to   prevent   or   limit    the 
wx\  mrrosis.     They  are: 

I,  A  vajjinal  douche  of  J  jkt  cent,  lysol,  or  some  other  appro- 
priate Hutiseptic,  every  eight  hours. 

%  Daily  washing  out  of  the  bladder  with  a  saturattnl  solution  »^(^ 
lK>rie  rtcitl. 

II.  Sulliciently  frecpieut  c^itheteriisation  to  prevent  great  accumula- 
tions of  urine  and  consequent  bladder  distention. 

Surgical  Treatment. 

The  suririi-ul  trt^atment  includes  the  preparatory  treatment,  the 
0|M«r!\tioii»  aud   the  after-treatment. 

Pi*opartttory  Treatment.  If  the  parts  are  brought  into  a  condi- 
tion favonibh-  for  uuion,  the  operation  fVir  the  cure  of  vesic<i-vaginul 
tl^tula.  even  with  tuxliuary  skill,  is  oue  of  the  most  silti^factor^'  in  the 
wliolc  fichi  of  sm-gery.  On  the  other  hand,  the  most  skilful  o|jera- 
tion.  with  faulty  preftaration,  is  almost  certain  to  fail. 

Thi*  tuai"gius  of  the  fistula  ca unfit  be  brought  into  a  healthy  condi- 
liou  and  niJtde  lit  for  union  until  the  phosphatie  <leposit»  already  men- 
ti»>uevl,  luH  l»eeu  renioved,  aud  its  further  formation  prevented.  In 
uixler  to  |U"<"\i'Ut  its  fnriMutioii,  the  urine  should  be  rendered  acid; 
Othorwiw  the  ih>|M»sit  will  accuinnlate  on  the  sutures  and  iu  the  lines 
of  union,  antl  cause  the  operation  to  fail.  It  does  not,  however, 
dcNclop  in  acid  urine,  Emmet's  mixture  of  l>enzoic  acid,  two 
drachms  ;  bon\x,  thre.v  ilraehms;  and  eiiinamon  water,  twelve  ounces, 
Uivci*  nnitorudv  goiwl  r«'>ults.  A  table^jHM.nftd,  further  diluted, 
nhoidd  be  talen  four  times  a  day  until  the  urine  becomes  mildly  aeld. 
The  d*we  should  tlicn  be  so  regulated  as  to  maintain  normal  aeidity 
aud  to  avt>id  deranging  the  digestion.  In  order  to  dilute  the  urine  ant! 
n^idcr  it  lej*!«  irntatiiig,  pure  water,  prefersiblv  rain-water  or  distilled 
v\ut»ii\  i*hiudil  Ik*  given  (piitc  freely.  If  the  urine  is  kept  only  slightly 
^^^j^l  '  i(t»d,  the  plio-phaticde[M>4itonce  reiuoviHl  will  nut  return. 

I  i>»v«l  of  the  de|w»sit  is  be--.t  acconjpliiihed  by  meaua  of  a 
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dressing-forceps,  or  it  may  be  brushed  off  with  a  wad  of  cotton  in  the 
grdsp  uf  tlu;  forceps.  Then  apjily  to  tbti  raw  surfaces,  by  means  of 
an  jipplicator  wound  willi  <'ti!titn,  a  solution  of  silver  nitrate,  ten 
grain«j  or  more  to  tlic  minci'.  Sometinu-.s  the  deposit  adheres  very 
firmly,  as  if  it  were  intcrlaceil  witli  the  adjacent  tissue,  so  ttmt  imme- 
diate removal  w«inld  be  too  ditiieidt  or  painful.  Emmet  then  applies 
a  strong;er  solution  or  even  liie  solid  stick  of  silver  nitrate  to  the 
deposit  itself-  Tliis  may  be  re|)eated  every  few  days  until  tlie  de- 
jxjsit  is  detached. 

The  hot  vaginal  douclie  described  in  Chapter  J  V.,  although  no 
longer  considered  a  gynecological  [wnacea,  is  of  the  utmost  %-alue  in 
the  preparatory  treiitment.  It  should  be  freely  given  several  times  a 
day,  and  large  quantities  of  hot  water  should  be  used.  This  part  of 
the  treatment,  as  Emmet  derlares^  is  indispensable.  The  sitz-batli 
also  is  most  useful  anxl  gratefid  to  the  patient.  The  douche  may  be 
given  to  advantag*'  wliile  the  patient  is  in  the  sitz-bath.  This  treat- 
ment, merely  insuring  jK^rfect  cleanliness,  haa  rcsidteJ  in  surae  cases, 
even  of  large  fistula,  in  complete  closure.  They  were  cases,  however, 
in  which  there  had  not  been  great  loss  of  tissue,  and  in  which  the 
edges  of  the  fistula  were  in  appjsition. 

The  excoriated  or  eroiletl  surfaces  about  the  nates  or  thiglis  are  best 
treated  by  frequent  bathing,  followed  by  appjicatious  of  benzoated 
zinc  o-xiJe  ointment.  Napkins  like  menstrual  na[»ktus  should  be 
worn  over  the  vulva  to  absorb  the  urine,  and  slumld  be  frequently 
changed ;  otherwise  the  urine  which  they  hold  will  decompose  and 
become  excessively  irritating  to  the  skin.  Points  of  ulceration  may 
be  touched  with  sftlid  silver  nitrate. 

VifdidSj  if  present,  is  a  clear  contraindication  to  the  immediate 
closure  of  the  fistula.  The  copious  hot-water  vesico-vaginal  douche, 
frequent  and  prolonged,  is  the  best  means  of  treating  this  complication. 
It  is  given  as  an  rjrdinary  vaginal  douche,  except  tliat  the  hot  water, 
instead  of  being  thrown  in  by  the  douche  [wint  through  the  vulva, 
is  intrmlnced  through  the  urethra.  For  this  purpose  a  glass  urethral 
catheter  or  canula  small  enough  to  enter  the  urethra  is  used  in  place 
of  the  vaginal  douche  point.  The  hot  water  is  by  this  means  first 
freely  applied  to  the  bladder,  and  then  through  the  fistula  to  tlie 
vagina  and  vulva.  Cystitis  in  these  csises,  as  already  explained,  ig 
sometimes  tlie  result  of  residual  urine.  It  may  therefore  lie  neces- 
siiry,  esiweially  in  a  very  small  fistula,  tt)  secure  adequate  drainage  of 
the  bladder  by  an  incision  in  the  vesieif-vaginal  wall.  If  the  fistula  is 
situated  in  or  near  the  median  line  of  the  vesico-vaginal  septum,  the 
incision  should  l)e  so  made  as  to  eidarge  it,  otherwise  an  independent 
opening  should  be  made.  See  Treatment  <jf  Cystitis  by  Means  of 
Artifieial  Vesictt-vaginal  Fistula,  in  Ctiapter  XXIV.  Old  inflam- 
mation (tf  the  kidney  ctr  ureter  may  be  present,  and  if  in  an  advanced 
stage  migfit  <'ontraindieate  tlie  oprmtirm  ;  hence  the  tmpnrtanee  of  the 
rule  to  examine  the  urine  in  every  case.  The  urine  may  be  (■(►lltn-tcd 
for  examination  by  keeping  the  woman  on  a  beil|)an  until  a  sutticient 
quantity  has  aceumnlatevl. 

tStonc  in  the  IHaddcr^  free  or  encysted,  may  in  rare  c^ses  have  ante- 
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^m^mA'mmhttm  a  cause  uf  fLstula— that  k,  the  vesico-x-agiual 
\9$mm  ilw^M>M'  may  have  l>een  eoiiiprissed  betwe^iu  the  stone  aod 
ii»4liiiMr^  W<««L  r:?ually,  however,  the  calcuhis  i»  deposited  from 
^  IPlJJlM^  •"»  already  nientinned  aiimii^  the  frequent  results  of 
H^Hl^  TV  MOMiiity  lor  the  removal  mI*  ^ut-h  a  stone  Ijefore  closing 
llM««il«kis«|i|Mrent. 

Pirt^inm  nmii  Manmr  of  Chumr.     Tho  mihiic  iM'iug  normal,  the 
^agiiM   *mJ   Madder  Iteulttiy,   and    the    struoturts    surrounding    thej 
fjsHdn  fit  Tor  uiiioiu  the  next  step  will  be  to  decide  n|>on   tlie   best] 
direction  aixl  manner  of  closure.     It  is  desinible,  if  |)osi<ible,  to  bn'ng-l 
the  pflwls  ti^'lhor  fn.>ni  side  to  KJdc,  so  as  to  niake  a  line  of  union  at* 
nmrh'  3L<  fK^ible  in  the  line  of  the  long  axi^  of  the  vagina.      This 
nretvTveti  tin*  lenirtli  of  the  va^nna.  A  line  of  union  tran.sversely  across 
the  xT^rina  would  shorten  its  anterior  wall,  and  would  draw^  down  the 
uterus  ami  fix  it  in  jiermanent  disphicenient. 
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•luui     Approxirnailon  of  the  mnvlnii  attempted 
U>n  Utero-pron*  poiUlon .  • 

\ tensive  s*]ougliinf2:,  ihe  margins 
from  side  to  siile.  'f  Key  uniy 
I'ands  that  tliey  eann«>t  l>e  ai>- 
'.'  tissue  enough  h-ft  ti»  fill  the 
(  nuxle  and  dirertion  of  elnf^ure, 
'  -iHeuluni,  and  its  margins  at 
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different  points  seize*!  on  opposite  sides  and  drawn  together  with  a 
tenaculum  in  each  hand.  In  this  way  one  may  judge  of  the  annmJit 
of  foree  i*e<iuired  to  approximate  the  edges,  and  of  the  direction  in 
whieh  they  will  come  together  with  the  least  traction. 

li  w  an  nrf/i'tif  rule  never  to  infraduce  jnulnres  tntlem  the  i^ifrfttccs  to 
be  united  can  he  held  in  contact  withotd  Iradion  ;  even  a  I'dtle  iravtion  on 
the  mdiiti'M  will  vaum  them  iniHirhdjh}  to  cut  out  and  the  oprrafion  to  fail. 

If  the  restniining  band.s  are  so  light  and  supertieial  that  niuderdte 
traction  with  tenaenla  suffice-'^  to  jipproximate  the  margins  of  tlie 
fistula,  they  may  bo  dividwi  by  scisaorti  until  the  margins  readily  fall 
together.  The  suriaces  may  then  he  immediately  ilenuded  and  the 
suturea  introdueeiL 

If  the  sloughing  lias  been  very  extenaive,  one  or  more  preliminary 
opertittous  may  l)e  necessary.  Emmet  ]>laees  the  patient  on  her  back, 
introduces  two  fingers  of  the  h^ft.  hand  into  the  reetntu,  and  tlie  thmnb 
of  the  same  hand  into  the  vagina.  The  interior  of  the  vagina  is 
thereby  rolled  out  and  exposed  without  a  sixmlnm.  The  right  index- 
finger  in  the  vagina  now  detects  the  jxiints  of  greatest  cieatrieial  ten- 
sion. Point  after  jtoint  is  snipjied  with  the  blunt  scissors  in  such  a 
way  as  tn  render  the  margins  of  the  tistula  more  readily  apifroximated. 
If  the  cervix  uteri  has  sloughed^  the  relations  of  the  remaining  por- 
tion o\'  the  uterus  t(t  the  upiw^r  part  of  the  vagina,  even  by  rectal 
toneli,  may  be  dilKeiilt  to  make  out.  There  is  then  great  danger  ot 
wounding  a  misplacecl  ureter  or  of  entering  the  p<'ritoneunK  This 
danger  is  lessened  hy  the  careful  use  of  the  sound  liehl  by  the  hand  of 
an  assistant  in  the  bladder. 

The  vagi  nil  haviiig  been  opened  as  freely  as  may  at  the  time  be 
deemed  prtidetit,  Kmmet '  directs  that  a  Sims  glass  <>r  hard-rubber 
vaginal  plug  In-  introduced  and  held  in  place  by  a  T-baiulage.  It 
should  l)e  sutticiently  huig  jind  wide  to  keep  the  vagina  well  stretched 
both  longitudinally  and  latendly,  and  tocontrul  hemorrhage  by  press- 
ure, but  not  so  large  as  to  cause  pressure  necmais  and  sloughing.  Under 
this  pressure,  absorption  of  cieatrieial  tissue  is  rapid.  The  ctintinued 
stretching  of  the  vagina  also  increases  it«  calibre  and  renders  the  a[)- 
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Sinu'  glwut  vaglaftl  plug. 

proximation  of  the  margins  of  tlie  fisttda  less  difficult.  The  dilator 
may  have  to  he  retained  for  sevenil  weeks  until  the  incisions  have 
heakvtl  over  it;  in  the  meantime  it  may  be  removed  daily  for  cleansing 
douches.  The  patient  shouhl  be  kept  in  bed  for  a  week  or  two  after 
the  operation,  and  the  urine  should,  if  necessary,  be  drawn  with  a 
catheter.  After  liealing  has  taken  place,  tlu^  operatitui  may  be  re- 
'  Principle*  and  Practlo«  of  Gynecology. 


peated  ;  or,  if  the  marpiii?  of  thf  Hstula  fjui  he  lunuglit  together  witli- 
t)Ut  teusioii,  tlio  .suturi'S  ihr  i*]i>siirc  may  ho  introduced. 
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1,  '2,  and  3,  4,  represvnt  the  rcstminiDg  clcfttHclal  band*  on  eacU  aide  of  the  flatula;  al!»  and 
f/shuvf  tlir  lines  uf  liu'isiou. 


strai 

woiini 


lu  place  of  tlu-  iiu'isiotjs  am]  ghif^s  dilatrtr  just  descntK-d,  tin*  rv- 
mnurr  v\("dU'\vh\\  Ijiiiids  may  Ije  deeply  and   iVeoly  divided  and  the 

1.    The^nx'nUion  is 
preliminary  plastic 


iind.s  closed  at  right  angles  to  the  Hues  of  iiioitjion.    The  ojx'nition  is 
illustrated  ill  Figures  ^370,  ortJ,  and  377.     This  pi   *"    ' 
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The  wounds  made  by  Incisions  nb and  ^ure  drawn  wididy  a|>un  hy  teuaeula  so  m  t« 
glTC  the  wound  on  either  sido.  the  direction  of  at  and  i/ft,  Sutures  are  In  place  on  rlifht 
■Ide. 

work  may,  acoortling  to  indication,  be  done  at  the  time  of  dosing  the 

fistula  or  as  a  separate  o|>cration. 
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Incited  woiindn  on  both  gidea  of  the  flittula  doaed  at  rixht  ■ngleii  to  Hum  of  inciiion.    The 
jea  •pf  tho  fistula  now  readily  fall  into  apjK.Bltlon.    Sutures  for  cdoaurt*  of  fistula  in  plac©,  and 
iwoof  iheralled. 

The  projiaititory  treatment  outlined  above  may  he  diflReiilt,  long 
continue*],  and  most  trying  to  b(»tii  iwittent  and  snrg«'on.  Fortunately, 
there  are  many  eases  in  wliJeh  it  is  not  recpn'reil.  When  it  is  required 
the  most  skilful  oiH-ratii^n  will  fail  without  it. 

Tho  Operation  for  Closing  the  Fistula.  Thifi  involves  a  oon- 
sideratiou  of  the  I'ul lowing  topics: 


iJd^ 


1.  General  preparatory  treatment. 

2.  Choice  of  >(M-riilntii  aiul  lue^tliixl  of  ojjeralion. 

3.  Choice  of  (lireetioii  for  dosiire  of  the  fistula. 

4.  Denudation. 

5.  IntrfMluctioii  of  sutures. 

6.  Aftor-trL-atiiiejit. 

1 .  The  geno'tfl  prcptmitorif  treatment  and  arrangements  for  plastic 
«pt*rattons  tlesurilx*(l  in  Chapter  II.  arc  applicaljle  and  adequate  for 
tnis  operation. 
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The  MBe  of  the  uterine  ten»oulum  ami  Emmet's  »ciss«ir8  iii  denudation.    Left  Ut«ro-prone  poil- 
tloii;  exposure  by  Sims'  speculum. 


2.  Oioiee  of  Speetdum  and  Mrthod  of  Operation.  The  author's 
choiee  between  the  metliml  of  Simon,  with  the  patient  in  the  dorsiU 
position,  the  parts  being  expi>j?ied  hy  numerous  vaginal  retractors,  and 
the  racthwl  of  Sims,  with  the  left  hitero-prone  position  and  8ims* 
siieculum,  is  based  upon  an  extensive  ex[>erienee  witli  both  methods. 
The  Simon  metluxJ  is  serviceable  and  ade<piate  for  Che  onlinary  ease, 
but  not  always  for  ditlicuU  eases.     This  is  etij>ecially  true  when  the 
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fl^tuU  U  nc«r  the  vaginal  oiitli'fc  behind  the  ramus  of  the  pubcs.  In' 
(|l^^  »ubj«i't8>  mon'ovtT,  thf  .Simn  pusitiun  ami  speculum  arc  almost 
UiUiU^*4UMkl>le.  Decidnl  pri'fV'rence  is  therefore  given  to  the  nietbod 
K^f  Siiut  Hs  taught  ami  praetise<l  by  Etnniet.  Tlie  jwsition  of  the 
|iMiu'ut  Aud  xhv  iiM*  ttf  thi'  j^pfculum  are  (leserihed  in  Cliapter  III. 
^  Oin'iiion  of  thv  Line  of  Union.  In  iirder  to  deeidc  upon  the 
V^SHot  iliivetion  forclosure^  the  edges  of  the  fistula  are  approxiiuat^^  in 
UidVr^Ut  ways  with  tenacula,  until  that  direction  \»  found  and  adopted 
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Th«  prrtper  area  of  dcaudfttlon.    The  dvnude^l  surfaeeB  correjpoiid  to  the  deck  and  the  fl«tula 
to  Ihc  uiuiihiiU'  of  II  oaii«j«.     Left  lutcro-pronc  {>ositiun  ;  expu^ure  by  Sims'  Biveculum. 

whieh  jH>rmitM  the  margins  of  the  fistula  to  bo  apprnximateil  with  the 
h'a.Ht  tnu'ti^jii.  For  reasons  already  given,  it  is  always  de^-irablc  to 
make  the  line  of  unit>u,  if  possible,  in  the  direction  of  the  long  axis  of 
the  vagina. 

-I.  Dnmdatton.  The  edges  of  the  fistula  are  dcnndfcl  by  means  of 
Ihc  tenaculum  nii<l  scissors,  as  shown  in  Figure  ,178. 

The  skilful  haud  w  ill  denude  stiperlicially  (►r  ileeply,  as  may  be  re- 
quired.    The  denuded  surfaces  niu^t  be  ujade  clean  and  smooth  ;  the 
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bleeding  should  be  slight.  For  this  purpose^  the  uterine  tenactihim 
and  scissors  arc  far  superior  to  the  tissue  iort^eps  and    the  scalpel. 

The  margins  of  the  fistnlu  are  seized  with  tfje  tenaculum,  at  the 
point  nearest  the  ojK'rator,  and  a  strip  is  cut  away  all  around  the 
opening.  It  is  highly  i!np<irtant  that  Uruad  surfaces  be  seenred  for 
approximation;  luaiec  it  may  1r'  necessary  to  remove  one  or  more 
additional  strips  a nuind  tlie  (jpening.  If  ttie  slougliing  Ita.s  left  the 
e<lges  about  the  fistula  quite  thin^  the  denuded  surfaces  should  be 
broader.  The  two  points  upon  which  the  greatest  stress  is  laid  are, 
first,  adetpiate  |jreparatory  treatment  ;  second,  broad  surfaces  for  union. 
The  fistula  may  be  so  small  as  to  be  inaccessible  for  denudation,  and 
may  therefore  haA-e  to  be  enlarged  by  incision  in  order  tliat  its  margins 
may  l>e  freshene<l  and  united. 

Instead  of  denuding,  some  operators  split  the  edges  of  the  fistula. 
This  method,  though  not  usual,  is  yet  highly  advantageous  when  the 
margins  are  thin,  or  when  it  is  especially  desiral>le  to  economize 
tissue.  See  Figures  .382  and  38,*^.  Tiie  bladder  mucosa,  if  cut,  is 
prone  to  bleed  freely  ;  hence  denudation  should  ordinarily  extend 
to,  but  not  into  it.  Hemorrhage  from  the  cut  bladder  mucosa  has 
even  in  the  careful  hands  of  Emmet,  twice  been  so  free  as  to  distend 
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Thte  out  is  takeu  from  a  standard  work,  &tid  ehows  how  the  doriudiitioa  should  not  be  made. 

the  bladder  and  entlanger  life.  In  bi>th  cases  the  sutures  were 
removed  and  the  bleeding  points  si'cured.  When  the  denuded  strip 
includes  the  bladder  mucous  mcmlminc,  the  cut  margin  may  retract 
into  the  bladder  and  make  ibe  Ideeding  points  quite  inai-eessible. 
Complete  ansesthesia,  a  strong  light,  good  position,  and  tlie  sk''"  ' 
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use  of  the  8j>eculiim  and  utcriue  tenacuk  may  then  be  necessary  to 

ev^rt  ami  expuso  tlii'  bleeding  surfaves  and  control  the  hemorrhage. 

Emmet  projK'rly  eondeinns  the  praclire  of  isimpty  denuding  a  strip 
of  uniform  width  around  on  the  vaginal  side  of  the  fistula.  He 
iuiiists  that  the  margins  be  denuded  to  the  vesical  mucosa.  The 
denudation  at  the  angles  of  the  fistula  should,  however,  !x'  extended 
S4)me  distance  over  the  vaginal  aurfaee,  as  shown  in  Figtirc  379. 
Unless  this  is  done,  there  will  lie  a  double  fold  or  pucker  at  each 
angle.  One  may  ilhistrate  this  by  picking  up  togctlicr  tAvo  small 
folds  of  a  napkin^  and  observing  that  they  extend  a  considerable 


FiGtJBK  88k. 
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BerellinR  of  tbe  edges:  A,  A,  vagioAl  surface:  B,  B,  vesical  sarface ;  C,  C,  liaes  of  denudation.* 


c  a 

Flap-Eplltttng  ao  both  isldes :  A.  A.  vagiual  surfiK-c;  B,  B,  vesical  Enrfai*? ;  C,  C,  and  D,  D^  Inner 
surfaces  of  split  edges,  and  tbe  ones  to  bv  coapled.' 

FrciiTRE  :i83. 
A  ^^'     E  A 


A'\°<^' 


\\ 


Flftp-aplittinf  on  one  side  and  wedge  denudation  on  the  oUicr:  CFC  and  BIUE  aVB  to  to 

ccmpt«d.i 

distance  before  they  can  be  smoothed  down  to  the  common  surface  ; 

so  with  the  vaginal  folds  at  the  two  ends  id'  an  improperly  denuded 
fistuhi ;  the  denudation  must  be  80  extended  that  the  folds  are  lost  on 
the  level  of  the  vagina.  Unless  this  precaution  is  observed,  vaiion  at 
tlie  angles  is  a[»t  to  be  imperfect,  or  at  these  jioints  may  fail  alto- 
gether. 

5.  Appfiration  nf  SutareA.  Formerly  the  metallic  suture,  usually 
silver,  was  almost  exclusively  used.  Now,  with  aseptic  mctlimls,  any 
suture  is  adequate.  The  ^vTiter  prefers  silkworm-gut  tied  on  the 
surface  with  an  ordinary  hard  knot.  The  numerous  devices  for  fast- 
ening the  sutures  by  m<>ans  of  short  ntetallic  plates,  quills,  split  shot, 
and  other  means  are  useless,  hannful,  or  unnecesi<ary. 

)  JcQlis,  111  .\nicrlcan  Syctctn  of  OyiicculoKy- 


Emmct*a  or  Sims'  needle  is  best  adapted  for  etrdinary  Ufie  ;  it  is 
short  and  ,stmip:ht,  except  near  the  pnint,  wliere  it  is  slij2:litly  ciirved. 
Occa.siurmlly  a  i'lill-etirvcd  needle  may  be  of  .service.  Tire  needle  is 
shown  ill  Figure  35»i. 

A  ncedle-foreept^  without  h>ckin^  handle^i  will  enable  a  dexterous 
operator  etuistautly  to  v:n'v  the  din-etion  of  the  m-edle  during  its 
intrwluction,  an<l  is  tlieix-fore  recoitinientled. 

The  suture  should  be  attached  to  the  ueedle  in  the  ordinary  way. 


FtutiRE  3(M. 


Closing  of  a.  vedco-TaglEial  flstula :  Intrivluction  ofa  suture.    Left  latero-prone  poaltloii ; 
exposure  by  Slina'  speculuta. 


as  a  thread  is  attiiched  to  a  common  sewing-needle.  The  neeclle  is 
grasped  by  the  fore(;p.s  and  entered  about  one-eii^hth  of  an  inch  from 
the  margin  of  the  fistula  on  the  vajjinal  side;  it  transfixes  the  vesieo- 
vaginal  wall  and  emerj^es  on  the  bladder  side,  so  as  barely  to  include 
the  vesical  margin  ;  it  is  then  jiassed  through  the  wall  on  the  opjMjsite 
side  in  the  inverse  order,  and  brought  fuit  one-eighth  inch  from  the 
margin  of  the  vaginal  mucosa  on  that  t*ide.  Tlie  sutures  should  be 
placed  about  one-sixth  of  an  inch  npart.  If  f<ilver  sutures  arc  usbI, 
they  shoidd  be  all  passed  an<l  flu'ti  .securetl  by  twisting.     In  using 
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silkworm-giit,  one  should  usiialty  lie  eacli  suture  as  it  is  passed.     I^et 

tlK'  sutures  be  tied  just  ti^rhtly  euough  tu  hold  the  part*?  togetht- r«  i 
If  lied  tiKi  tightly,  tliev  struugulate  the  lissueg,  eut  out,  and  fail  t»i| 
give  union. 

A  clot  of  bUHxi,  if  left  ill  the  bladder  after  ehwure,  may  causae 
great  vesical  tenesmus  and  |)oftsil>ly  imperil  the  result.  It  is  well,  I 
therefore,  licfore  tyinj^  the  final  .sutures  to  thrcKV  a  quantity  of  steril- 
ized water  through  the  urelhni  into  the  l>laddor.  This  water  will 
pass  through  the  fistula  into  the  vagina  anil  wash  out  anything  re- 
maining in  the  bladder, 

G.  After-treat mmt.  Tire  {Kitient  is  plaee*l  on  the  baek.  witli  a  roll 
under  the  knees  for  support.  A  .self-retaining  Sims'  sigmoid  catheter  | 
is  placed  in  the  urethra;  it  should  be  made  of  blm^k-tin  or  of  jflass, 
bent  bv  the  flamf  of  a  spirit  lamp.  The  eurves  mav  then  lie  a<l  justed 
to  the  individiinl  ease.  Tlie  urine  passes  thrfiutrh  the  eatheter  and  is 
collected  in  a  urinal  plaeed  between  the  thighs.  The  eatheter  is  apt  to 
become  clogged  with  mueus  or  blotxl-elots,  aud  slionld,  therefore,  be 
rem o veil  mni  eU-aued  i^xmy  few  hours.  A  second  catheter  is  desirable, 
in  order  that  one  may  always  be  intnwluced  as  S4M)n  as  the  other  is 
removed.  In  case  of  a  small  fistula  we  njay  dispense  with  the  self- 
reUiiniug  eatheter  altogether  and  permit  the  pulient  in  pass  the  urine 
in  the  ntitural  way.  Both  |iatient  and  nurse  shi*uhl  be  cautioned  to 
see  tliat  the  flow  of  nririe  is  nut  interrupte<l.  The  catheter  tsliould 
remain  about  fourtten  days.  Tiie  sutures,  unless  removed  earlier  on 
account  of  suppuration  or  failure  of  union,  may  I'emain  twelve  riays 
or  two  weeks.     The  woman  should  he  k<'pt  in  In'd  a  week  longer. 


FtGtTRE  ,lSo, 


Sims'  sigmoid  cathettr. 

Duriuf^  convaleseeuee  reaetion  of  the  urine  siionld  be  kept  normal, 
otherwise  phosphatic  deposits  may  torn)  in  the  liue  of  union  and  on 
the  sutures  and  j>revt'nt  or  destroy* union.  The  ben/nie  acid  mixture 
already  described  slionld  tlierefore  lie  eontiuue<l.  Tlje  lonjr  retention 
of  the  catheter  and  the  eoutimu'd  dorsal  posititm  may  pive  rise  to  great 
discomfort ;  hence  the  necessity  in  many  eases  of  nsing^  more  or  less 
morphine,  opium,  or  other  anmlyne.  A  eathartie  ^^llfMlld  be  tjjiven  on 
the  third  dny,  and  thereafter  the  bowels  kept  re^iijiir  by  mwlerate 
catliarsis  and  euemata.  After  the  final  removal  of  the  catheter  there 
may  be  retention  of  urine,  aud  it  may  l>e  neees.sary,  therefon*,  in  order 
tt7  prevent  distention  of  the  bladder,  to  dmw  the  urine  every  few 
hours.  In  old  eases  th<'  blatldcr,  either  from  disuse  fU"  from  cystitis, 
may  be  much  contmeted,  anil  therefore  liable  to  distention  from  a 
«mali  quantity  of  urine.     The  functional  jwwers  of  the  bladder  and 
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urethra  progressively  improve  as  the  bladder  gradually  becomes 
accustomed  to  the  retention  of  considerable  quantities  of  urine.  A 
bladder  for  many  years  contracted  by  vesico-vaginal  fistula  may 
regain  its  full  capacity  in  a  short  time  after  closure  of  the  opening. 

Atypical  Operations. 

The  ingenuity  and  skill  of  the  operator  will  enable  him  to  modify 
tlie  operation  according  to  the  requirements  of  an  atypical  case.  An 
oi)ei'ation   may  be   only  partially  successful,  and   may  have   to   be 

Ficn-KE  ;!8f.. 


Fistula  involving  loss  of  entire  vesico-vaginal  septum  as  seen  through  the  speculum.* 


re])catcd  again  and  again  until  the  closure  is  complete,  or  it  may  be 
necessary  to  close  the  opening  only  in  part  at  each  one  of  several 
(>|M'rations. 

Loss  of  the  Entire  Vesico-vagrinaJ  Septum  is  usually  associated 
with  more  or  less  destruction  of  cervical  tissue  and  cicatricial  develop- 
ment in  the  posterior  vaginal  fornix.  The  usual  operation  is  to  close 
by  a  transverse  line  of  union — that  is,  to  stitch  the  anterior  lip  of  the 
cervix  uteri  to  the  n<?ck  of  the  bladder.  In  many  cjises  the  cervix  is 
immovable  and  cannot  be  dnuvn  down  to  the  neck  of  the  bladder 
until  the  post-cervical  cicatrices  have  been  freely  divided  by  a  deep 
transverse    incision    back  of  the  cervix."    In  order  to  gain   tiie  re- 

'  Eiumot.   Principles  and  Practice  of  Gynecology. 
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it.s  union  with  the  tiwk  of  the  blaihler  inipussihie.  In  such  a  case 
some  operators  turn  tlic*  wrvix  ntcri  into  the  lihuhler  by  nuion  of  the 
jMxsU'rinr  lip  of  the  cervix  to  the  neek  of  tlic  bladder.  TJji.s  wouhl 
establish  a  coninuiuiejition  between  tlie  interior  of  the  uteruH  and  the 
bladiler.  Fi^jnrt^  -357.  A  great  risk  from  this  operation  is  in  tlie 
pof^.xibility  that  infection  ntay  pas8  from  the  rndorneti'inni  to  all  the 
urinary  or^^aiis  ()r  from  the  bladder  to  the  uterii^.  Fallopian  tube.^ 
and  even  to  the  jjeritoneiiin.  The  ehief  danger,  however,  is  that  the 
operation  is»  apt  to  form  a  pouch  in  wliich  urine  may  stajjnate,  with 
resultant  phosphatie  depor^it  and  inciirablo  cystitis,  only  to  be  relieved 
bv  reopening;;  the  bhulder  and  giving  it  drainage.  See  Artificial 
\  esiro-vagiual  Fistula  for  Cystiti.s.  If  the  fistula  be  closed,  so  as  to 
avoid  the  fbnnutiou  of  such  a  jxiuch,  cystotomy  may  be  uinjecessary; 
it  is,  unfortunately,  too  iiften  imj>os.sible  to  avoid. 

Kofpokfei^ifi,  or  closure  of  the  vagina,  is  an  operation  dcsigne<l  to 
secure  retention  of  urine  in  cases  of  otherwise  inoperable  vesico- 
vaginal fistula.  It  is  performed  by  denuding  a  wide  strip  all  around 
tile  vaginal  outlet  just  within  the  vulva  and  uiuting  the  denuded 
surfaces  uptm  themselves  by  moans  of  interruiHod  sutures.  The 
I'tlcct  is  to  make  one  cavity  of  (he  bladder  anil  vagina.  This  cavity 
receives  the  urine,  menstrual  blood,  and  uterine  secrotiotis.  The 
operation  always  leads  to  inHammation  more  distressing  than  the  con- 
dition for  the  relief  of  which  it  has  been  invoked.  Emmet,  in  the 
strongest  terms,  condemns  the  operation  and  urges  that  it  never  be 
done  in  any  case.  He  advises  that  the  parts  be  nuide  to  heal  with  the 
opening  unclosed,  and  that  the  patient  be  ke]>t  as  comfortable  without 
an  openition  as  cleanliness  and  care  can  make  her.  The  stagnant 
urine  constantly  jn-esent  in  the  vaginal  pouch  formed  by  the  ojiem- 
tion  always  pnxbices  distressing — not  to  say  dangerous — liisease  of 
the  urinary  organs. 

The  writer  olfeiis  from  his  practice  two  instructive  cases:' 

Case  I. — The  injury  in  this  case  was  more  extensive  than  w^ould 
ordinarily  be  repaired  by  plastic  surgery.  The  cervix  uteri  to  the 
level  of  the  int<?rnal  os,  the  vesioo-  and  urethro-vagiual  septum,  and 
the  recto-vaginal  septunt  had  entirely  whiughed  away  ;  the  perineuju 
was  completely  lacernted  through  the  sphirjcter  ani  muscle.  The 
fundus  (it  the  invcrte<l,  uieenited,  and  send-strarigulated  bhidder  pri»- 
triided  through  the  |>elvic  outlet.  This  outlet  was  bttunded  by  the 
sides  of  tlie  vtdva,  l>y  the  ]io.-^terior  and  lateral  margins  id'  the  anus, 
and  by  the  pubes.  Thus  all  control  of  iMitli  urethra  and  anus  wa:* 
lost.  The  titerus  was  occluded  by  contracted  cicatricial  tissue  and  was 
fidl  of  retiiiued  menstrual  fluid. 

f'lcarly  the  conditions  would  discourage  any  effort  at  repair  liy 
oriliuaty  methods.     The  [vrnbh^m  was  fourfold,  and  as  follows: 

Tfj  reo|K^n  the  closed  uterine  canal  and  release  the  imprisoned  men- 
strual fluid. 

To  re[dace  the  h>st  vesico-vaginal  septum. 

To  rejdace  the  lost  urethro-vaginat  .septum. 

1  Operations  In  the  cuav  of  Mrs.  O.  A.  M..  lU  Si,  Luke's  HoaplUl,  Chicago. 
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To  replace  the  lost  reoto-vaginal  septam  and  lennito  the  sphincter 
ani  muscle. 

A  free  incision  with  sharp-pointed  scissors  into  the  uterus  reopened 
the  uterine  canal  and  re-established  normal  menstruation. 

The  labia  minora  were  much  hypertrophied,  and  were  therefore 
capable  of  supplying  abundant  material  for  the  replacement  of  the 
lost  vesico-vaginal  wall ;  to  this  end,  they,  together  with  the  adjaoent 
tissue  around  and  below  them,  were  dissected  off  from  above  down- 
ward, but  not  detached  at  their  lower  ends.  An  area  on  each  aide 
just  within  the  vulva,  close  to  the  margin  of  the  bladder  mucous 

FlOUBB  389. 


The  (lotted  liiu  M  iii<li«ati.'  Ilie  parts  ilo^troycMl  l.y  slou>;h.    The  |Hjrincum  was  not  destroyed,  but 

WHS  t'iiiii|»lot».'ly  l<irn  npurt. 

in<'nil)niiu',  \v;is  frcslicncd  l)y  (Ujniuliition  and  splitting;,  and  the  edge 
of  <'a<*li  (•(»rrrs])()ndino-  Inltitini  was  turned  in  and  stitched  to  this  area 
with  silkworiii-Lnit  sutures.  Tlic  fhip  thus  Ibrnied  on  the  rijj^lit  side 
iinit<'d  prriiitly  in  its  trans]»lanted  position;  that  on  tli<»  left  partly 
shuiijlu'd.  TIk'  riiiht  transplanted  labium  now  to(»k  its  nutrition 
throuirh  the  lower  uncut  end  and  the  n<'W  tissues  to  which  it  was 
luiitcii.  It  was  iKtt  p«»>sihl(',  however,  at  the  first  tninsphnitation  to 
carrv  tiic  lahium  siitlici«iitly  hi<:h  to  unite  it  with  the  upper  margin 
of  the  fi>tida  :  it  wouhl  not  rcat'h  far  enoujjh  to  fill  <»ut  the  spatHJ 
h'I'i  hy  tln'  sloiiiihcd-oiit  vesieo-vajiinal  septimi  ;  in  order  to  make 
it  n-ach,  the  tran>|>lantin<r  operation  had  to  be  done  three  times — 
that  is,  the  labium  was  turned  end  for  end  upon  itself  throe  times, 
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and  finally  planted  in  plare  of  the  lost  v«'sirf>- vagi  mil  wall.  One  face 
of  this  hil)iuni  was  now  the  bladder  side,  and  the  other  was  the  vag- 
inal side  (if  the  re.'^torod  vesien-vapnal  wall.  In  oriler  tu  maintain 
the  iiutritiim  of  the  flap  during  the  jicritHl  tA'  its  trans[)lantntif»ii 
several  months  were  allowt-d  to  intervi'iie  between  thu  traii-planting 
operations.  Finally,  utter  nnnierons  attempts,  in  vvliich  siimetimeN  a 
little  was  gjiined  and  sotuetimrs  nothing,  th<'  margins  of  the  flap  were 
united  to  the  margins  of  the  oj»ening  at  every  point  and  the  integrity 
of  the  vesico-vaginal  septnm  \va.-<  restored. 

The  urethra  was  repaired  hy  dtmiKling  two  parallel  strips,  three- 
quarters  of  an  iueh  aj>art,  on  eitlier  side  of  tlie  nretliral  site,  and  uniting 
them  one  to  the  other  hy  interrn|>ted  silkworm-gut  sutures,  Tliis 
formed  a  new  urethro-vaginal  wall.'  The  remnant  of  the  left  lahiiuu 
minus  was  utilizeil  in  this  part  of  the  work.  The  urethra  thus  formed 
immediately  gtive  a  measurable  degree  of  retentive  jujwer  when  the 
woman  was  lying  down.  The  bladder,  however,  was  much  contracted 
l>om  cystitis,  and,  having  but  small  capacity,  was  at  first  of  necessity 
often  evaenatetL 

The  recto-vaginal  septum  was  replaced  by  dmwing  down  the  loose 
rectal  wall  from  above  into  the  gap,  and  after  denuflation  uniting  it 
to  the  latci*al  walls  of  the  vagina  with  tine  buried  catgut  sutures.  At 
the  same  time  the  completely  rupture<l  |H*riueiim,  including  the 
sphincter  ani  muscle,  was  reunited.  The  bowel  antt  sphincter  muscle 
at  once  resumed  their  normal  functions. 

Nineteen  (►t)enitions  in  all  were  iK^rformed  before  this  result  was 
reached. 

The  patient,  two  years  after  her  discharge  frrtm  the  hospital, 
reported  perfect  control  of  the  bowel  and  practically  perfect  control 
of  the  urethra.  In  a  letter  written  at  that  time  she  said  ;  **  I  have 
almost  perfect  control  of  the  urine  at  all  times  ;  I  say  almoMt  because 
of  there  being  a  slight  weakness  at  times  ;  but  it  is  not  often,  and  even 
then  the  ainoHiit  of  leakage  is  not  great.  1  have  taken  up  the  study 
of  shorthand,  typewriting,  and  telegraphy,  and  if  I  make  a  success  of 
it  shall  feel  that  my  life  has  not  been  a  failure." 

This  case,  a  curiosity  in  surgery,  illustrates  what  may  somelitues 
be  aecttmplished  by  sustained  eHort ;  little  by  little,  line  by  line,  in 
the  faee  of  one  flisi-ouragement  after  another,  the  work  was  done. 
The  treatment  continued  over  a  periiMJ  of  mt>re  than  two  years,  with 
an  intermittent  pernnl  of  three  years,  wlrerr  nothing  was  done.  Most 
of  tlie  time  it  seemed  like  following  the  forlorn  hope;  now  total  fail- 
ure, now  a  little  success,  until,  finally,  nineteen  o{>erations  under 
anaesthesia  had  been  done.  Words  fail  to  describe  the  bravery  and 
patienw  displayed  by  this  woman,  or  the  ditKculties  and  ilise<iurage- 
^  ments  which  the  surgeon  must  meet  in  sueh  a  ea^e. 

^^^  Case  II." — The  entire  vc-^ieo- vaginal   septum,  the   vagina!  portion 

^^K   of  the  eervix,  and  the  anterior  wall  of  the  cervix  to  tlie  internal  os  had 
^^H  sloughed  away,  leaving  im  bladder  tissue  between  the  inner  extremity 

^^^H         'This  lit  the  opomtl'ii)  i»ropo«edl>y  Einnu't.    Piiupiplea &n4 PmcUce  of  Gynecology.    8«e 
^^^K  ehftbier  ou  MalformHtious. 
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nf*  the  urethra  and  a  point  correspondiujj  to  the  plane  of  the  internal 
•»fi  nU'ri.  S('<>  Fi|s£nre  390.  Thf  upper  nnd  lower  fragiiit-nts  of  ihe 
<t|>eiiiu«;  <Mml(i  not  he  approximated — that  is,  the  anterior  wall  of  the 
litems  ecHjhl  rml  l>e  a]i|>roxiniated  ti>  the  iierk  »if  the  bhidder  after  llie 
nifthod  slioivn  iii  Figure  »J87.  The  uidy  opemtion  which  at  tirst 
N'etiM'd  jMi.ssihle  was  to  unite  the  posterior  wall  of  the  cervix  uteri  to 
the  mx'k  c»f  the  hUidderj  as  t^hovvn  m  Figure  388.  This  would  have 
Mimed  the  eervix  uteri  into  the  hhulder,  and  menstruation  would 
have  takeu  plaee  thnH!«;h  the  urethra.  But  while  lliis  wa^  under 
enusideratioii  it  wa,'^  found,  on  further  examination,  that  the  niu«'on> 
nienibrune  of  the  bladder,  if  caught  witli  the   tenaculum   about  an 
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The  dotted  lines  show  the  parts  which  Imd  sloughed  nut.    Red  line  showi  remaining  portion 

of  bladder  maU. 

ineh  in  front  of  the  uterus,  could  \>e  drawn  to  the  neck  of  the  hhulder 
— that  is,  to  the  lower  margin  of  the  fistula,  and  hehl  the$*e  without 
undue  traction.  A  strip  of  mucuus  memhnine  aci-oss  the  bladder  was 
therefore  denndetl  from  side  to  side  an  ineh  in  front  of  tiie  uterus. 
Tills  denudation  was  continued  around  the  lateral  and  hnvi-r  margins 
of  the  listula.  The  strip  of  denuded  sui'face  across  tlie  bladder 
was  then  drawn  down  and  stitched  to  the  lower  margin  of  the  fistula. 
Thus  tlie  bladder  was  divided  into  two  parts,  the  upper  closed  jwtrt 
ecmuunnieating  with  the  nretlira  and  receiving  the  urine  from  the 
ureters;  the  lower  ojH'n  part  rephicing  the  lost  anterior  vaginal  wall. 
In  other  wonls,  the  part  of  the  bhidder  wall,  situated  between  the 
line  of  dcjuidation  across  the  fundus  of  the  bladder  and  the  uti*rus, 
was  utilized  as  a  Hubstitute  for  the  lost  vesieo- vaginal  septum  and 
anterior  wall  of  the  cervix.     Twenty-two  sutureb  were  used.     Not- 
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withftftamling  the  failure  of  tlje  imrso  on  the  third  day  to  keep  the 
cjitheter  in  phu-'O,  amJ  the  c()ii.<tM|iicnt  aceiinnilatiini  tff  several  ounces 
of  urine  in  the  blatlder,  imiun  by  tirst  intenttoii  vviis  complete.  The 
bhidder,  although  reduced  in  size  by  the  opcmtion,  has  normally  per- 
formed its  functions  ev<T  bince.  It  i.s  large  enough  to  enable  the 
woman  to  retain  her  urine  all  uigttt.  The  vvi-itcr  is  not  aware  that 
ancvther  similar  ojieration  has  been  reeordrd, 

Howard  Kelly  sugg-ests  a  plan  whieh  might  be  adopted  to  advan- 
tage in  plaee  of  the  one  just  describe<l.  It  is  to  dissect  the  Ijladder 
entirely  free  from  the  uterus,  so  as  to  make  a  wide  opening  between 
the  vagina  and  the  jM.'ritoneum — that  is,  to  make  au  anterior  vaginal 
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S«cUon  at  X  Znhows  the  fandus  or  tbe  bindtlur  tttitcht'd  to  the  iiet-k  of  the  bladder. 

section.  The  bladder-wall,  anterior  to  the  uterus,  thus  free  from  its 
uterine  attachments,  may  then  be  drawn  down  so  as  to  close  the  fistula 
by  a  trji  lis  verse  line  of  sutures. 

Another  possible  metlnxl,  suggested  by  Maekinrodt,'  for  such  eases 
is  to  detach  the  vesiad  frouj  tlie  vaginal  plate  of  the  vesieo-vaginal 
wall  ami  to  elose  the  fistula  by  siitnring  together  the  vesieal  plale 
independently,  leaving  the  vaginal  plate  ojien  to  heal  by  granulation. 
Figures  392  and  :VX\, 


VESICO-UTERINE  FISTULA. 

This   form  of  fistula   has   already  been   mentioned  on   page  511, 
under  I>aceration  of  the  Cervi.K  ;  it  is  tlie  result  of  an  anterior  lacera- 

»  Ccntrablatt  tQr  (lynakulogJe,  No.  B,  18M;  fmm  KcUy. 


UimhI  ti|»oti  thv  history  of  thocasoaiul  <!».*  Jl!^^^a)^:o 
M  ,'\t«'riiuni.    Tlic  trcatinciit  is  to  rcpriMlu*'!-  the 
-imm  iliroiiirli   (1m'  Miitrrior  lip  of  the  ••orvix 
iMn««.      TIk'  tj^ttijji  tlius  fX|>osfill  lit  the  angle 
ii.hfl,  utnl   thi'   \vhoK'  woiintl,  iiR-lmlinjr  the 
u^>n«ti«>n,  chxrd  with  i^ilk\vorm-;^ut  Mitiire». 
JM  mhllliou  to  rhisini;  tlic  cervix^  are  also 
iinio  ih*'  hl;ii)«h'r,  <h«-  u|M*nition  doe^  not 


differ  from  the  ordinary  c^peratioii  for  ehwureof  an  anterior  laoTution 
of  l\w  forvix  uteri. 


UBETHRO-VAGINAL  FISTULA. 

Tilts  form  of  fistula  is  somotiines  int*»atio]iatly  tiiadf  by  n.  surgical 
operation  in  tliu  trctitnuiit  <if  un'tlirilis  and  otlit'r  diseases  of  tlu? 
urtitbra  :  it  is  oeciisionally  tlu*  rcsidt  of  ulwrativL*  processes.     If  the 
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•<J  liv  iiiii<iri  i»r  vowlcnl  ittiitv  nl  tlu-  v< ■^iI•(l  \ 
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neck  of  tlie  lihuldcr  is  n»»l  invt»]v<'il.  ilir  fniietional  jHiwer  of  the 
nretlini  to  rdaitj  nrine  may  l»e  nntnipaircd.  The  «tper.ition  for 
closure  is  tlie  same  an  that  di-H'rih*>il  fur  vesicMt-vaginal  tistnla.  The 
after-treatment   consists  of  the   bol-water  d<»nche  twice  daily.     The 
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self-retaining'  rathetor  is  not  required.  Orflinary  catlictenzatlou  is  1 
perini.^siljlc,  but,  if  the  woman  can  pass  urine  witliout  help,  it  Ls  uot  | 
re4piiivd. 
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Vesko-uuriuc  ilhiula.    A.  Kudouictriuiu.    li.  bliidder.^ 


URBTERO-VAGINAIi    FISTULA. 

This  furni  <*i'  (ii^tuhi  miiy  he  : 
1.  tJoiigenitiii  ;  uno  or  botli  ureters  mav  open  into  the  vagina. 

Causes. 


ir.  Aequired, 


The  eau8es  of  acquired  uretero-vagiual  fistula  are  : 
L  SJoiiijfhing^  due  to  pressure  ncerosis  durtntr  lahor. 

2.  Neerotio  processes,  due  to  uudignanc  or  specitic  disease. 

3.  Traumatisms,  usually  surgical. 

DiairnoBis. 

The  diagnosis  is  made  by  passing  a  ureteral  catheter  into  tlie  ureter 
at  the  point  wlienee  the  urine  esciipus.  In  the  congenital  f«»rin  tlu-re 
is  no  eomnitU)ication  between  the  ui'etcr  and  the  bhulder,  Tht* 
aecpiired  form  niav  or  may  not  he  associated  with  a  vesico-vaginal 
fistida.  If  sfi  associated,  tiie  ureteral  ojiening  is  usually  in  the  margin 
of  the  vesical  opening.  This  eond)ination  is  called  a  a/-»'/rm.irx/ot>- 
vtu/inai-jUtufa,  If  there  is  no  vesico-vaginal  fistula,  the  urine  from 
one  kiilney  only  will  escape  through  the  vagina;  that  from  the  other 
will  pass  naturally  through  the  urethra. 

Treatment. 

The  treatment  af  a  u ret cro- vesico-vaginal  fistula  is  as  follow*  : 
First,  split  (he  urctero-vesica!  wall  for  a  little  distance  back  from  the 
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margin  of  the  vesical  opening.  This  make.s  n  iifw  und  larger  (vpcniiig 
fur  the  ureter  into  the  hliukler  rcmott'  from  and  out  nf  tlu-  way  of  the 
ve!?i(*(t- vaginal  fistula.  Tlie  latter  may  then  he  closed  in  the  usual 
manuei'. 

If  the  nrctero-vaginal  fistula  is  not  associated  with  a  vosienl  open- 
ing, it  shoidd  Ijo  ciHi verted  into  a  uretero-vesirtj- vaginal  fistula  hy 
an  incision  at  the  mvt em- vaginal  outlet  dirrclly  tlinaigh  into  the 
hlatltler,  Tfie  operation  is  then  eaiitinneii  as  described  above  fur  a 
aretero-vesico-vuginal  fistula. 


Dudley  Clamp  Operation. 

I  present  herewith  the  report  of  a  unique  case  in  which  atnclKre 
of  the  ureter  ^tttit  a  ptjuitibk  re^ftlf  of  hteerathn  of  tfw  cn'i'i.e  uteri  arnf 
utrtiro-vw/tjuii  JiKftthi  a  remtlt  of  tntchchrr/Htjjhif.^ 

Ill  this  case  a  nretcro-vaginal  fistida  iiceurred  three  days  after 
introducing  sonic  rather  <leep  sutures  for  the  control  ui'  sec*indarv 
hemorrhage  following  tmehehirrhaphy.  The  nreteral  bougie  passed 
tlirough  a  Xitze  eystoscope  denmnst rated  a  tigiit  stricture — jMPSsihlt 
e>hliteratiou  of  the  ureter  near  the  opening  of  the  fistula  and  between 
this  ojx-ning  and  the  nreteral  orifice  in  the  bladder.  About  one-half 
of  the  nrine  es4-ape<l  from  the  left  ureter  into  tlie  vagina ;  the  re- 
mainder pas^sed  naturally  through  the  urethra. 

About  four  weeks  after  the  accident,  with  the  jiur|tose  of  jjcr- 
forming  sorne  operation  to  re-establish  a  free  communieation  between 
the  injured  ureter  and  tlie  bladder,  I  again  etherized  the  patient, 
an<t  for  nmre  than  three-qnart<'rs  of  an  hour  with  ulorine  tenaeula 
and  a  fine  pmhe  sought  in  vain  for  the  pniut  where  the  ureter  (ijiened 
into  the  vagina.  Xo  urine  came  through  ti>  mark  this  point,  and 
even  after  some  rather  extensive  dissection  with  the  scissors  I  was 
unable  to  locate  the  fistula,  nor  was  I  able  to  nudce  out  tlie  ureter 
liy  palpation.  Finally,  however,  a  little  spurt  of  urine  ajtpeared 
just  to  the  left  of  the  cervix  uteri,  but  I  was  unable  at  this  point 
to  pass  even  a  very  fine  probe.  Each  attempt  only  resulted  in  the 
making  of  a  false  pissage — a  thing  difticult  to  avoid  under  such 
conditions.  I  tlien  nuide  a  colpocystotomy,  cutting  witli  the  scissors 
through  the  vesieo-vaginal  wall  in  the  median  line  and  in  the  long 
axis  of  the  vagina  just  in  front  of  the  cervix.  The  vesieo-vaginal 
fistula  thus  made  was  an  inch  hmg.  The  njtper  extremity  of  it 
tcrminate<l  close  to  the  anterior  wall  of  the  cervix  uteri.  With  a 
\x\h'  of  str.iight  scissors  I  then  extended  the  incision  upward  and  to 
the  left  as  nearly  ns  c<ndd  be  estimated  to  the  point  whence  the  urine 
had  escapnK  The  object  was  if  possible  to  convert  the  uretero-vaginal 
fistula  into  a  nrctero-vesico-vaginal  fistula  ;  so  that  the  ureter  should 
op'ii,  not  int(>  the  vagina,  but  into  the  margin  of  a  vesie(>-vagina! 
fistula.  After  another  long  search  I  again  failed  to  find  the  fistulous 
opening  into  the  ureter,  until  it  was  loeateil  hy  another  spurt  of 
urine,  but  tfie  ojiening  was  again  to<)  small  to  admit  a  fine  probe, 
and  therefore  could  not  be  entered.     I  then  still  further  enlarged  the 
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vesici>-vaj;imil  fistula  in  a  dirtxnioii  t*)  tlie  left  of  the  ntorus,  and  by 
^iwm!  tormno  o^K'»io«1  into  a  very  much  dilated  ureter,  IVurrj  which 
Immediately  there  gushed  two  or  three  oiinees  of  ]>ent-up  urine.  A 
l)oU!::ic  was  u<nv  passed  without  ohstructiou  to  the  kidney. 

The  .situation  hein^  now  much  simivlifie<l,  the  following  procedures 
weri'  adopted  :  Tlie  Ivlatlder  mueosa  was  stitehed  to  tlie  vajxiiuil  nmeosa 
alt  aixtuud  the  artitiLMal  ves.ict»-vatriual  fistula,  lu  this  way  the  exposed 
.Hurfaees  were  covered  and  homttrrhnire  e<iutn)lled.  A  h^ni<i8tatic 
fnix'eps,  with  handles  aUnit  four  inches  long  and  with  slender  jaws 
ahout  an  iueh  lonjr,  was  jwissed  thnmurh  the  vesico-vafjinal  Hstula. 
The  forerp  jaws  were  tlieu  passed,  one  into  the  ureter  and  tl»e  <»ther 
into  the  luadder,  so  that  the  forceps  when  l(«'kcd  inehided  in  their 
hile,  uretrnd  wall,  hla<ld<-r  wall,  and  the  eouiieetive  tissue  bet\vo«*n. 
In  this  way  the  lower  extremity  of  the  cut-off  ureter  was  clamped 
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Authiir"*  oiivmiJiiH  fur  urct«ro-vii^tial  flslulft. 

into  close  relations  with  the  bladder.  The  exi>n'tatioii  wa^  that  the 
struetnre;*  within  the  bite  <^if  the  IV>reeps  wofdd  be  drstroWMl  bv  pn'-*-- 
uri'  necrosis,  ami  that  a  wiik-,  free,  uretero- vesica  I  «>|M'nine^  wotdil  Ite 
eMtjddished  at  a  [Muut  sonn-what  distant  from  the  artitinial  openiiinr 
iiilo  llu'  liladder,  and  that  m  this  way  the  ease  would  l)eeome  one 
of  utieotnprH-atetl  vesieo-va^inal  fistula.  Th*'  forceps  cjinie  (tff  in 
about  tbrre  dayp,  and  twelve  days  hiter  the  vesico-vajriual  fisttda 
wan  cKi.Hi'd  by  suture  in  the  ordinary  way.  At  the  time  of  this 
ojK'ration  the  new  uretend  orifice  was  found  to  be  perfwHiy  open  and 
vi'ry  patulous.  The  Kubse(pieut  history  was  nneomjilicated,  uuicui 
waM  complete,  and  in  a  short  time  the  patient  was  dischar^'<'<l  cured. 
lu  a  letter  written   about  six   niuutbH  after  the   fjiiul   (:|KTation    the 


patient  reported  piitire  freetlnm  from  the  pain  in  tlie  left  inguinal 
region  from  which  she  had  suffered,  and  wJiieli  had  made  her  a 
semi-invalid  for  twenty  veal's.  I  regret  that  the  ureter  was  not 
explnrcd  hefon*  tlie  a|)t'ration  on  the  cervix  uteri,  and  that  it  has  not 
be*'n  ]U"a<;tieal>le  to  obtain  nieaf4urenierits  of  it  r^inee. 

My  experienee  in  the  surirical  treatment  of  uretero-vuginal  iist^ila 
is  limite<l  to  only  two  otiier  ruses,  ituv  Iranmutie  and  one  eon^i-nitul. 
In  tlu'se  two  ca-se.s  I  operated  at  St,  Luke's  Hos^pital,  Cliieago,  seven 
or  t^ight  years  ago.  The  operative  treatnient  in  each  was  like  that 
just  deseribed,  except  tin-  urttoral  and  vesical  walls  were  divided  by 
sciripors  instea<l  of  beiiig  e]am[)ed  by  prenisure  forcejis.  In  tliese  eases^ 
however,  tlie  ureteral  openings  were  niueh  tiean.^r  to  the  trigone,  and 
the  lower  extremity  of  the  injured  ureter,  therefore,  was  ijiiite  riose 
to  the  l>la<lder  niueiHa. 

In  the  case  just  rej^)orted  tlie  (iistiinee  and  amount  of  tissue  between 
tiie  Idadder  and  ureter  was  so  great,  that  it  eonld  hardly  have  been 
divided  with  the  scissors  without  danger  ol'  uneontroUatjle  hemorrhage 
or  of  the'  exposure  id'  broud  siH'fac<'s  to  reunite,  or  to  cieiitiiKe  and 
contract,  or  to  snp|>ui-.ite.  Tfiese  diUKcidties  were  ol>viated  by  clamp- 
ing the  UR'tcr  int^t  close  contact  with  the  bladder,  so  t!iat  when  the 
foreepj*  eame  off,  the  exposed  surfaces  left  by  the  necrosis  would, 
owing  to  the  compression,  l>e  of  small  extent.  Th(r  corajiression 
foreepji  used  in  this  way,  therefore,  may  nuike  the  oiwration  pnictieable 
in  those  regions  where  the  tissue  between  the  ureter  and  the  bladder 
is  too  abundant  to  Ih^  divided  safely  by  hJci.ssiirs. 

It  is  ho[>ed  lliat  this  oi>eration  will  give  great  security  against 
subsei[nent  stricture  at  the  new  ureteral  orifiee — a  result  not  obtain- 
able i)y  any  of  the  usual  proetnluret*. 

Trauniatic  uretern-vagina!  fistula  as  a  result  of  trachelorrhaphy 
i.s  rare,  but  ad  a  result  of  vaginal  hysterectomy  and  other  vaginal 
sections  h  not  of  iufretpieut  oeeurrenee.  The  o]>eratJiin  above  de- 
seribed is  applicable  to  tlie  condition^  whatever  the  cause,  whether 
traiuuiitic  or  congetiitnl. 

Tlie  alternatives  to  the  o}jeratiou  are  well  known,  anil  need  not  he 
described.  To  <»|tcn  the  abdomen,  sever  the  ureter  and  insert  it  into 
the  blatlder  wall  is  an  opemtion  of  great  dilfieidty  and  <langer,  and 
sometiioes  is  of  only  tr.insieut  vahie,  "^Plie  same  may  be  said  of  dissect- 
ing or  stripping  tlie  bladiler  from  the  |iclvie  wall,  finding  the  in-eter 
and  inserting  it  into  the  bladder,  without  invading  the  iwritoneal 
cavity.  The  utilization  of  the  vaginal  mneo,«a  in  a  plastic  ojieration  for 
the  purpose  of  diverting  the  urine  from  the  vagina  to  tfie  l)lad<ler 
usually  results  in  failure  of  union,  or,  later,  in  eiwitricial  contraction 
and  couserpient  stricture  at  the  ureteral  orifiee.  The  operation  of 
switching  the  ureter  into  the  intestine  or  into  the  opposite  ureter  is^ 
of  very  questionable  jjropriety. 

Af5  a  corollary  to  tfie  ca.se  just  described,  the  following  oliservation, 
if  well  fonnded,  may  prove  to  have  some  practicjil  sign itica nee.  It  is 
probable  in  this  e^i.se  that  the  laceration  having  extended  into  tlie 
parametria  had  torn  the  structures  around  the  ureter.  There  may 
ako  have  been  injurious  pressure  of  the  presenting   part  of  the  elitld 
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aguiiist  the  ureter.     Such  lacerated  tissues  would  necessjirily  heal   by 

cicatrization  and  contnictinn,  ami  the  cicatrix  thus  formed  would  dniw 
the  bruised  ureter  toward  the  iitt-rus,  conijjress  it,  and  so  give  rise  to 
obstnietion  liotli  from  stricture  and  from  kinking.  Contracting  cie^i- 
tricial  tissue  extending  from  the  cervix  around  the  ureter  would  neceis- 
sarily  draw  the  ureter  into  closer  proximity  to  the  uterus,  where  a 
diL'p  suture  applied  for  closure  of  the  cervix  or  to  control  bleeding 
windil  hv  ajit  to  wointd  it,  or  by  compression  cause  a  narrowing  of 
the  lunu^n  of  that  part  lyitig  within  its  grasp.  In  this  ease  tlie 
siricture  extended  at  h-ast  a  !iulf-inch  on  either  side  of  the  ureteral 
fistula.  It  was  evitlently  this  constricted  portion  of  the  ureter  that 
was  cauglit  by  the  needle  and  cut  ofl' or  penetrated  by  the  suture. 

It  would  Ix*  tpiite  impossible,  without  furtlier  oljservation,  to  esti- 
mate the  proportion  <»f  eases  in  which  laceration  of  the  cervix  uteri 
caust!s  striettire  or  kinking  of  the  ureter,  Kvery  gyiieeokrgist  may 
revert  to  a  class  of  cases,  not  small,  iu  which  there  is  extensive  laeera- 
tion  of  the  cervix  uteri  on  one  or  both  sides,  and  iu  whii-h  the  htealized 
pain  dating  from  the  puerperium  i&  not  readily  accounted  for  by  pal- 
pidile  lesions,  and  is  not  relieved  in  the  slightest  degree  by  tlie  repair 
of  the  cervix.  An  I  look  back  over  an  exjyerienee  of  nicu'c  than  twenty 
years  I  reeall  many  such  cases,  and  among  thcni  the  one  just  reported. 

Ihit  why,  one  may  ask,  if  the  ureter  is  often  drawn  by  cicatricial 
contraction  close  to  the  uterus,  is  it  not  more  fretjueutly  injured  by 
operatittus  on  the  cervix?  The  answer  is  that  if  the  sutures  of 
tracludorrliapliy  were  not  usually  introduced  close  to  the  uterus  or  very 
Kuperiicially  in  the  vaginal  wall,  more  cases  of  uretero vaginal  fistula 
would  jirobably  be  re|)orted.  This  case  was  very  liemorrhagic,  and 
tlieiefnrc  required  except ituially  deep  sutures  to  control  the  bleeding. 
Iti  view  of  the  facts  alr<'ady  set  forth,  I  desire  to  submit  twoipiesllons, 
a.s  follows  : 

Question  1.  In  all  eases  of  extensive  laceration  of  the  cervix  uteri, 
in  which  the  localized  pain  is  not  acci>uute<I  for  by  palpal>lc  lesions, 
shoidd  we  not  pass  a  series  of  graduated  ureteral  bougies  on  the  side 
corresponding  to  the  lacerjition '.'  This  would  be  for  the  [Uirpose  of 
measuring  the  ealibre  of  the  ureter  and  of  locnting  a  possible  strict- 
ure. The  ])rinciples  of  exanunation  would  be  similar  to  those  of 
measuring  the  calibre  of  the  male  urethra  in  the  diagno<«is  of  stricture. 

Question  2.  In  a  case  of  uretenil  stricture  due  to  lacenition  of  the 
cervix  uteri,  or  to  xiny  otlier  cause,  and  sitnate<l  within  the  range  o( 
a  vaginal  operation,  would  not  one  be  warranted  iu  oin-ning  the 
bladder  and  then  j>roceeding,  as  in  the  case  reported,  to  establish  a 
new  ureteral  orifice?  In  other  woixls,  should  ui>t  iliat  condition 
which  iu  this  cnse  was  the  result  of  an  accident,  be  deliberately  repro- 
ducwl  in  similar  csises? 

^fy  answer  to  these  questions  woidd  he  iu  the  affirmative. 

Dr.  Edwar<l  Reynolds'  has  reported  a  successful  f(}w  nf  the  ckivip 
operation  hji  (he  ifU'dnnf  aftore  th>nif)f'<l.  Cvstoscojnc  examination  after 
the  rccoveiy  of  the  patient  showed  a  ureteral  orilicc  which,  except  the 
high  location,  presented  all  the  appearance  of  the  natural  orifice. 

>  BoitoD  Medical  and  Surgical  Journal,  Januarj-  24, 1901. 
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RBOTO-VAGINAL  FISTULA. 


Causes. 


Parhirition,  altliou^li  a  freijiietit  faiise,  is  rclativply  at  least  :i  less 
frequi'tit  caiisfe  of  re<Uo-vagiiial  than  of  ve^i*'o-vaj;imil  rtytiita  :  the 
le.slnu  is  niorL'  frcrjiieiUly  ohsfrvcfl  a^^  the  result  of  syphilis  or  wuirer. 
Occasionally  a  peri-anul  abscess  is  .situated  iu  the  [leriiieiiin,  and  in 
the  acute  staj^e  breaks  into  hoth  the  vagina  and  the  lower  bowel ;  or, 
later,  the  perineum  may  be  ]wrforate<J  from  the  amis  to  the  va«jina  by 
the  burrowing  of  pus.  These  cases  are  apt  to  be  syphilitic  or  tuber- 
culous. 

Diag-noelB. 

The  diagnosis  is  made  by  digital  or  speculum  exandmition,  or  by 
injecting^  milk  into  the  rectum  and  observing  the  point  at  wliicli  it 
appears  in  the  vagina. 

Prognosis. 

The  lesion,  when  due  to  citncer,  is  incurable  ;  wlien  the  ciuise  is 
syphilis,  the  (>[>enition  forcliKsure,  indfss  preceded  by  adecjuate  sjin'cific 
treatment,  usually  fails.  A  sinus  of  tulxTOular  or  other  inHauimutory 
origin  stumld  be  successfully  closed  by  suture;  but  the  prognosis  is 
much  imjiroved  by  such  preliminary  treatment  as  will  improve  the 
general  nutrition.  In  fistida  i\\w  to  pressure  necrosis  the  operation 
of  closure  by  suture,  altliough  beset  by  more  unfavorable  conditions 
than  in  urinary  fistula?,  usual ly  succeetls. 


Operation. 

The  princi[>lcs  are  the  same  as  fur  urinary  fistuke.  The  prepara- 
tion is  till-  siune  as  for  rhtsure  of  ttie  completely  laecmtorl  pi-rtueuni — 
that  is,  (n^f}  catharsis  during  several  days  before  the  nperatioit,  and  the 
n.se  rtf  such  food  and  intestinal  antiseptics  as  will  reduce  to  tlie  nuini- 
miim  the  amount  of  gas  and  other  contents  of  the  bowel  ;  nnuh 
flepeuds  upon  making  the  bowel  as  nearly  as  |iossible  aseptic. 

The  opemtion  often  fails  from  the  pressure  of  gas  and  oilier  rcrtal 
cfuitcnts  agiiinst  the  newly  muted  wmund  ;  henct'  in  order  to  gi\'e, 
during  tiic  healing  [»ri>cess,  a  i'rQi"  fnillct  for  i\\v  rectum,  the  sphiucter 
ani  muscle  should  be  thftroughly  and  widely  stretched. 

Tht'  denutfatioit  hiuI  futnt<ftt/c  t/f  ^tdtwfs  should  be  cm  tlie  vaginal 
side  of  the  recto-vaginal  wall,  and  should  extend  to  but  mit  into  the 
rectal  mucosa.  The  object  is  to  tnake  the  ojiemtion,  so  tar  jus  pos- 
sible, in  the  mrtrc  ftivonible  soil  of  tin*  vagirra.  In  onler  to  insure 
tliorough  denudation  of  the  whoh'  sinus  dear  to  the  margins  of  intes- 
tinal niueosii,  the  index-finger  of  the  left  hand  in  the  bowel  is  made 
to  roll  the  rectal  margin  towanl  the  vaginal  opening,  and  (hereby 
render  it  aceessi[)le  for  denudatirui  by  nieans  of  the  jtroperly-enrved 
scissors.  In  a  very  small  tistuhi  the  sinus  may  be  inaccessible  for 
denudation  until  it  has  been  made  so  by  free  incision  on  the  vagiual 


TEA  tLVA  TLSMS: 

»xon  should  not  oxknd  into  tiic  roctimi.      As  in  uriii- 

ssttrfaeeis  for  union  i>l]ouliJ  W  deniul(Hi  ou  llie  vaj^iml 

of  suture  16  the  saiut*  as  for  vc-iico-vagiiial  ti/tula. 
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_  —      iml  iii^tiila  the  siims  runs  through  the  in*rinpiiiji,  nncij 

■  _-       ,  be  imicL'es.siblc  for  (JeJUidiittoti.     The  sinu^  may  thinl 

%r9        RfcRi  l»y  Ji  |H'riiie:i]  inciaioiu     Tlii^  may  be  oil  the  vuf^inai  .siiUv] 
•mI  ■•W    not    iut!L'ssiirily    divitlit    the  whole  sphincter  aiii    tiuiM'le.l 
M^^  o|jiMatitr^,  however,  divide  the  etitirt*   ])erinciTm   Iwlwcen   tJiel 
^4wyk«»  iiihI  ttif  eutaneous  side  of  the  [leiineiim.     The  renjjuniirp  Ktenn 
g4*  iKo  iwtHliiHi  then  are  to  denude  freely  :md  deeply  tlH='  n*nv  ex* 
MMPed  vrml»  of  the  sinus,  and  then  do.>*e  the  wound  ils  in  the  o|xMiiti<m 
fcr  «QMIfl»tr  laecratioti  of  the  |x*rineiini.     The  advantage  «>f  eottiplf^^  * 
^vi«kii  Hesi  in  the  immobilijiiition  of  the  niiisele.     Unler-.s  s«*vvr«i, 
Si  mt^\  by  itji  iN^atintious  relaxati<m  and  contrsictioii^  in)|>eril    iiitiom 
A*  «  tf^jwllan*,  it  follows  that  if  the  niuscle  h  not  wholly  dtvide«l»  it 
«K^titKi  Im*  pwrtiiilly  divided  or  nt  least  thoroughly  divubed.      It  if? 
ImUt  to  divide  the  inii:^eli',  or  at  least  t"  dtvicle  all  but  a  few  filires,  J 
The  after-in'atnient  is  the  sjinie  as  for  ojieratloiie  in  urinary  tiBtulilJ 
tkiitl  txMiipletf  |Hrineorrluipliy. 
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CHAPTER  XLIV. 


DISPLACEMENTS  OF  THE  UTERUS. 


General  GDnsideratioiiB. 

TriR  title  of  this  chapter  is  not  to  Im>  tnkvn  in  u  restricted  sense, 
for  the  uterus  is  atiatimiifully  hi  connected  with  adjacent  organs  that 
the  (lisplawmerits  of  it  cannot  be  iiitelli«ieiit!y  i-onsidertMl  nor  siitis- 
tactorily  prcsentcil  without  at  the  same  time  incidentally  taking;  into 
aceount  the  ili^iplacenienis — caustitive,  resultant,  anil  coiieiirnMit — of 
the  ovaries,  Fallopian  tnbes,  rectum,  vagina,  bladiler,  am!  perineum. 

The  following  jiatliologieal  se(|nenee  will  Berve  as  an  exani|>le.  The 
vaginal  tnitlct  may  be  no  injured  in  labor  as  to  e^iise  a  tlisplaeenient  of 
the  perineum  backward  toward  the  coccyx,  where  it  van  no  longer 
serve  as  a  bulwark  against  the  downward  foree  which  is  ex<»rt(n!  in  the 
expulsion  of  the  contentn  of  the  bladder  and  rectum.  The  force  of 
atmining  at  gtool  and  of  urination  is  now  exert(Ml  against  the  less 
resisting  bladder  and  rectal  walls ;  they  conse(piently  poneli  into  the 
vaginal  outlet.  The  downward  displueements  thereby  i)ro<lucetl  are 
ealled  cvstoecle  and  rectoecle.  The  vaginal  walls  are  attached  to  the 
uterns,  and,  being  displaced  downward,  must,  by  traction,  pull  that 
organ  to  a  htwer  level.  The  uterns  in  turn  is  c^vnuected  with  the 
bkdder,  rectum.  Fallopian  tubes,  and  ovaries,  and  in  it.s  own  descent 
draws  these  organs  out  of  place  and  distnrb;*  their  relation  to  one 
another.  This  shows  how  a  uterine  displacement  may  he  both  causa- 
tive and  resultant.  Concurrent  tlisplacenicnt  of  the  uterns  and  other 
pelvic  orgiins  may  residt,  for  example,  from  thedownwanl  pressure  of 
a  tumor  or  from  inHamnnitory  causes. 

It  is  convenient^  Iwi^inse  eoniformable  to  usage,  to  treat  the  subject 
of  displacements  of  the  |K'lvie  organs  under  the  heading  Uterine  Dis- 
placements. At  the  same  time  it  must  lie  held  clearly  in  mind  that 
a  uterine  <leviati*in  may  not  be  the  essential  factor  in  the  ujorbid 
secpicucc ;  on  the  contrary,  it  may,  as  already  stated,  be  only  an  inci- 


deuL  Tht  twkjftft,  AatSon^jtopisfU  indadaK  the  Jisplacaneiitfl  not 
menlj  of  the  utenn,  bat  of  all  tke  pdvie  aqgaao.  It  furtlM;r  embrans 
the  rdadood  vrhkh  thtse  ifiiiplTfiafntH  wamj  bear  to  ooe  anot^ier,  and 
to  saefa  ■(■iiwiiaii  Irnioai  as  iaiauiatioB,  timois,  tiamnatisma,  and 

*  of  a  iBiitiariliaii  bctawu  kicttioo  and  position  will 
baeoBK  appaivBt  benafter :  hf  Um  lonner^is  meant  tbe  atuation  of  the 
oi^gan  rnudleai  of  it$  atdtode  ;  hj  the  latter,  is  meant  the  atfitatle 
akwe.  To  dmn^  an  object  from  one  place  to  another,  is  to  change  iu 
locatioB ;  to  turn  it  over  or  bend  it  apoo  itself  is  to  cfaoui^  its  positiun. 

Normal  Position  of  the  Utorua. 

In  the  works  on  anatomjr  and  g^-necologr  which  we  are  accustomed 
to  oonsnU  the  nteros  is  pppresented  as  having  a  straight  or  nearly 
stnitght  canal — as  lying  abmt  midway  between  the  gymphysis  pubis 
and  the  hollow  of  the  fiacmm,  its  axb  correspiodiog  to  that  of  the 
pelvic  inlet.  The^  authorities  gCDNaUy  agree  that  its  position  i^  one 
of  slight,  and  otdy  flight,  aotev«isioa ;  some  admit  that  slight  ante* 


ClsMicoI  reprewntation  of  the  pvlvic  organs. 


Hexioti  may  not  be  injiinoiis,  hut  most  woiihl  pronounce  the  organ 
nntovrrtfd  or  aTitortf'x^Hl  tn  a  clrg^roc  that  wouUl  rmlan^cr  iicnltlj  if  by 
«!i^itat  cxumiruiliun  itsantt-rior  wall  ctiultl  he  fell  ihnxijih  the  niilerior 
wall.of  the  vagina.     Tlii^  clnsHical  idea  of  the  normal  noftiti(>n  of  ti 
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uterus  wrongly  presupposes  a  tliatcndwl  bladdor  iiud  rectum  occupying 
tlu'  aiiteriur  ami  tlio  pustcrior  tliinlpi  of  tlui  j>i!lvic  cavity.  tSiicli  an 
iirraiigcniunt  woirld  leave  tor  thu  uloriia  otily  the  intrrnicdiate  .space, 
aiid  would  constitute  a  condition  seldom  or  never  rcaliKt-d  in  licallh. 

Suppose  a  straiglit  line  eoiiicidont  with  the  vcsicu-vuirinal  wall, 
Fi«z;uiv  ;i(j4^  to  lie  continual  throu;j;h  the  cirvix  to  the  sai*ni(ji.  Thi.*< 
Iim»  represents  approxiiuately  the  anti'ro-]Hjstt*ri()r  dianu-tt-r  of  the 
j>elvis.  The  lenjrth  of  tlic  vcsico-vaginal  wall  is  two  and  a  half  iuL-hes, 
ami,  supposing  the  cervix  to  be  just  midway  between  the  symphysis 
and  the  sacrum,  the  distance  from  its  iK)sterior  wall  to  the  saeriim 
must  also  be  two  and  a  half  inches.  Add  to  the  sum  of  these  two 
parts  of  this  autero-jwisterior  diameter  one  inch  for  the  cervix,  and  the 
an tero- posterior  tliatueter  of  the  ]>elvis  beennuis  six  inelies,  instead  of 
the  nnrnial  lour  and  one- third,  wliieli  proves  that  the  cervix  must 
normally  be  nineh  nearer  to  tlie  hollow  of  the  sacrum  than  to  the  sym- 
physis. Since  the  lejtgth  of  the  vesico-vaginal  wall  plus  the  diameter 
of  the  cervix  measures  three  arid  one-half  inches,  it  folluws  that  the 
distance  from  the  posterior  wall  of  the  cervix  to  the  hollow  of  the 
siu^rimi  must  In-  the  dirterence  lietween  four  and  one-third  au<l  three 
and  one-iialf  iuelu's,  or  five-sixths  nf  an  IucIl  These  nuasurcjuents 
are  approximations. 

Again,  suppose  the  uterus,  Figure  390,  to  be  carried  bcwlily  U|)ward 
and  backward,  its  axis  remaining  thesanui,  until  the  cervix  reaches  its 
normal  position  near  the  hollow  of  the  sacrum  ;  then  would  the  binly 
of  the  uterus  inijjinge  upon  tlie  bony  sacrum.  It  is  therefore  clear  that 
auteversion  must  be  the  normal  position,  beciiuse  the  uterus  and  sac- 
rum woidil  otherwise  occupy  the  same  space. 

Figure  305  represents,  according  to  Sehultze,'  the  location  nnd 
position  of  the  virgin  uterus  and  its  surroundings — the  bladder,  rec- 
tum, and  vagina  being  empty  and  colhipsed.  The  angle  of  abcvut  9^"^ 
whicli  the  cervix  forms  with  tlu'  vagina  tueasmvs  the  forward  inclina- 
tion of  the  cervix,  but  is  subject  to  slight  variations  in  couscfpieiu'c 
of  the  }tliysiologica]  movements  of  the  uterus.  The  IkkIv  is  furtber- 
niore  bent  forward  upon  the  cervix,  so  that  its  anterior  surface  rests 
ill>on  the  empty  bhuhler.  TJie  angle  of  normal  antcHexion^  accord- 
ing to  careful  measurements  by  Schnlt^te,  is  about  4H°  ;  Fritseh  says 
that  1H3°  is  the  i)hysif>logical  limit.  This  (|uestion  will  be  further  con- 
sidered under  the  subject  of  pathological  anteHexions. 


Normal  Movements  of  the  Uterus. 

Strictly,  the  uterus  can  have  no  absolutely  normal  jiosition  or  loca- 
tion, because  it  has  a  certain  mtrmal  range  of  movements  that  depend 
to  some  extent  upon  respiration,  intiu-abdomina!  forces,  and  locomo- 
tion, but  more  especially  upon  the  varying  quantity  of  the  rectum 
and  bladder  contents.     The  normal  position,  then,  varies  within  the 

FkrUn.  Ihsi.  Ely  Van  rle  Wnrkcr  mukes  a  full  «nd  rritlcnl  sliidy  of  Uil'  normal  mnvi'ineiils  of 
thu  uuimprL|>ni«tt*d  iitLriis,  in  the  NfW  \'i»rfc  Mcdiral  Jotiraal,  voL  xxl.  p.  '£''<  ;  and  of  the  nor* 
mat  poaliion  an'i  tnoveiiiciiLi  uf  the  unimfirv|rnut«.-<I  ultrrus,  in  the  Anturie&ti  Journal  of  Obstet- 
rira,  vol.  xL  p.  314.    HU  coacIOBlotis  BUlMtantinlly  agree  with  the  Uter  olMervatiotu  of  Scholtao. 
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limitfi  of  the  nonna]  movemrats.  If  tlie  bodjr  of  the  uteruB  rests 
ttpoo  the  blatider.  it  muist  ri^  &<«  the  bbdder  beoocoes  distended  ;  and, 
coovef«eK%  if  tbe  arine  he  drawn  thiyu^a  catheter  while  iIm*  wocnaa 
»5  \yinv  on  her  back,  tbt*  uteruis  p«>t withgtainding  the  oppoc^in^  influ- 
ence of  it^  own  weigiit,  immediately  fi:JUiws  the  medii^  wull  of  tbe 
bladder  and  returns  through  an  arc  of  45^,  or  posnblj  even  90^,  to 
it^  accftstomed  poatioD. 

ncKmmWU 


Correet  dnwiog  of  the  pelvic  orgaiu.    Setal-diagTaniinatlc. 

The  full  rw'tiim  f(>rces  the  uterus  in  the  opjiosite  direction,  towani 
the  symphysis,  and  thereby  cotinteraots  the  iuflut'iiec  of  lh»*  full 
hl{nlt]*'r.  ThiH  anterior  niovfiiient  i?;,  however,  somewhat  Hinit(*(l, 
and  is  ooiifirx"*!  tt*  the  fervienl  portion,  oxet'pt  when  iIip  IkhIv  has 
lK*en  foreetl  bark  iivto  close  proximity  with  the  rectum  by  the  ovcr- 
(liKtended  hhulder. 


Normal  Supports  of  tbe  Uterus. 

The  uterus  is  maintained  in  it*?  normal  pofiition  antl  location  by  the 
pelvlr  floor,  of  which  the  uterim*  ii>r:iinM'n1«<  are  an  e^j^ential  part. 
Thf  uterine  ittfumentM  are  pliiysit>h><rif"ally  in  n  j^tato  of  relaxation  ; 
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the  state  of  tension  would  be  pathological  ;  they  dc>  not  fix  the  uterus  ; 
they  teud  only  to  limit  its  luovementj^  to  tlieir  normal  range.  Baek« 
ward  disniaeeuient  of  the  body  is  rest-stod  by  the  round  ligaments  j 
baekward  displaeenient  of  the  cervix,  by  the  utero- vesical  ligaiueiits 
and  Ijy  the  \e.sico-vaginal  wall.  PVjrward  aial  downward  <li.splac'e- 
jnt*ntsare  re^:i8ted  bv  the  utero-saend  ligaments,  an<l  exces.sive  lateral 
niHtton  liV  the  broad  liganu'Ot.s,  This  restraining  ])o\ver  is  doubtless 
greater  in  the  utero-saeral  than  in  any  oi"  the  other  ligauients. 

The  pehie  Jfof)}',^  which  iw  the  chief  sujJ|K>rt  of  the  uternsj  is  divided 
into  two  segments,  the  pubic  and  sucraL'  The  pubic  segment  includes 
bladder,  urethra,  anterior  vaginal  wall,  and  bUuhier  peritoneum  ;  it 
is  attached  in  front  to  the  symphysis  pubis,  and  hitcnilly  to  the  ante- 
rior liony  walls  of  the  pelvis.  The  saeral  segment  ineludes  rectum, 
perineum,  posterior  vaginal  wall,  and  strong  tendinous  and  muscular 
tissue  ;  it  is  attached  to  the  coccyx,  to  the  sacrum,  and  to  the  posterior 
wall  of  the  bony  pelvis. 

Permeating  the  pelvic  floor  in  nil  directions,  entering  into  the  com- 
position of  its  single  parts,  binding  them  together,  and  sending  its 
processes  h*  the  bony  pelvis,  is  the  pelvic  connective  tissue,  upon  tlu.' 
integrity  oi'  which  largely  dejiends  tlie  integrity  of  the  |)eivic  floor  as  a 
uterine  suppr>rt.  Its  pernicious  influence  when  disease<l  is  considered 
elsewhere.  The  idea  that  the  uterus  is  supported  by  the  vaginal 
walls,  or  by  the  perineum,  or  by  the  uterine  ligaments  is  obsolete  ; 
they  are  imp<3rtant  parts  of  the  pelvic  floor  and  as  such  contribute 
their  share,  but  the  pi  vie  floor  as  a  wlif>le  supports  the  uterus.  The 
various  uterine  supports  an^  to  a  great  extent  the  seat  of  motor  in- 
fluence. They  consetpiently  tmt  only  resist  excessive  mov<'meut,  l>ut 
also  serve  to  return  the  organ  from  its  physiological  migrations. 

Definition  and  Nomenclature  of  Displacements.  In  the  tbre- 
gtning  pages  the  normal  location,  position,  movements,  and  sujijxtrts 
of  tiie  uterus  have  been  outlined.  Those  coudiiioris  are  jiatlmlogical 
which  intlnce  changes  to  positions  or  locatinus  beyoral  the  clefined 
liuHls,  or  which  so  fix  the  organ  that  its  normal  movements  arc  pre- 
vented. The  displacements  are  divided  into  mai-locations  and  mal- 
positions. 

The  mal-locationSj  in  which  the  uterus  occupies  a  place  outside 
its  normal  limits,  arc  as  follows: 

Ascent.  Antr'-locatiou, 

Ketro-location.  Lateral  location. 

Descent. 
The  malpositions  are  determined  by  excessive  change  in  the 
inclination  of  the  uterine  axis.  They  are  further  divided  into  flex- 
ions, in  which  the  organ  is  bent  ujmju  itself  in  an  abnormal  tlegrce, 
manner,  or  direction;  and  versiou>,  in  whicli  tlie  axis  of  the  unflexed 
uterus  inclines  in  an  abnormal  degree  or  direction.  The  malpositions 
therefore  are  : 

Retroversion.  Lateral  flexion. 

Retroflexion.  Ante  version. 

Latei^l  version.  Antn-flexioii. 

1  For  a  (K'scriptttun  et(  the  fomnl«  polvie  floor,  see  Hart's  AtlM. 
•  Hart  Biiti  iUrbiiiir'B  Miiiniul  of  tiyneeoloRy- 
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mod  DiacDoan  of  Displacements  in  General. 

Sm4  vurietT  of  (fisphcement  mar  be  indicated  by  its  own  group 
Qt^tnpiQaK  and  phTsical  ^igns.  The^  will  be  prc-^nted  in  the 
<ld^t%t  yml  <fif8pl*ec«nents.  To  avoid  repetition,  those  symptoms 
ilMfl  »V|^  wkidi  pertain  to  no  spedal  displacement,  but  which  belong 
|«blktt«lik«^  will  be  tneotioned  at  ooce.  They  may  arise  either  from 
llfl  iHlphirrnif  m  itself  or  from  its  poe%»ible  complications,  of  which  the 
*^'*—-nij  are  examples  :  metritis,  ovaritis,  salpingitis,  atre>>ia,  stenii^Is, 
.  NVJMcal  catarrh,  reciitis,  rectal  catarrh,  |X'rimetritis,  peritonitis, 
u;\nm.*  cutarrh,  tumors,  and  cicatrices. 

Vterioe  displacement  may  be  a  cause  or  an  effect  of  associated  o«im- 
pii^'viti^ms ;  or,  together  with  thenu  it  may  Ije  a  concurrent  result  of  :?ome 
iXMUUion  cause ;  or  it  may  have  had  primarily  no  |3athological  connec- 
IHMft  with  them.  The  symptoms  of  displacement  refer  to  the  pelvic 
orjpius  or  to  the  nervous  system.  Among  the  symptoms  which  refer 
\\^  the  jM'lvic  organs  are  difficulty  in  walking  and  sUinding,  i>elvic 
iy*in.  nu^re  or  less  ei>nstaut ;  dysmenorrho?a,  meuorrhagia,  sterility, 
m>|ueut  alK»rtion,  constipation,  painful  or  difficult  tlcfecalion,  dysuria, 
|«iUyuriti  and  tenesmus.  Among  the  symptoms  which  refer  to  the 
iwr\"\ms  system  are,  neuralgia  in  various  parts,  paralysis,  hysteria, 
Mervims  dysjx'psiu,  auwraia,  chlorosis,  and  spinal  irritation. 

The  final  diagnosis  must  always  dei)end  upon  direct  examination  of 
the  uterus  itK'lf.  The  first  division  of  liie  aUtJve  group  of  symptoms 
in  not  likely  to  escaf>e  notice  n»  indicative  of  displacement,  but  the 
nervous  symptoms  are  coastantly  disreganied  nr  trcatcil  without  refer- 
ence to  their  |K)ssible  jielvic  origin.  The  frequent  dependence  of  these 
nervous  phenomena  upon  displacement  is  proved  by  their  pei*sistence 
in  many  cas^v**  after  urtlimm-  treatment,  by  their  prompt  d i pa ppta ranee 
ujwn  jK-rnuincnt  replacement  and  retention  of  the  utenis  by  mechanical 
means,  and  by  their  usually  prompt  recurrence  upon  removal  of  the 
supfHirt,  The  presence,  ihereiore,  of  the  second  divi^-ion  of  the  group, 
or  any  jwrt  thei'eof,  even  though  the  first  be  absent,  will  justify — nay, 
even  nei'cssitnte — a  careful  investigation  into  the  state  of  the  pelvic 
orpms. 

The  examination  that  results  only  in  giving  the  name  to  a  special 
variety  of  displaeement,  and  does  not  include  the  complicating  IcHions, 
would  n<tt  furnish  a  sufficient  truido  to  the  thcraiK-utic  indications,  and 
is  iher<:»fore  inade(|uatc.  The  snccessful  trculment,  for  instance,  of  an 
anteflexion  <lc|K'ntlcnt  upon  iuflannnation  of  the  utero-saera!  ligaments 
must  include  the  removal  of  the  infl.'immation. 

.Vn  important  prcrt^jiiisite  to  examination  is  the  absence  of  contents 
in  the  rectum  and  blailder.  The  full  rectum  distorts  the  vapinal 
walls,  deprives  the  examiner  of  the  space  necessary  for  the  introduction 
of  the  speculum,  and  throws  the  uterus  out  (►fits  accustomed  |Htsition. 
Much  more  troublesome  is  the  presence  of  even  a  small  ouantity  of 
urine  in  the  bladder,  because  it  cause?  the  patient  to  render  the  aln 
dttniiual  muscles  tens<:'  when  the  hand  is  |ilaced  over  the  lower  jvortion 
of  tlic  abdoHHii  fi>r  bimanual  puljiation,  and  ninkes  it  impo>siblc  to 
eng!ig<?  the  uterus  betweL'U  the  hand  anti   the  examining  finger.     The 
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d!st<?ndc<I  bladder,  by  ptushing  tbe  uterus  upward  and  backward,  makes 
biinanual  [nilpatifJii  aliuost  u.^fle^*s.  It  is  not  t^urjiri^ing  that  conflict- 
ing oj>iiitons  are  lumiinon,  wbon  one  day  tbe  patii-nt  is  exaniiiifd  witli 
rectum  and  blatbk'r  full,  another  day  with  tiic.se  organs?  empty  ;  one 
dxiy  in  the  dorsal,  another  itay  in  8inis'  or  the  knee-chest  position  ; 
one  day  with  tlie  evHudrical  or  bivalve  ^peculuni,  another  day  with 
Sims'  or  vSjnion's.  The  lef't-hiuid  nu'tluHl  of  cxuniinatioii  is  ineom- 
pamhly  superior  to  tbe  riglit.  The  palmar  surface  uf  the  index- 
finger  is  more  easily  directed  toward  the  left  side  of  ttu-  pelvis, 
which  is  especially  subject  to  disease.  Its  tactile  sense  is  more 
acute  and  more  easily  educated.  The  stronger  right  hand  should 
be  free  to  palpate  the  surface  of  the  abdomen  in  eoujoined  manip- 
ulation. 

For  digital  examination  the  dorsal  ptjsition  is  preferred  :  the  patient 
shftuld  l>e  drawn  close  t(t  the  edge  of  a  bed,  or  prefeiidtly  a  table,  the 
thighs  being  Hexed,  the  feet  about  fifteen  inches  apart,  and  knees 
widely  scjxirated.  The  examiner  shonhl  stand  laeitig  tlie  patient  or 
at  her  left  side.  The  index-finger  of  the  left  hand,  pro]>erly  lubri- 
cated, then  slowly  advances  over  the  jierinemn  into  the  vagina,  noting 
ttie  condition  of  the  jx*rinenm,  the  pres^-nce  or  absence  of  eicatrires, 
hxcerations,  tumors,  or  relaxation  of  the  vagina  or  junineiim,  the 
C4ij>acity  of  the  vtigina,  the  comlition,  size,  and  (lirw^tion  of  the  cer- 
vix, its  distance  from  the  saernm  antj  vulva,  its  mobility  or  fixation. 
Now,  the  right  hand  is  pressed  well  down  bebinti  tbe  pubes,  and  tbe 
uterus  is  engaged  between  it  and  the  examining  Hngcr,  Stv  Clmj>ter 
III.  In  this  way  the  examiner  may  determine  cjnite  arennitely  the 
imsition,  locatitvn,  and  size  of  the  entire  orgjui  ;  may  detect  the  jkis- 
sible  presence  of  complicating  tumors,  both  inflammatory  and  non- 
inflammatory ;  may  also  note,  if  possible,  the  l(x*ation  and  condition 
of  the  ovaries,  which,  esjK'cially  in  posterior  displacements,  are  liable 
to  be  prolapsc<I  and  excessively  sensitive,  and  to  constitute,  there- 
fore, a  most  intraetable  complication.  The  index-Hnger  sweeps 
aromid  the  cervix  in  search  of  tender  places  which  may  be  the  result 
of  inflammation  or  the  exjiressittn  of  some  neurosis.  Ab<ive  all,  the 
digital  examination  rcejuir'CH  a  light,  gentle,  delicate  touch.  Tbe 
index-linger  may  ni»\v  be  nmioved  and  reintrodneed  into  the  iTctnui, 
the  right  hand  still  being  iM'bind  the  pulHs,  or  tbe  cervix  may  be 
grasjjcd  betw<'<'n  the  index-flnger  in  the  rectum  and  tlie  thumb  in  the 
vagina,  picked  u]i,  as  it  were,  between  the  finger  and  the  thumb  thus 
placed,  and  with  the  aid  of  the  right  hand  behin4l  the  pubes  thor- 
oughly |)alj)ated. 

A<let(uatc  diagnosis*  of  the  position  of  the  pelvic  org;uis  is  usually 
made  by  tmich  and  conjoined  pidpation.  It  is  ."H-hhtrn  necessary  <»r 
desirable  to  sonu<l  or  [trobe  the  uterine  cavity  in  order  to  learn  the 
position  of  the  uterus;  indeed,  aeeunite  information  in  the  majority 
of  cases  can  l)e  more  readily  and  more  .srfcly  gainc<l  by  tomb  alone. 
A  tumf>r  (tr  inflammatory  mass  in  the  pelvis  may  be  confused  with 
the  uterus.  In  such  a  case  the  uterus  may  be  <letinitely  located — 
relative  position  determine*! — by  the  sound  or  pi-olx*.  When  the 
uterine  canal  is  thus  explored  the  patient  may  be  on  her  back,  and 
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finger  in  the  vagina  may  be  used  as  a  guidi'.     Th« 
vvever,  is  must  efectiially  and  gently  ma.de  witii  Situs'^ 
atit>nt  being  in  the  left  latcnt-prone  jxisition.     In  i^onie* 
caimol  bo  passed  by  auy  other  nit*th<Ki.     The  btvalvi? 
i^{x?C!iila  arc  almost  useless  in  tsxplordtious  of  the  into- 
ne. 


CHAPTER  XLV. 

MAL-LOCATIONS  OF  THE  UTERUS. 

Ascent.      Retro-location.      Ante-location.      Lateral   Locations. 
Descent  or  Prolapse. 

ASCENT. 

Ascent  of  the  uterus  may  result  from  traction  above  or  pressure 
below.     The  organ  may  be  drawn  upward  and  backward  by  shorten- 

FlGURE  898. 


Schematic  drawing  of  various  mal-Iocations. 

ing  of  the  utero-sacral  ligaments,  which  results  from  inflammation, 
and  which  usually  induces  a  troublesome  form  of  anteflexion.  The 
enhirged  pregnant  uterus  sometimes  becomes  attached  by  adhesive 
inflammation  to  a  portion  of  the  peritoneum  in  one  of  the  higher 
zones  of  the  pelvis  or  in  the  abdomen,  and  the  organ  may  conse- 
quently remain  fixed  in  its  elevated  position  after  involution.  A 
tumor  connected  with  the  uterus  or  its  appendages  which  has  grown 
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ton  large  to  he  retained  in  the  pdvh  may,  upon  ri>ing-  into  the  abd«>] 
men,  drag  tin?  uterus  witli  it.      i'ressun*  Ih'Iow   m:iy  come   i'nmi  vs-\ 
pessivp  di.stentifin  of  tlu?  rectum  or  Ijliidder,  or  tVoni  a  larLfe  aofuniu- j 
lation  of  menstrual  fluid  in  the  vagina,  iir  from  a  tumor  originaliiig 
in  any  portion  of  the  pelvic  below  the  level  of  the  uterus. 

RETRO-LOCATION. 

The  uterui?  may  be  fureed  baek  into  a  jwst-normal  loeation  l»y  the 
presence  of  a  tnnior  in  front  or  by  the  dif^ti'iuled  bladder,  or  it  maybe 
drawn  back  and  Hxed  by  ]>eritoneid  adhesions.  Ketro-loeatinn  i.s  liable 
to  iuduee  vesical  irritatioti  by  putting  the  ve.siro- vaginal  wall  on  the 
stretch,  and  then^by  dragging  on  the  neck  of  the  bladder. 

ANTE  LOCATION. 

The  <jaii9es  of  this  displaeement  are  similar  to  those  which  produce] 
retro-locution;    they   are:     Distention    of  the    rectum,    post-uieriue 
hematocele,  posst-uterine  tumiiri^,  anrl  peritoneal    adhesions.       Ante- 
location  often  eaujsej;  vesical  ii'ritation,  consequent  upon  the  InvflHoni 
by  the  uterus  of  that  t^pace  which  belong!?!  to  the  bladder. 

LATERAL   LOCATION. 

The  entire  uternn  is  itfrcn  disphieed  to  the  right  or  to  the  left  by  I 
a  tumor  or  by  an  inlhunniatory  unxsB,  In  either  ease  the  uteru.s  is 
crowded  to  ihe  opjxnsite  (>idc  nf  ihe  jHdvis.  After  resolution  of 
an  tuHammatory  mass  the  In-oad  ligament  and  a<]jaccnt  inflame<I 
structures,  shtvrtfiud  by  cicatricial  contraction,  draw  the  uterus  to 
the  atfeetctl  siile  and  fix  it  there.  Jjiiceration  of  the  cervix  opens  the 
way  to  infection,  and  is  often  therefore  follow^ed  by  inflammation  in  j 
the  jiaramotrium  on  the  corresponding  side.  The  ulcrns  may  be 
cruwilcd   to  ojie  Mitte  by  a  tumor. 

Diaernosis,  Symptome,  and  Treatment  of 'Ascent,  Retro-location. 
Ante-location,  and  Lateral  Location. 

The  diagnosis,  symptoitis,,  and  trcalmtiit  of  tbcabttvc  mal'lm-uion."* 
are  wholly  snbonlinate  to  the  rntvre  significant  lesions  of  which  ihcv 
arc  only  the  incidental  results. 

Thr  Treaiiitrnf  for  nuil-loeations  due  to  inllarnmatory  caiusrs  is  the 
same  as  that  for  the  inflammation.  The  inclications  for  topical  treat- 
ment an<l  surgical  measures,  including  f»pcnitions  on  the  uterus  and  iti* 
ap|H.'ndagcs  and  the  removal  of  timiors,  will  vary  with  the  causative 
lesions.  In  many  cases  mal-locatituis  rtf  the  uterus  give  rise  to  no 
symptoms,  and  therefore  require  no  treatment.  Pessjiries  for  all  nuil- 
locations  except  descent  are  useless,  and  may  lie  harmful. 

DESCENT    OR   PROLAPSE. 

The  nature  of  tliis  displacement  is  clearly  indicated  by  the  name. 
It  is  rfonvenient  to  distinguish  three  degrees  of  descent : 
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First  Degree  :  The  uterus  is  displaced  downward  until  sufficient 
space  has  been  gained  between  the  cervix  and  the  sacrum  to  permit 
tlie  corpus  to  turn  back  into  extreme  retroversion. 

Second  Degree  :  The  cervix  descends  to  the  vulva. 

Third  Degree  :  The  uterus  protrudes  partially  or  wholly  through 
the  vulva.  The  third  degree  of  descent  is  sometimes  called  pro- 
cidentia. 

Etiologry  and  Mechanism  of  Descent. 

Descent  may  be  the  result  of  any  or  all  of  the  following  causes  :' 

1 .  Pressure  from  above. 

2.  Weakening  of  the  uterine  supports. 

3.  Increased  weight  of  tlie  uterus. 

4.  Traction  from  below. 

Any  of  the  above  conditions  being  the  primary  cause,  the  others 
singly  or  combined  may  result. 

1.  Pressure  from  Above.     Under  this  head  may  be  included  : 

a.  Pelvic  or  abdominal  tumors. 

b.  Ascites. 

c.  Tight  or  heavy  clothing.     ' 

d.  Straining  at  stool. 
€..  Muscular  exertion. 
/.  Fecal  accumulations. 

g.  Habitual  overdistehtion  of  the  bladder. 

2.  Weakening  and  Relaxation  of  the  Uterine  Supportjj 
may  be  consequent  upon  : 

a.  Subinvolution. 

b.  Senile  atrophy  of  the  pelvic  floor. 

c.  Abnormally  large  pelvis. 

(1.  Increased  weight  of  the  uterus. 

e.  Puerperal  traumatisms. 
/.  Pressure  from  above. 
g.  Traction  from  below. 

3.  Increased  Weight  of  the  Uterus.  Among  the  patholog- 
ic4il  developments  which  cause  increased  weight  are  : 

a.  Congestion. 
6.  Subinvolution. 

c.  Metritis. 

d.  Pregnancy. 

e.  Fluid  in  the  endometrium. 
/.   Uterine  tumors. 

4.  Traction  from  BpiiOW  may  be  due  to  such  causes  as  : 

a.  Vaginal  cicatrices. 

b.  Abnormally  short  vagina. 

c.  Falling  of  the  pelvic  floor. 

d.  Contraction  ana  congenital  shortening  of  the  vagina. 

e.  Tumors  of  the  cervix  or  vagina. 

Utero-gestation,  parturition,  and  the  puerperium  may  be  followed 
by  increased  weight  of  the  uterus  and  weakening  of  the  supports  from 

>  Adapted  ft-om  Thomas'  Diseasca  of  Women. 


Second  degree  of  (li-stLtit.    Cervix  uppours  ut  tho  vulva.    RefUwt'K'  u.wi  ryslorele. 
Scm  I  -dtagrammatic. 
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subinvolution.  Piierjx'ral  traumatiffim  inay  injure  the  vagintil  outlet 
and  cjiiiw!  the  vjiginal  walls  to  full  ;  these  in  turn  may  drap:  tlie  uterus 
down  iiftt'i-  thctn  ;  itulecd,  oxccsrtive  descent  of  the  vagitial  walls 
usually  originates  in  parturition.  Obviously,  descent  of  the  ve.sico- 
ftnd  rccto-va^inal  avails,  or,  more  comprehensively^  the  saenil  and 
pubic  iseg-nients  of  the  pelvic  flfnir,  inv<jlves  also  concurrent  descent 
of  the  utenis  and  it;!  appendages.  It  is  clear  troni  the  above  that 
descent  of  the  vagina  must  be  studied  in  connection  with  the  descent 
of  the  uterus. 

In  labor  the  anterior  wall  of  the  vagina  is  so  depressed,  strelclied, 
and  shortened  by  the  advaneinjj  heatl  of  the  child  that  during  antl  after 

FiatJRE  401. 
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Compile  or  thlid  <lo«rfo  of  <lc9pent.    Rfrtocek-  ntitl  cystocelo.    Rectooele  forma  a  pniu-h  in 
which  »cybal»  may  nccurouUte.    Beoal-cllagTammiitic. 

the  second  stn^re  tlu'  anterior  lip  of  the  cervix  may  be  seen  behind  the 
urethra.  If  the  puerpcrlum  progresses  favorably,  with  prompt  invobi- 
tionof  the  uterus,  vagina,  perineum,  atid  pi-ritimeum,  the  relaxation  vf 
the  vesieo- vaginal  wall  and  of  the  utero-sacnil  supports  disappears  and 
the  uterus  resumes  its  normal  multiparous  location  and  position.  Hut 
if  the  enlargeil  uterus  remain  in  the  long  axis  nf  the  vagina,  with  its 
fundus  iuran-erated  in  the  hollow  of  the  sfierum  lictween  the  utero- 
sacral  ligaments,  and  with  its  sacral  supports  so  stretched  tliat  they 
cannot  recover  thdr  contractile  pctwcr,  and  with  involution  of  all  the 
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|>elvic  organs  arrested,  the  descent  may  not  only  persist,  but 
even  prtjgren*,  with  constantly  increasing  protrusion  of  the  vesfico- 
vaginal  wall — ctfMcM.'ele — to  the  third  d^^ree  «»f  prolapse.  The  down- 
war<l  influence  of  the  above  conditions  may  be  increased  niatcriallr 
by  rupture  of  the  perineum  and  con^^^uent  prolapse  of  Uie 
vaginal  wall  into  a  pouch,  called  rectocfie. 

In  the  great  majority  of  oa^se:?  of  complete  prolapse  the  post 
vaginal  wall  in  it^  dei^cent  h  peeled  off  frt>ra  the  rectum,  &s  show 
Figure  40:i,  leaving  the  latter  in  the  normal  position.  In  rare  iusta 
the  lower  portion  of  the  rectum  also  is  found  to  have  extrudtHJ  ioi 

Fiorux  ¥*:. 


Complete  or  third  devreu  of  dusrent     Vaie:liiul  wall  peeled  off  fh>io  iUe  rectum,  leavtn 
rectAl  wall  in  iioruml  position.  rvKtoi'ele  extreme  :  irn  rertocelc.  Senii-dlafTamm«Uc. 
displaced  with  the  uterus.    See  Figure  *>!. 

extreme  rectorele,  mnking  a  ]>oueli  below  and  in  front  of  the  anu.«, 
in  which  fecal  matter  may  aciumnlate  and  remain  as  hard  seybalie. 
See  Figure  401.  '      . 

Ob\'iouRly,  complete  prolapse  of  the  uterus  is  otily  an  incident 
to  prolapsi'  (»f  the  pelvie  floor.  Tlte  whole  mechanism  is  in  all 
respe<*ts  analogous  to  that  uf  hernia.  The  extruded  ma.'^s  drags  after 
it  a  |>eriloneal  sac,  whieli,  hernia-like,  eontaius  >;niall  intestine.  This 
sac  forces  its  way  to  the  pelvie  outlet  an«l  extrudes*  through  the  vulva, 
having  the  inverte<I  vagina  for  a  covering. 


JfAL'LOCATIONS  OF  THE   UTERUS. 


623 


In  the  first  degree  of  descent,  Figure  408,  as  wv  liave  said,  the 
nterns  is  displacod  downwiinl  and  f*on,vtird  snffieieiitlv  to  permit  llie 
ImxIv  to  turn  back  mU)  retroversiioii  ;  a.s  already  stated,  tlie  organ  in 
its  normal  loeation  cannot  retrovert,  heeanse  in  so  dotiig  it  wonld 
im|)inge  upon  tlie  bony  sacrutii.  As  a  eonscqiience  of  the  tirst  degree 
of  deseent  there  are  two  signifieaiit  ptisstbilities :  Firtsl^  as  tlie  uterus 
falls  to  a  lower  k'vel,  where  it  wonld  crowfl  npon  and  irritate  the 
|jlad*ler,  it,s  long  axis  usually  changes  so  as  more  ujid  more  to  c(ynf'orni 
tr»  tliat  of  the  vagina,  the  cervix  moves  toward  tfu-  piibes,  ami  the 
corpus  toward  the  sjienim — that  is,  it  turns  baek  away  from  the 
bladder  int<i  retroversion  ]  this  is  as  if  the  irritated  bladder,  in  tlie 
protection   of  its  own    rights   and    territory,   had   thrown  it  back ; 


Fir.iRE  4n.r 


Prolapse  of  the  third  degree.    tJtenia  prcitn»UnK  thn»iij.'h  Ihr  vulva,    fkiunds  demoustratt- 
the  bladder  to  be  in  complete  iJeactnt  wUh  tlie  uterus.' 

serond,  inRtea<l  of  turning  baek  into  retrovei-sion,  the  location  of  the 
uterus  ntay  sinijtly  change  to  a  lower  levcl^  whih>  the  positinn  remains 
the  same — that  i.s,  the  organ,  still  retaining  its  normal  position  of 
anteversion  and  anteflexion,  m.ay  only  settle  to  a  lower  plane.  It 
must  then  wciipy  space  that  belongs  to  the  bladder.  The  normally 
anteverteil  and  anteflexed  uterus  in  such  descent  is  much  aiore 
palpable  to  digital  examination,  and  for  this  rea.son  the  vesical  irri- 
tation consequent  njiion  the  (leseent  has  nftcn  been  wrongly  attributed 

'  After  S<'liatrar. 


DISPLACEilESTS. 

1«  til*  Wlrvcivion  ami  aiit<'fl«*xi<>n,     Tn  this  wny  Inis  ari.sou  much  tt»ft^ 
fnf^*^  in  the  cflTort  to  dniw  the  line  hehveeii  mtrnial  and  jxitliological , 
Iint<»n4'»r  j*t*Jtton«.     The  |>roinj>t   relief  which  follows*  permanent  re-  ' 
|4iK«fliieiil  of  tbo  organ  to  the  ixtnnal  l<Kati»uj,  even  though   in  so 
Xm^  die  »wtr|Ktsiiion  be  exugjrt'nued,  pmves  that  such   symptoni:^ 
^laitiid   vpoii   lh('    nuiI-hR'atiun,    not    i)]h)1i    the    aiitepcKsition.       Tlio 
IIHMOItMKe   of  a    olear  ilisthietiim    rheretoro   between    hx'jition    an<l 
pSiim  bwJOtHt*  now  apivirent. 

Xmethttt  mtkst  of  vesieal  irritation  is  the  dniggintf  of  the   nt«'nis 
I^PMI  tlie  neck  *>(  ihe  blaihler.      This   traction   ot-curs   not  onlv   in 
Mt,  bttt  also  wlion  the  organ  ile.-icends  behiw  a  certain   level. 


PiavRE  4(M. 


^ 


f/>^.^ 


1h  rkMW  'f  1*^"  ^*^"'* '^-T*-^   Rvtr\>ncxr4uU-rusprotnH]ln):lhn>UKli  titevulvu.  Fundus  covcrvd 
'       "  by  Uio  posterior  vnglnKl  wall. 


|m  iKt  fbtx^MUU  |)4imgniphs  traction  <bie  to  the  ftiilin<r  pelvic  dimr 

1^  U'<«  vU«h>u*mhI  as  a  cause  of  descent.     The   inipairineni  itf  the 

^%jujjj|tf|  ^|»|Hki>t9t  may,  however,  be  such  that,  insteaii  *»f  falling'-  and 

jC^^SeW  *^w  uleriui  after  tliein,   tljcy  dimply   permit   it   to  <lesi'<'nd 

u  v;v^iiial  eaual  by  the  force  of  its  own  weight,  and  to  i-jirrv 

X^  '     .x.liiplieateil  vaginal   walls.     This  inHuence  is  generallv 

^  iciH'ased  weight  of  the  diseased  orgjin.     The  s'agina 

^,                     .     Hi^'MU's  a  intek  for  the  deseetuling  litems  when    iVoni 
I   i'..........wj   ,i:„..„.:. *'  .1...  ...._•  ...I       .1     I 


V 


uonual  torwanl  iHreetion  of  the  vaginal  canal  clinnge^ 
il;  this  change  in  the  direetion  of  ihe  vagina  nuiv 
H*  iVbult  of  forwanl  tlisplacenieiit  of  its  np]>er  ex- 


Figure  40f>.— I>escent  of  tbc  virgin  uterus  iuto  the  mglnal  can&l,  showini^  the  reduplicated 
vaginal  walls.  The  utero-vaKiriftl  attaelimenl,  |H>iiiH  A'tind  /,  oppvars  Ui  be  At  -V  and  a".  The 
appAruiit  Increase  of  leni^h  lu  liit;  vii^^liial  i>ortio»  *jf  iLo  eervii,  due  lo  the  reduplication,  is 
meiisared  by  the  dlatance  from  A' and  if  to  A''  and  T. 

Fiirure  406.— Descent  of  llie  utcru!:,  sliowiiin;  exccMive  circular  cititar^ment  of  the  lacerated 
cervix,  conjwqucnt  upon  reduplicatton  nf  the  vaginal  walls  and  out-rolUng  of  Intraccrvic*! 
tlASUL'H.  The  olvifled  f^wi^TneRtx  rtf  ihc  oh  extvmuin  are  at  a  and  h.  The  curved  lines  forming 
the  ansles  1,  2,  3,  and  4  indicate  the  Rradual  process  nf  the  everslon.  The  an§:Ie  of  the  lacera- 
tion onglnatly  at  point  1  has  be^n  forced  down  by  the  BWetllng  and  out-rolling  of  the  tuucoua 
and  Rubnincoijji  tissues  of  the  cervix  to  point  4.  The  apparent  oi  ext«riiuni  is  at  pnint  4.  The 
uterovaginal  attachment  A"  and  Z  seeaia  to  be  at  Jf  ana  2f.  The  Tfti^nal  p<irtlon  of  the  cervix 
therefore  appears  much  larger  and  longer  than  it  actually  is. 

atioii  of  the  Porireum  iiikI  Injiiricsi  to  the  Pelvic  Floor,  in  CJiapterj? 
XL.  aud  XLI.  Wheii  tlic  iilcnis  dt'!«<M^niIs  along  the  track  ol  tlie 
vujrina,  the  long  axes  of  the  two  oi^ms  will  oorrt'sponil ;  hence,  such 
descent  nmst  involve  a  degree  of  retroversion.     See  Figure  4Uy. 


Pathology. 

The  [Mithnlogy  may  involve  all  the  displaced  or^ns.  The  circu- 
lation throughout  the  pelvis  is  impeded  bv  traction  iijMm  the  vessels  ; 
the  entire  [K'lvie  contents  therefore  become  the  subject  of  venous  con- 
gestion, with  consequences  disastrous  to  local  innervation  and  nutri- 
tion. The  ovaries  and  Fallopiiin  lubes  siifter  eoneurreut  displace- 
ment. That  portion  of  the  peritoneum  which  enters  into  the  fornmtion 
of  the  uterine  ligaments  and  ttf  the  pelvic  Hoor  is  dragged  along  with 
the  uterus.  The  vagina,  al&o  displaced,  may  become  hypertrophitnl, 
swollen,  and  inflamed. 
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DISPLACEMENTS. 


Sometimes  the  cul-de-sac  of  Douglas  is  distended  b^  downward 
pressure  of  the  intestines,  by  a  small  tumor,  or  by  ascitic  fluid,  and 
a  consequent  hernial  sac  may  protrude  into  the  va^na  through  some 
portion  of  the  posterior  vaginal  fornix.  The  anterior  fornix  is  subject 
to  a  similar  accident.  These  conditions  are  designated  enterocde 
vagiwdin  anterior  and  posterior. 

In  the  thinl  degree  of  descent  the  vagina,  now  rolled  out  and  ex- 
posed to  external  conditions,  is  no  longer  lubricated  and  protected  by 
normal  secretions,  and  therefore  becomes  dry,  parchment-like,  oedema- 
tous,  eroded,  and  perhaps  ulcerated. 


FraURE  407. 


This  cut  is  from  a  part  <»f  an  ilhivtmtioii  in  a  standard  text-book.  It  is  reproduced  to  Illus- 
trate the  current  niiseoncentiou  of  (■<»mpU:te  i»ri)hipse  and  ajipuri'iii  clungatiun  of  the  eervix. 
The  apparent  elonpiMnn  almost  invariably  <iisapirt>Hrs  on  replacement  of  the  uteru)!.  The  ap- 
pcaraniie  nf  i-lniiKatiim  is  tluc  to  d ingestion  ami  vnKinnl  rcdiiplicntion.  Amputation  of  such  a 
cervix,  so  often  advHeil.  wouM  he  apt  to  involv*;  the  hladder  in  front  ami  the  cul-de-sac  of 
iKiUKlns  behind.  A<-tual  elongation  of  tin;  r«-rvix  has  n«'ver  been  satisfactorilv  demonstrated. 
Eloncation,  if  pres«-nt  at  all,  is  almost  always  at  b-ast  in  the  snpra-vatrinal,  not  tiie  Infra-vniiinal 
p«)rtlon  of  the  ci-rvix.    Tlie  utero-vaj;inal  attachment  cannot  U"  therefore  as  indicated  at  Z  Z. 

The  nn'tum  and  bljiddor  are  ?ul)joot  to  infection  and  chronic  catarrh, 
and  the  l)la<l<l('r  osjM'cially  to  coneiirrent  du.^rnt.  The  uterus  may  Ix* 
enlarged  tVoni  any  <)n<'  or  all  of  a  variety  of  eau.se.s :  congestion,  sub- 
involution, hypertrophy,  ami  hyperplasia.  The  cervix  is  often  the 
seat  of  extreme  erosion  or  so-called  ulceration.  The  endometrium, 
in  order  Xo  reliev(»  tlie  orjjan  of  its  surplus  1)1o<m1,  jjives  forth  an  ex- 
cessive set-retion  of  vitiated  mucus.  This  is  termed  uterine  catarrh. 
The  eiilari^t'inent  of  the  uterus  often  ]>ertains  more  to  the  eervix  than 
to  the  ImxIv,  especially  in  ])rolapse  of  the  second  and  third  degrees. 
An  exphmation  of  this  may  he  found  in  Fiixure  .'^74. 

Api)areut  elonpition  and  disproportionate  circular  enlargement  of 
tlie  <'<M*vix  are  conditions  which  many  standard  authors  wrongly  call 
hypertrophic  elonirjition  and  circular  hypertrophy.     The  <juesti<ui  of 
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infravaginal  elrtnjsratioii  is  easily  settled  by  placing  the  patient  in  the 
knce'htejist  position.  Then  the  uterus,  by  its  own  wei^ht^  fiills  toward 
the  (lirt]»Jtnigi]i,  the  reduplic-ated  vagina  imfulcKs,  .mi]  the  apparent 
II ten K vaginal  attiichnient,  A''  Z'^  Figure!*  405  and  406,  disappears, 
disclosing  the  actual  attaehnient,  X Z.  Furtlicr,  the  point  of  the 
Bound,  [ta.ssed  into  the  hlad<hT  while  the  ecrvix  is  exposed  liy  Sims' 
speculum,  may  be  plue{'<l  against  tlie  antt*rior  wall  of  the  cervix  at  Z, 
which  would  be  iitipossible  if  the  attachment  were  at  Z\ 

The  comparatively  small  aiiiount  of  hy|K'rtr<tphy  in  disproptrtion- 
ate  eircular  erdargcment  ij*  proved  by  the  o{>eration  of  trdchelorrhaphy 
or  by  rolhng  in  the  out-rolled  tissues  with  uterine  tenaeula,  as  shown 
in  Figure  360.  When  the  out-rolled  intraeervical  mucous  tissues 
are  rollcil  in  the  proper  diameter  of  the  eervix  is  restored,  and  a. 
laceration  on  one  or  [joth  sides,  extending  past  the  vaginal  attach- 
ment, becomes  apparent. 

Those  cases  in  which  the  reduplication  of  the  vaginal  walls  does 
not  almost  entirely  exjjlain  the  great  elongtition  so-enlled,  or  in  which 
great  dispro[>ortionate  circular  (enlargement  has  not  been  caused  by 
laceration  of  tlie  eervix,  are  the  rare  exccjitious.  Formerly  these 
nH'ch:tnical  eotulitions  were  attributed  tr>  bypertrophie  changes^  and 
were  regardett  as  adequate  indications  for  the  renjnval  of  the  cervix. 
Such  elongation  as  is  shown  in  Figure  407  rarely,  if  ever,  exists. 
Emmet,  with  his  enormous  experience,  has  never  seen  such  a  ease, 
and  denies  its  existence-  Any  one  who  will  take  the  trouble  to 
replae-e  the  uterus,  and  tlicti,  after  a  few  momcuts>  measure  the  uterine 
canal  with  the  probe,  will  be  convinced  that  the  elongation  was  due 
to  stniugidation  of  the  vessels  and  eouseipient  congestion,  TIte  ctin- 
dition  simulates  that  of  erect  jwi'nis,  and  therefore  disappears  when 
the  circulation  is  re-iestiiblishe<l.  The  great  merit  of  having  secured 
general  assent  to  the  foregoing  propositions,  and  of  having  given  to 
the  subjrt^t  a  new  and  right  <lirection,  must  be  accorded  to  Emmet, 
The  cervix  now  is  seldom  amputatetl,  except  tor  malignant  <lisease. 
Hypertrophy  and  hyp<'rplasia  usually  cause  a  nearly  symmetrical 
enhirgeuient  of  the  entire  organ. 

Congestion  of  the  prolapsed  uterus  consetpient  n|wn  obstructi(m 
in  the  stretefied  and  displaewl  veins  is  otTben  so  extreme  as  to  induce 
a  state  anah>gt)U8  to  erecti4)U.  Measurements  by  the  probe  just  l)efore 
and  a  few  minutes  ai'ter  n^phu^euient  generally  show  a  very  appre- 
eialde  decrease  in  the  length  of  the  uterine  ejinal  If  the  pnthqjse 
has  been  of  the  third  degree,  the  difference  may  amount  to  one  or 
even  two  inches.  It  is  clearly  important  not  to  confound  the  enlarge- 
ment of  congestion  with  increase  in  the  solid  constituents  of  the 
organ.     See  Laceration  of  the  Cervix. 


Symptoms  and  Course. 

The  eonrse  of  descent  is  ordinarily  chronic,  l>ut  intereiirreut  attacks 
of  arute  vaginitis  an-^  not  uncommon.  I'eritonitia  sometimes  effects  a 
spontaneons  cure  by  peritoneal  adhesions  that  fa.sten  the  uterus  in  an 
elevated  position  and  hold  it  permanently.     The  symptoms  of  desr-en* 


DISPLA  CEMJ-jyTS. 


H,.^TwnfWfii*  »o  B«iessitate  for  the  {latient  absolute  rest  in  be<l- 
nur  ^mf<t»  ti«y  m*v  be  attended  with  very  little  discomfort ;  the 

^  ^fiQpM»n»  »re  tbc^e : 

I,  ihA>»m*l  pain^, 

i  r>nqa^iig  r»>o«  ">  tl^**  jwKis  extendiug  to  the  thighs. 

5t  FViocrtoMi  disluriwncv*  of  tlie  bladder  and  rectum — 

4  In  e«9»of  cx»niplfte  [in4apse  ;  extreme  sufiering  fro 

possible  peritonitis. 


atHW^  of  the  exposed  Viin^iiiji, 

5.  Grc^t  irriiali^Hi  lr»ni  va;;;inins  and  pain  from 

6,  Tt^'Kix^  brfiH»frluiges— frequent. 


■tenesmas.' 
ring  from  excori- 


TV 


The 


Dui^osis  and  DiflTerential  DiagmoaiB. 

s  l>v  iiisiKKJtion,  palpation,  and  exploration.  ^u^ 
.„  «»/'»<'  distingnii^iieci  from  eystocele,  rectocle,  in- 
verted ntems  xtt^ml  oyst^;.  autl  tibmid  tumor  by  tlie  presence  of  the 
fl^  externum.  The  hmmuI  may  be  pa^^sed  thrdugh  tlie  urethra  into  the 
C^sioceks  and  the  finsr<^r  thr(vup:h  the  aims  into  tlie  i-ectwele.     The 

S..f  tlio  uterus  niriy  be  detfrniimd  by  the  sound  ;  the  i^he,  shaiie 
B,  extent  t>f  ih'M'eut.  uiul    diflieuhy  of  replacement    may  be 
JDed  bv  et^njoineii  mantpnlatuH]. 
Ota^oetBof  cV»tocele  and  Rectocele.     CVstocele  and  recti>cele 
(ihtod  to  pp-K'identia  a^  follows  : 
Ifc  ««dt^ntift  cy>i«'Ct^lo  app«»r.-i  firt^t;  prolapsed  uterus,  second; 

^^^K«|»  WMV  hf  rwvipnifetl  by — 

^   1  <^wx  pn>tnision  between  the  labia  covered  with  rugoiis 
^^jM  miKM^sa,  esustly  pujihcd  back,  ami  diminishing  on 

^  ^^SUS  in  #*  KbtWer  may  be  felt  by  the  finp:er  agsdnst  the 
^,«ftTT«»rtn.   fMsp^v    demonstrating    it    to    be  continmMis 
i^jinal  wall  ami  formed  of  it. 
will  remain  residual  urine  in  the  |>rotnid- 
.•-•luses  cystitis  and  stone  in  the  bia<lder. 
vi  I»y — 
tho    |K)sterior    vaginal  wall,  the    pro- 
-^f  wo:^  >v-i5^  t»vcr«'d  witfi   rue:ous  vaginal   mucosa. 
..w^Hm:  ^  ^»*^  '»»'  stndning  at  .stool  and  diminishing 

..•ow^  which  enters  the  protruding  mass,  and 
V*>wtiiuiou*i  with  recto-vaginal  septum 

2^   l^  ^  t^**  pouch  and  prevention  of  com- 

^    u'  \h*'^  bowel  ;    it    may   1m»   necessary   to 
.-.K.«fc  ^v  pushing  the  jHuich  back  with  the 

.  y^  lo  be  ass.x'iated  witli  intermittent 
<^^»^Mk.  which  may  be  exjielled  \nth  a 
^t$ff  ^'  iU  vulva. 
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Diagnosis  of  Elong-ation  of  Cervix.  Tliis  condition  is  sonietimcs 
fouiui  ill  the  sefoinl  dcjcmM'  tif  (k'sociit,  and  is  ("juislhI  hv  the  dragging 
of  the  nntrrinr  wall  of  i\iti  vagina  upon  the  cervix.  Elongatirtn 
ciiused  in  tliiw  way  i^  always  eontined  to  the  supra-vaginal  portion  of 
the  eervix,  and  may  di?iap|>ear  iijHui  replaeeinent  of  the  uterus.  Con- 
goiiitiil  elongation  of  the  eervix  haw  been  obj^erved.  Apparorit  infra- 
vaginal  elongjition  at*  the  cervix  has  already  heeii  discussed  in  this 
chapter. 

Prophylaxis. 

Prophylaxis  recpiires  such  measures  dnririg  lal>or  as  will  prevent 
long  and  [vowerfnl  pre?!snre  ujkjd  the  pelvic  floor.  After  tabor  any 
injury  to  the  perineum  should  be  promptly  repaired.  The  vagina 
shonld  be  kept  clean  by  irrigations.  The  urine,  if  retained,  should  be 
regidarly  drawn  and  the  btiwels  moved  daily  without  .straining.  If 
conditions  be  present  likely  to  induce  sul)involuti4>n,  such,  for  example, 
as  pelvic  infection  and  laceratit)n  of  the  cervix,  they  shonlil  receive 
treatment  at  the  proper  time,  limine  relaxation  of  the  jx-lvie  floor 
necessitates  a  prolonged  rest  in  bed,  the  use  of  awtringent  douches, 
and,  when  the  jiatient  resumes  the  upright  position,  the  application  of 
a  pessary.  If  involution  goe.s  on  with  the  uterus  eungosted  and  irri- 
tiited  by  descent,  the  result  is  apt  to  be  jK'r|»et nation  of  the  tlisplace- 
ment  and  its  attendant  evib  ;  it  is  therefore  highly  desirable  that  the 
uterus  l>e  kept  in  place  during  the  pnertK-rium  ;  to  this  end,  even 
while  the  jMtient  is  in  bed,  a  pessary  may  be  indicated.  The  great 
prophylactic  value  of  rest  in  bod,  prolonged  for  seven  or  eight  weeks 
after  labor,  is  undeniable.  The  puerperium  offers  the  best  conditions 
for  the  cure  of  descent. 

Treatment. 

Replacement.     The  first  indication  is  replacement,  which,  in  the 

first  and  second  degrees  of  descent,  is  not  difficult  unless  tlie  uterus 
is  held  tlown  by  cicatrices  or  by  a  tumor.  Acute  jielvic  inflamma- 
tions may  renck^  replacement  ilangerous  or  imnossilde,  and  may  for  a 
time  contrainilieatc  all  direct  treatment.  Iteplacement  of  the  organs 
from  the  third  degree  of  prolapse  is  accomplished  in  the  inverse  oriler 
of  their  descent :  first,  the  posterior  vaginal  wall,  then  the  uterus,  aiul 
last  the  anterior  vaginal  walk  Not  infrequently  the  completely  pro- 
lapsed uterus  and  jwlvic  floor,  hernia-Uke,  liecome  strangulated.  Then 
taxis  will  usually  suffice;  but  it  may  have  to  be  supplementwl  by  hot 
applications,  elastic  pressure,  anodynes,  and  the  knee-breast  position, 
and,  should  these  fail,  anjesthesia. 

In  exceptional  cases  of  sudden  descent,  even  to  the  third  degree, 
replacement  alone  is  sometimes  followed  by  permanent  relief;  but  if 
the  descent  has  been  gradual,  it  always  occurs  immediately  after 
replacement.  Measures  are  therefore  retpiired  for  the  nuiintenance 
of  the  uterus  in  the  normal  location  and  positioD.  This  indic-ation  is 
fulfilled  by  : 

1.  Hygiene.  3.   Pessaries. 

2.  General  and  local  measures.         4.  Surgical  operations. 
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The  Hygiene  prineiimlly  relates  to  dress,  ftwx!,  and  regular  habit 
of  tbe  Ixjwelsj.  Undue  pressure  frttm  above  rrihoiild,  if  jK»s!sibIe, 
be  i-emtKVfd.  The  clothing  tilionkl  be  biose,  and  the  weight  of  the 
hkirts  siip|>i.rto<l  from  the  >htui]<ler.s  either  by  .straps  or,  preterablv, 
by  biittitiHiJg  them  U|H)ti  a  waist  made  for  the  purpose.  This  wai^l  is 
a  good  substitute  lt»r  the  corset,  whicli,  under  all  eircumstanees  and  in 
all  f(H*ms,  is  injurious.  See  Chapter  IX.  Constipation  and  the  aecu- 
nmlation  of  fece^i  in  the  lower  bowel  mechanically  irritate  and  may 
displace  the  pelvic  organs;  straining  at  stoi>l  exerts  a  strong  down- 
ward pressure  on  the  uterus  and  its  ajipendages.  Careful  regulation 
of  the  bowels  is  then'forc  imperative  ;  to  this  purpose  food  uud  exer- 
cise are  the  most  es.sential  agents. 

General  and  Local  Measures.  The  value  of 'general  massage 
for  women  unable  to  take  active  exercise  is  very  great.  As  a  supple- 
ment to  raas.sage,  or  as  an  independent  measure,  one  may  strongly 
urge  tlie  knee-breast  position.  This  position  assumed  several  limes  a 
day  causes  the  uterus  to  gravitate  ((Hvnrd  tlie  diaiihragni,  and  thereby 
gives  temporary  rest  to  the  overburdened  supports.  AVhile  in  this 
position  the  patient  should  separate  the  labia,  so  that  the  air  may 
rush  in  and  the  vagina  become  exjwinded.  Mineral  waters  and  gen- 
eral tonics  are  useful.  The  measiu'cs  enunierale<l  above,  together  with 
such  topical  treatment  as  local  conditions  may  demand,  are  essential 
as  adjuvants  to  tfie  mechanieul  or  surgical  treatment  which  almost 
every  etise  requires. 

Pessaries.  The  first  change  in  tlie  genesis  of  retroversion  and 
retroflexion  is  descent ;  hem*,  the  prinefpies  of  mechanical  treatment 
must  be  sid)stantially  tlie  same  for  each.  The  reader  is  therefore 
referred  to  .the  indieatifms,  the  contraindicutions,  mmies  of  adjust- 
ment, and  uses  of  iK-ssarics  in  the  treatment  of  retroversion  and  retro- 
flex  i(pn. 

In  complete  prolapse  dependent  upon  extensive  injuries  lo  the 
perineum  and  other  part.s  of  the  pelvic  floor,  and  ass(K*iatetl  with  ex- 
treme subinvolution  and  rrlaxation  of  all  tlie  pelvic  organs,  the  axis 
of  the  vagina  is  changed  from  its  forvvaitl  oblique  to  the  vertical  direc- 
tion. See  Figure  376.  The  downwm'd  traction  of  the  prolapsing 
cyst*)cele  and  rectocele  U(>on  the  fornix  of  the  vagina  may  then  1m»  s<i 
great  that  the  pessary  is  inadequate  to  maintain  in  place  the  upiwr 
extremity  of  the  vagina.  The  cervix  then  rat>ves  forward,  the  corpus 
turns  back,  and  the  whole  uterus  easily  descends  in  a  vertical  direction 
along  the  |>roIaj)sing  walls  of  the  vagina  to  the  second  or  thinl  degree 
of  prolapse.  In  this  cnndition  p(»ssaries  that  disappear  within  the 
vagina  are  liable  to  iie  forced  out  with  the  prolapsing  pelvic  floor,  or, 
if  retained,  seldom  maintain  the  merus  in  jwsition.  In  such  cases  the 
various  cup  pessaries,  that  are  supftlied  with  external  attachments 
and  abdominal  belts,  are  often  used  ;  but  they  eitlier  so  fix  the  uterus 
as  to  prevent  its  normal  movements,  or  hold  it  in  such  nnsUible 
equilibrium  that  it  may  assmue  anyone  of  the  various  malpositions — 
anterior,  jxisterior,  or  l:»teral  ;  they  are  ojien  to  the  further  serious 
objection  of  constantly  reminding  the  patient  of  their  [iresence,  and 
for  thes^  reasons   are  not  generally  approved;    they  are,  however, 


permissible  in  cases  of  complete  prolapse,  when  I  he  ivalit'nf  refuses 
surgical  relief.  As  nn  expedient,  the  uterus  may  sometimes  be  held 
within  the  jk^Ivi??  bv  means  of  a  large  Albert  Smith  iiessarv,  with  ex- 
treme uterine  find  pubic  curves;  see  Application  of  Pessaries  in  the 
Treatment  of  Retroversion.  The  rational  treatment,  however,  re- 
qnires :  first,  an  operation  on  an  anterior  vjitrinal  wall  to  restore  the 
fornix  of  the  vagina  to  its  normal  place  in  the  fiollow  of  the  saorum. 
and  with  it  the  attaelied  cervix  ;  second,  an  openitron  at  the  vatrinal 
outlet  to  bring  ttjc  pfKstertor  vaginal  wall  well  in  eontaet  with  the  an- 
terior and  thereby  t«  restore  the  lower  extreraitv  of  the  vagina, 
together  with  the  perineum,  to  its  normal  place  under  the  pubis. 


FlOt'BE  40B. 


Uterus  in  lloe  wUb  thevatrlna;  flret  degree  of  dwoent    The  wlili*  Unes  in  the  vftglna  show 
wht-Tc  it  wutild  be  njvrrowcd  hj  the  iint  clatm  uf  upcrniiutiB. 

Plastic  Operations.  The  numerous  plastic  operations  for  the 
relief  of  complete  descent  of  the  uterus  are  divisible  int4t  two  elasses  : 

L  (UpemtifMJs  designed  to  hold  the  uterus  up  by  narrowing  the 
vagina  so  much  that  the  uterus  cannot  pass  through  it,  and,  conse- 
quently, must  be  maintained  somewhere  in  the  pelvis  above  the  vag- 
inal etmstrietiou.  These  ojwrations  usually  consist  in  the  removal  of 
an  elliptical  piece  from  the  anterif>r  or  jHistcrior  widl  uf  the  vagina, 
or  from  both;  or  of  making  longitudinal  denudations  and  liriuging 
the  edges  of  the  exposed  surfaces  togetlier  fi-om  side  to  side.  In  this 
class  of  operations  no  effort  is  made  to  restore  the  normal  axes  of  the 
iitA^^rus  or  the  vagina.     The  whole  pt;rpose  is  to  make  the  vagina  so 

TOW  that  tlie  uterus  cannot  pass  through  it. 
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Oprrationf*  uC  this  cla^s  j2:eneniny  fail,  because  they  <1o  not  restore 
the  normal  an^le  1>et\veen  the  uterus  and  the  vagina.  The  eon.strieted 
vagina,  tiKJicated  by  the  white  lines  in  Figure  408,  cannot  re.sist  tl 
downward  foree  ot'  the  uterus,  whieli  almost  invariably  dilates  the 
vagina  a  seennd  time,  forces  [\i>Ai'  througli,  an<I  reprodnecfs  the  hernia. 
Moreovfr,  the  (>]ieration  does  permanent  harm,  beeauise  it  shortens  ll»r 
vagina,  thereby  making  it  ilniw  ihe  epr\ix  away  from  tJic  sacriinii 
trtwani  the  pubes.  This  forward  movement  of  the  co^^^x,  as  alread, 
stated,  is  an  essential  element  in  the  genet:i.s  of  descent. 

2.  Operations  designed  to  hohl  the  uterus  in  position  by  restoring 
the  normal  angle  between  the  long  axis  of  the  uterus  and  the  long 
axis  of  the  vagina,  may  .somewhat  narrow  the  vagina,  but  siwh  nar- 
rowing is  otdy  ail  in*-ident  rather  to  be  regretted  than  desired.  It 
not.  essi'ntial  to  the  «iiect".s.s  ttf  the  oj)erati<jn. 

There  are  two  rational  intlieations  :  first,  to  fix  the  npjK-r  extrem- 
ity of  the  vagina  in  itf^  normal  h>eation  w^ithin  an  ioeh  of  the  junction 
of  the  second  and  third  saeral  vertebnc,  just  where  the  utero-.saend 
ligaments  would  hold  it  if  their  normal  tonicity  and  integrity  could 
be  restitred;  R»cond,  to  bring  the  lower  extremity  of  the  vagina  for- 
ward, HO  that  its  posterior  wall  shall  be  close  up  against  the  pubes. 
The  fulfilment  of  these  two  indications  will  restore  the  normal  oblitj- 
uity  to  the  vagina,  and  will  hold  the  cervix  so  far  back  towartl  the 
sacrum  that  the  corpus  uteri  must  be  forward  in  its  normal  anteverte<l 
jM)i^ition  of  mobile  equilibrium,  Tlu'se  indications  are  best  fulfilled 
l>y  lateral  elytrorrhuphy  and  perineorrhaphy. 

iMtaril  Elijtrorrhftphy}  The  oiwnition  of  lateral  elytrorrhaphy  w 
perfiirmed  with  the  patient  uiifler  aniesthesia,  in  8ims*  position  and 
with  the  vagina  exposed  by  meauB  of  8ims*  speculum.  The  blade  of 
this  speculum  is  j)erforated  at  its  extreme  end.  Before  the  speeulum 
is  intrmlueed  i\\^  cervix  is  attached  to  the  end  of  the  blade  by  n»eans 
of  a  temporary  HUtiire  wliic-h  is  jxissed  through  tlic  posteriftr  lip  of 
the  cervix  and  then  through  the  perforation  in  the  speculum,  and 
tied.  This  temporary  stitch,  while  the  sutures  are  being  applie*!, 
holds  the  cervix  far  back  in  the  hollow  of  the  sacrum  ;  it  should  be 
removed  at  the  end  of  the  operation.  When  the  cervix  is  thus  held 
back,  the  space  anterior  to  the  utcnisi  is  so  increased  that  the  uterus 
readily  falls  forward  into  a  position  of  decided  antevcrsion.  It  is 
essential  that  the  operation  be  done  with  the  organ  in  normal  \\em- 
tion.  The  first  ytep  in  the  operation  projx^r  is  to  denude  two  !?emi- 
circular  strijis,  .r  y  and  x'  y',  Figure  409,  in  the  vaginal  wall  cloi*e  to 
the  nteruB,  al>out  one-third  of  an  inch  wide,  on  either  side  of  the 
cervix,  their  concavity  being  towanl  the  cervix,  as  shown  in  Figures 
40B  and  410.  Figure  410  \b  a  section,  and  shows  the  denudation 
only  on  one  side  of  the  cervix. 

E:icli  denu<led  surface  is  then  closed  npcm  itself  by  means  of  silk- 
worm-gnt  sutures,  Figun-s  4i)\f  and  410  show  the  sutures  as  iutn»- 
dnced  before  tying.  Figure  411  (n  b  and  e  tJ)  and  Figure  412  (a  h) 
show  the  lines  of  union  after  the  sutures  have  been  tied. 

In  the  folding  of  each  of  these  dennde<l  surfaces  upon  it«elf  their 

1  E.  V.  Dudley.    New  York  Jourtml  of  Gyneeulugy  ftnd  Obstetrics.  July,  IIM. 


1 


I 


MAL-LOCATIONS  OF  THE   UTERUS. 


633 


lower  extremities,  y  and  y',  are. brought  in  contact  with  their  upper 

Figure  409. 


Lateral  denudations  as  seen  looking  through  the  speculum.    Sutures  in  place,  but  not  tied. 

Diagrammatic. 

FlOUKI  410. 


Lateral  denudations  on  one  side  in  sagittal  section.    Diagrammatic. 

extremities,  x  and  x',  Figure  409.     By  this  means  the  cervix  is  lifted 
bodily  upward  and  backward. 

The  next  step  in  the  operation  is  to  denude  two  strips  about  a 
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quarter  of  an  inch  wide,  exteudiiuf  from  points  b  and  d  to  points  »  and 
g  h,  Figure  411,  or  from  point  6  to  point  e,  Figure  412,  along  the 
lateral  sulci  of  the  vagina  to  the  va^nal  outlet^  terminating  in  the 
lateral  sulcus  of  the  vagina  on  either  side  of  the  urethra.  The  bitenl 
edges  of  each  of  these  two  denuded  surfaces  are  now  brought  together 
by  means  of  sutures  passed,  not  transversely  across  the  denuded  atripL 
but  obliquely  (see  sutures  1 — 1',  2 — 2',  3---S',  etc.,  Figures  411  and 
412).  One  side  of  each  of  these  denuded  strips  is  adjaoent  to  the 
anterior  vadnal  wall,  and  the  other  is  adjacent  to'  the  posterior 
vaginal  wafl.  Upon  tying  these  obliquely  {placed  sutures,  figures 
411  and  412,  it  will  be  seen  that  point  1  is  brou^t  into  ooinci- 
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Showing  the  sutures  In  plncc  bt^fore  tying  on  the  right  side  and  after  tying  on  the  left. 

dencc  with  j)(>iiit  1',  }>()int  2  Mitli  j><)int  2',  and  so  on.  The  effect 
of  this  rnethixl  of  sntiirin;>:  when  applied  to  botli  sides  of  the  vagina 
is  to  slide  the  anterior  vaginal  wall  uj)ward  and  backward  on  the 
jwsterior  vaginal  wall  and  to  fix  it  then?.  The  line  of  union  made 
by  suture  <l,  Fijrure  413,  eloses  an<l  disj)oses  of  the  re<lniidant  niar- 
pn  of  the  wound  pro(lucc<l  by  slidinji:  the  anterior  wall  up  on  the 
posterior.  The  eervix  uteri,  being  so  to  si)eak  in  the  anterior  vaginal 
wall,  must  i>artiei]Kite  in  this  upward  and  backwanl  movement.  The 
fascia  and  other  structures  which  coniiwse  the  lateral  walls  of  the 
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vagina  are  much  more  fixed  than  the  corres|x>nding  structures  in  the 
anterior  or  posterior  wall  ;  consequently  the  sustaining  i>o\ver  of 
sutures  in  this  lociiticm  is  greater  than  in  any  operation  on  the  ante- 
rior or  posterior  wall.  My  own  experience  of  many  years  in  this 
lateral  operation  has  shown  |jermanently  good  results  so  far  as  I  have 
been  able  to  follow  the  caHes.  The  object  accomplished  by  the 
o|>eniti()n  is  the  restoration  of  the  upper  extremity  of  the  vagjina  and 
of  the  anterior  vaginal  wall  to  it,s  normal  location  and  direction.  By 
this  means  the  cervix  uteri  is  fort;ed  back  to  its  normal  location  tjear 
the  hollow  of  the  sacrum,  and  thereby  the  body  of  the  uterus  is  made 
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Itflenl  sutarea  on  one  side,  passed  bat  not  tied. 

to  follow  the  direction  of  least  resistance  into  its  normal  anterior  posi- 
tion> 

Perineorrhapbff.  It  ia  most  important  to  appreciate  the  fact  that  in 
nearly  every  ease  of  procidentia  the  lower  extremity  ctf  the  vagina  i« 
<lisplaeed  l)ackward.  This  is  coiiseipient  ujK)n  subinvo!uti<m  of  ihe 
vaginal  walls,  and  esi^KJciallly  upon  subinvolution  or  rupture  of  the 
jterineum  or  of  some  otht?r  portion  of  the  vaginal  outlet.  Unless,  there- 
iVtre,  the  posterior  wall  of  tin-  vagina  and  the  ]K?rineum  can  be  brought 
forward  to  their  nornui!  location  under  the  |)ubes,  so  as  to  give  su]>- 
j>ort  to  the  anterior  vaginal  Wiill,  the  latter  will  again  fall,  will  drag 
the  uterus  after  it,  and  the  hernial  protrusiun  will  be  reprrMlitccd.  The 
treatment,  theretore,  of  complrto  jtrocidentia  nutst  always  include  an 
adequate  o|M.Tation  upou  the  perineum,  or,  more  eomjirehcnsivcly 
speaking,  upin  the  vaginal  outlet.  The  oj>eration  must  be  so  jK-rformed 
that  it  wilt  carry  the  lower  extremity  of  the  vagina  forward  to  the 
normal  location  close  up  under  the  pubes;  then,  if  the  Intend  ely- 
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trorrhnjn*  is  adequate,  the  wht^le  vagina  wilt  have  its  normal  obliiJuiT] 
direction,  amJ  its  long  axis  will  make  ai»  aetite  angle  to  the  long  axi*  J 
of  the  uterus.  "When  this  angle  is  maintained,  the  uterus  cannoc 
easily  turn  the  sharp  corner  which  will  bring  its  long  axis  into  coinei-  I 
denee  with  that  o(  ihe  vagina,  and  cannot,  therefore,  readily  |>rolapri<\  } 
The  writer,  in  a  large  cxf>erience,  has  observed  recurrence  of  t)ie  pro-j 
lapse  in  only  one  case.  1 

ConiraiudiciUion  to  Ehfirorrhaphif.     Elytrorrhaphy  is  usually  un- 
necessary and  therefore  eontraindieated  in  descent  of  the  first  decree,  f 
The  special  province  of  the  operation  is  in  complete  prolapse  or  pro-  | 

Figure  413 


Lateral  autures  Ued  and  operation  complete. 

cidentia.     The  operation  is  further  eontraindieated  by  tumors  and 

adhesions  which  render  replacement  an<l  retention  impossible,  and 
in  diseases  oF  the  uterus  i^r  its  appendages  which  iletiiaiul  their 
removal.  When  such  contraindications  do  not  exist  elytrorrhaphy 
and  i»erineorrbaphy  are,  usually  at  lenstj  quite  as  effective,  and  are 
therefore  to  be  preferred  to  the  more  dangerous  and  mnlilating  ojH»ni- 
tion  of  hysterectomy. 

Hysterectomy,  if  indicated,  shonlcl  be  performed  by  the  vaginal 
route  in  the  same  manner  as  dcscribcil  for  cnnccr  on  page  409.  Asaa 
operaticm  for  procidentia  hysterectomy  is  open  to  the  folb>winjr 
comments  :  Procidentia,  as  already  shown,  is  descent  not  merely  of 
the  uterus,  but  also  of  the  vagina,  bladder,  and  rectum.  Complete 
prolapse  often  occurs  after  the  menopause,  wlien  the  uterus  has  become 
an  insignificant  rudimentary  organ.     Its  removal,  therefore,  without 
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further  opemtion  on  the  vaginal  walls,  \^  inacloqiiate.  Cises  art- 
numerous  iii  which,  after  vuginai  hysterectomy,  the  jx-lvic  Hoor,  and 
with  it  the  vaginal  walU,  have  iigain  protruded  through  the  vulva. 
For  this  reason  the  ojieration  sh<Hikl  always  include  aneliorage  of  the 
iipjter  end  <>f  tfie  varrina  to  its  normal  hioation  by  stit<'hiiig  the  severed 
iMids  of  the  broatl  lijj;amentf>  into  the  wound  made  hy  the  removal 
<if  the  nterns.  Tlje  indieation  for  perinf(>rt"hai)liy  is  the  same  as  after 
elytrorrhaphy,  Elytrorrhaphy  is,  for  various  reasons,  less  strongly 
preferred  for  protridentia  after  the  menopause  than  before.  The 
writer's  only  failure  to  secure  a  |>ernianent  result  w^as  in  a  ease  of 
deseent  of  a  senile  uterus.  It  is  probable  that  hystereetomy  is  the 
better  operation  fur  many  of  ttic  senile  <'ases.  See  plates  on  hyster- 
ectomy for  carcinoma  uteri. 

Other  Operations  designed  to  decrease  the  weight  of  the  uterus  by 
tlie  removal  of  a  part  of  it  are  of  iiuestionable  value;  increased  w^sight 
may  arise  from  suhinvoltition,  hypertro[>iiy,  congestion,  hyperplasia, 
and  tumors.    The  treatment  of  these  conditions  is  descriheil  elsewhere. 

Amputation  of  the  cervix  to  lighten  the  weight  iif  the  uterus  has 
iR'fU  nuicli  [)rfictis4'd  in  the  spurious  circular  hypertrophy  and  hyper- 
trophic elongation,  shown  in  Figure  407.  Since  these  two  conditions 
are  rare,  if  not  indeed  unknow^n,  it  follows  that  they  could  seldom  fur- 
nish an  indication  for  amputation  of  the  cervix  uteri.  It  is,  in  fact, 
ditfieult  to  imagine  a  class  of  eases  in  which  this  operation  wouUl  be 
indicatt'^d. 

Emmet's  exposure  of  the  true  pathology  in  this  class  of  cases  has 
led  to  the  substitution  of  tiiichelorrhapliy  or  of  Schrikler's  opemtion. 

Tumors  increasing  tiic  weight  of  the  uterus  and  tumors  exerting 
pressure  from  above  or  traction  from  below  should,  if  possible,  be 
removed. 

Alexander's  operation  and  alxlominal  hysterorrhaphy  are  described 
under  the  surgical  treatment  of  retroversion  and  retroflexion.  The 
object  of  these  oijcrations  is  to  suspend  the  uterus  from  aljove.  Hys- 
tentrrbaphy,  which  fultils  this  indication  better  than  shortening  the 
round  ligaments,  may  be  indicated  in  eases  of  extreme  relaxation  of 
the  uterine  su|)[Kirts  and  greatly  increased  weight  of  the  uterus.  Its 
results  in  pnieidentia,  however,  will  usually  not  be  ii4^rmanent  unless 
it  is  supplemented  by  elytrorrhaphy  and  jR-rineorrhaphy. 

Entert'ptmiA  an  a  Vompiu'atlon  of  Descent  of  the  llrriiM. 

In  many  eases  of  descent  of  the  uterus  the  displacement  is  aggra- 
vated by  alterations  in  abdominal  pri'ssure  assin-iatod  with  descent  of 
the  abd«»minal  viscem,  especially  the  stomadi  and  intestines.  This 
is  called  enteroptcisis.  Webster  has  laid  stress  upon  the  fact  that 
general  weakness  an4l  laxity  of  the  abdominal  wall  are  not,  as  usually 
siip|)osed,  the  cause  of  tin-  euterojitosis,  but  that  the  descent  of  the 
viscera  is  due  to  excessive  sepaiiition  of  the  rer^ti  muscle,  due  to 
stretching  «>f  the  lin^a  alba.  All  conditions  that  increase  abdominal 
pressur*',  esjKX'ially  during  pregnancy,  such  as  the  wearing  of  corsets 
and  ovi^rwork,  prcdisjKJse  to  enteroptosis. 


DISPLACEMENTS. 


Success  in  tlie  treatment  of  uterine  displacement  will  frequently 
depend  upon  a^sociatinjj;  wltL  it  somt"  effective  measure  for  the  cor- 
rection <»i'  the  peiulnlims  abdomen — that  is,  *^if  the  entoroptoi^is.  Tem- 
petniry  correctiim  may  he  secured  hy  a  properly  fitting  alMlominal 
bandage  oi'  the  Empire  type.  Permanent  correction  in  niO!?t  ca^fc^ 
will  require  an  ahdominal  section  antl  such  closure  of  the  wound  as 
will  correct  the  diastasis  of  the  rectns  muscles.  The  operation  is  the 
»arae  in  principle  as  that  described  by  Exlebohls  for  clos.ure  of  the 
.  abdomimil  wound,  an  operiitinn  set  forth  in  Chapter  VI.  In  fhi.** 
^operation  it  was  not  propost^d  to  open  the  abdomen  for  the  pur- 
pose of  treating  enteroptosis,  but,  the  abdomen  having  been  oiH-ned 
for  other  purp>ses,  to  cl<»se  it  in  such  a  manner  as  to  overcome  anv 
p<'nduIous  condition  that  might  exist.  The  openitiim  pri»|>nsed  br 
Webster  is  the  deliberate  o|K>ning  of  the  abdoiuen  for  the  cure  of 
enteroptosis.  It  is  uuicli  the  same  as  that  which  for  a  long  time  has 
been  performed  for  tlie  relief  of  ventnd  Jiernta,  and  is  substantially 
as  follows  ; 

An  incision  is  made  in  the  median  line  dividing  the  skin  and  sub- 
cutaneous fat  until  the  linca  alba  is  exposed.  The  length  of  the 
incision  should  vary  with  the  extent  of  the  separation  oi  the  recti 
muscles.  In  aggravated  cuses  it  should  extend  from  the  synjphysis 
pid>is  nearly  to  the  ensiform  cartilage.  The  umbilicus,  if  deep  and 
difficult  to  clean  tlioroughly,  should  be  i*emove<l ;  otherwise  thf  mesial 
incision  may  be  eiirricil  around  to  the  left  of  it.  The  skin  an<]  fat 
should  lie  dissected  from  the  fascia  on  both  sides,  so  as  to  expose  the 
edge  i>f  each  rectus  muscle.  The  sheath  of  each  muscle  is  then  split 
Itmgitudinally  along  the  inner  boixler  and  the  incisitvn  continuetl  to  the 
extent  of  the  diastasis.  The  inner  Ixirders  of  the  muscles  are  then 
loosene<l  from  the  sheaths  and  united  by  a  series  of  sutures  {Kis^^^ed 
from  side  to  side  through  each  muscle  ami  the  corresponding  anterior 
fascia  or  sheath  layer.  These  sutures  wlven  tied  will  obliterate  tJje 
stretched-out  linea  alba,  ap])roxiuuite  the  mnscles  ami  cover  them  with 
fascia.  Webster  rceommeuds  strong  linen  sutures,  which  are  kd>  |>cr- 
mancntly  buried.  The  author  uses  chromic  catgut  as  a  continuous 
suture  tlirougliout.  See  Chapter  YL  Stmie  bulging  <pf  the  skin  may 
follow  the  rciluction  in  the  size  of  the  inner  abdominal  wall,  but  after 
a  little  time  this  usually  disjippears.  In  cases  of  excessive  relaxation 
a  stri])  of  fat  and  skin  may  be  removed  liefore  passing  the  superticial 
sutures.  The  use  of  a  broad  silk  elastic  binder,  daily  mnstiage  of  the 
abdoraiiml  |wirietes,  followed  later  by  light  gymnastic  exercise  and 
al>slinence  front  severe  exertion  during  a  |>en*Ml  of  six  monllis,  are 
rceiuntuended  as  part  of  the  after-treatrnenl. 

On  the  suggestion  of  EdeboJds,  the  author  has  for  several  years, 
whrii  closing  the  abdominal  incision,  felt  himself  justitied  in  splitting 
the  sheaths  of  the  recti  muscles  and  bringing  the  fascia  together  with 
continuous  chroraie  catgut  sutures  as  a  means  c>f  protection  against 
possible  diastasis  of  those  muscles  and  consequent  enteroptosis. 
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CHAPTER  XLVI 


RETROVERSION   ^VND  RETROFLEXION. 

Btioloify.     Patholoery.     Symptoms.     Ciires.     DiagnoBis. 

ProirnoBis. 

EETBOVERSION. 

Retboversion  19  that  abnormal  position  of  the  uterus  in  which 
the  fundus  is  posterior  to  the  axis  of  the  pelvic  inlet.  If  the  rervix 
be  iu  itii  normal  place,  near  the  sacrum,  retroversion  is  scarcely  |x>s- 
sible,  Ijecause  it  is  prevented  by  the  proximity  of  the  over-arc^hing 
sacrum.  See  Figure  397.  The  first  degree  of  ]irolap,-<e  must,  usually, 
precede  any  cousi<lerable  backward  turning  of  the  uterus.  M'hen  the 
cervix  has  been  displaced  downward  and  forvvanl  so  far  that  its  distance 
from  the  sacrum  is  equal  to  or  greater  than  the  length  of  the  uterus, 
retroversion  to  any  extent  become.-*  possible.    See  Figures  414  and  41 5. 


Etiology  and  Description. 

From  the  above  it  foUows  that  the  cjiuses  of  beginning  retmver- 
Bion  must  be  identical  with  the  causes  of  the  fii-st  degree  of  prolapse. 
After  the  puerperium  the  relaxation  of  the  supports  and  the  weight  of 
the  <Ii8plaeed  organ  may  persist,  and  this,  t€)gether  with  the  pre^^sure 
and  weight  of  tlie  intestines  upon  the  anterior  surfaces  of  the  uterus, 
may  prevent  s]>ontaueous  reptaeemeut.  Ever}-  act  of  defecation  forces 
the  cervix  forward  and  downwaril^and  the  uterus,  being  in  the  axis  of 
the  vagina,  and  having,  therefore,  little  .support  below,  must  de]u*nd 
for  8UpjK)rt  ujuni  the  now  inadequate  subinvoluted  ])eritoueal  susjien- 
8orv  ligaments  and  pelvic  fascia.  Abortion,  with  resulting  incn-ased 
weight  and  relaxation  of  the  vaginal  walls,  is  a  common  cause. 
Metritis,  jKirametritis,  pcrinietritis,  j>eritonitis,  «al[)ingitis,  and  ovaritis 
are  frequent  ei>mplication>,  and  may  stand  iri  the  relation  of  cause  or 
effect. 

Congenital  ret  rove  i-si(>n  i.s  rare.  Ketrctposition  lA^  the  small  senile 
uterus  after  the  menopause  is  not  abnormal.  Periti>neal  adhesions 
and  cicatricial  bands  may  ]X!rmanently  fix  the  corpus  in  a  retrovcrted 
positiftn.  In  extreme  retroversion  tlie  corpus  is  <tfteii  in<'areer.Ued 
between  the  utero-sacml  ligaments.  Chronic  cystitis  and  cunse(|uent 
contraeti<Mi  of  the  bhuhh'r  shnrtens  the  vesic»>-vuginal  wall,  and  tliereby 
draws  the  cervix  forward.  This  makes  a  permanent  incurable  dis- 
placement. 
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DISPLACEMENTS. 


The  causes  of  retro versi«jn  may  be  summarized  as  follows : 
L  Distention  of  the  blacider. 

2.  Int!reased  weight  of  the  uterus  and   relaxation  of  the  sup- 

ports-—common  cause  in  early  pueri>eriuin. 

3.  Retro-utorino  peritonitis — contracting  adhesions. 

4.  Sudden  straining,  violent  fall,  or  blow. 
6.  Chronic  cystitis,  which  shortens  the  vesico- vaginal   septum 

by  contraction — an  intractable  cause. 

6.  Small  niiyoina  in  posterior  wall  of  the  corpus  uteri. 

7.  The   dorsal    pf>sition    and    tight   bandaging    in    the    puer- 

jM^riuni. 

8.  Congenital — rare. 


1 


SynciptoinB  and  Course. 

The  displacement  of  retroversion  and  its  numerous  complications  ' 
usually  cause  beariiig-<lown  sensations,  a  feeling  of  heaviness  in  the 
pelvis,  exhaustion  upon  walking  and  standing,  es|K'cially  tlie  latter.  ^J 
Constijjation  may  be  a  cause  or  an  eifeet.  After  the  p«er]jerium  the  ■ 
extreme  engorgement  of  the  jx^lvic  organs  often  contributes  to  hemor-  ^^ 
rhagic  endometritis.    The  hemorrhage  then  should  not  be  confounded 

FlOUKB  414. 


Relrovenion. 

with  returning   menstruation.     The  bleeding,  especially  after  abor- 
tion, unless  cured  by  treatment,  often  persists  for  a  long  time.    Grad- 


RETROVERSION  AND  RETROFLEXION. 
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ual  or  sudden  replacement  may  occur  spontaneously ;  or,  the  causes 
continuing  active,  the  displacement  may  persist  and  even  bo  reinforced ' 
by  cystocele  and  rectocele.  There  is  usually  concurrent  displacement 
of  the  ovaries  and  Fallopian  tubes.  Nutritive  changes  in  the  uterine 
walls  may  induce  a  superadded  retroflexion.  The  heavy  organ  may 
descend  along  the  relaxed,  subinvoluted  vaginal  walls  even  to  com- 
plete procidentia. 

Diagrnosis  and  Proernosis. 

The  symptoms  indicate  the  probability  of  displacement,  but  definite 
diagnosis  dejx?nds  upon  direct  examination.  Conjoined  manipulation 
will  usually  show  the  retroverted  organ,  with  the  cervix  displaced 
toward  the  pubes  and  with  the  corpus  in  the  hollow  of  the  sacrum. 
In  certain  ciases  of  anteflexion,  as  represented  in  Chapter  XLVIII., 
the  cervix  is  bent  forward  in  the  vaginal  axis  as  in  retroversion.  The 
condition  is  in  reality  one  of  retroversion  of  the  cervix,  with  high 
anteflexion  of  the  corpus.   Careful  conjoined  examination  will  usually 

FlGURK  415. 


Decrees  of  retroversion.' 


cIe;M'  the  di;w;ii<>sis.     Under  treatment,  the  prognosis  both  for  s|KH'dy 
relief  and  ultimate  recovery,  is  generally  favorable. 

•  Suggested  by  Penrose.    DiscascB  of  Women. 
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Degrrees  of  Retroversion. 

Retroversion  will  be  slight  or  extreme,  actonlin^  to  the  extent 
Avliieh  the  axis  of  the  uk-rus  is  turned  back.     Three  <leg7>ee&i  of  dig 
phu'L-nieiit    are    usually   recojrnized  ;   but^  the    division     is    arbitrarvj 
and,  exr«'}>t  for  purposes  of  desrription,  has  nu  practiciil   .signific 
See   Figure  ^i^^. 

Treatment. 

The  Iceatuieut,  as  in  descent,  cousi.st?^  of  the  removal  of  the  inflam- 
niutory  «iu(l  other  eo[up!ieatioii.s,  iu  tlu'  use  of  pessaries,  and  in  surgi- 
eal  ojiemtions.  Itiasuuieh  as  tlu'  treutnieut  is  similar  to  tliat  of  retro 
riexiou,  the  treatment  of  retroversI<*u  and  retrtfflexion  will  l>e  pr 
seutod  t4jgether.     See  Chapter  XLVIL 


BETROFLEXION. 

Kc'troflexion  is  that  displaoemeut  iu  \vhi<'h  the  orgiin  is  bent  LKiiivi 
upon  itiiclf.     It  ut^ually,  tbtjugh  not  always,  results  from,  and  is  as«H>-' 
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Extreme  retroflexion  with  hrp«rtrophy  of  the  corpus  uteri.    The  uterua  tmptogve  on  bzhI 
oompremcA  the  rectum. 

eiated  with,  rotrover-sion  :  but,  for  convenience,  the  dcmblc  disphire- 
meut  will  be  termed  retroflexion. 


RETROVERSION  AND  RETROFLEXION. 
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Etiology  and  Patholog-y. 

The  causes  of  retroHcxioii  may  he  sunimarizuti  an  follows: 

1.  All  causes  of  retroversion,  see  Mbove. 

2.  The  dorsal  positiou  and  tight  bandaging'  in  the  pncr|W'rium. 

3.  An    infeetioiH    jiuer[iennni    inijKiiriug  tlie    nutritiuu  of   the 

uterine  walls  and  siipjiorts. 

4.  Pressure  by  tmnors — -also  a  t-ause  of  retroversion. 

5.  Cougenital^ — rare. 

Among  the  canses  of  retroflexion  niv  great  weight  of  the  eorpuH 
uteri,  the  **oft  mobile  state  of  the  uterine  walls  so  eommon  during  tlu' 
j)uer]K'rium,  intra-abdominal  forces, down wnnl  pressure  during  defera- 
tioii,  tight  clothing,  and  the  e)bstetrie  bandage.  Metritis,  |M'rinietritis, 
either  as  cause  t>r  etlect,  are  idniost  invariably  assoeiated  with  retro- 
flexion. The  di.splacement  is  ufit  uncommonly  due  to  the  presence 
td"  a  myoma  in  the  posterior  wall  of  the  uterus.  In  rare  cases  the 
tlisplaeement  is  congenital,  and  the  reproductive  oi*gans  are  then  all 
under-developed. 

The  ovaries  and  Fallopian  tubes,  unless  fixed  elsewhere  Ity  adhe- 
sions, fire  usually  held  down  nti  eitln'r  side*  of  the  corpus  uti*n,  Thc-y 
are  sometimes  nuieh  enlarged  liy  inflamnjiition,  id'ren  adherent,  anil 
always  extremely  sen,>itivc.  Infection  of  the  uterus  and  its  append- 
ages from  bacterial  iiivxsion  is  almost  iuvaritddy  the  essential  cause. 
The  dis[>laeement  often  follows  parturition,  abortion,  and  injuilicioud 
trcatnieut.  Goiiorrhfea  and  tiie  })uerperal  inleetious  are  fncpicnt 
causes.  IVritoneal  adhesions  betwi<en  (lie  corpus  uteri  and  the 
pfMich  fd"  Douglas  may  render  replacement  impossible,  except  by 
abdominal  or  vaginal  section. 


Sinnaptoms  and  Course. 

In  many  cases  there  are  no  symptoms.     Tiie  conditions  tmjuently 
assot^iated  with  retrollexioui  are  these: 

1.  Sterility. 

2.  Abortion. 

3.  Leucorrhrea. 

4.  Dysmenttrrhoea. 

n.    Uterine  hemorrhage, 
fi.  Constipation  and  painful  defecation. 

7.    Weakness  in  the  biick  and  dragging  sensations  in  the  jielvis. 
H.   Keflex  pains  in  distant  organs. 
The  symptoms  of  pelvic  inflatnmatiou  predominate.     Ulcrine  dis- 
charges, menstrual  disorders,  sterility,  tdiortion,  weakness,  |>ain  in  the 
back,  painful  deleeation,  rectal  tenesnius,  menorrhagia,  and  tly.'^iuenor- 
rlicea  are  among  the  usual  manifestations. 

Uterine  di.sehargt^s,  nientn-rhagia,  and  aborti<jn  are  the  result  of  en- 
dometritis, ami  are  due  to  the  effort  of  an  engorged   uterus  to  relieve 
itself  of  congestion  by  increased  secretions  or  increased  nienstntation. 
Abortion,  dysnienorrhfea,  and  sterility  may  result  from  a  wide  nruge 
of  associated  conditions,  chief  among  them   faulty  nutrition,  inHara- 
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roatory  complications,  and  mechanical  obBtrootion  in  the  uterine  oanti 
at  the  angle  of  flexure.  The  rectal  Bymptoms  are  caused  by  die 
proximity  of  the  inflamed  uterus  and  its  appendages  to  the  bowd. 
This  gives  to  the  patient  the  sensation  of  a  full  bowel,  and  is  there- 
fore a  cause  of  tenesmus.  Passage  of  the  bowel-contents  tfatoagh 
this  sensitive  zone  is  necessarily  [Miinful.  Abdominal  pains,  nervoas 
dyspepsia,  neuralgia  in  distant  parts  of  the  body,  and  neoinsthenia 
are  often  present ;  indeed,  the  nervous  symptoms  may  be  of  the  most 
exa^rated  character,  and  may  comprise  all  that  is  implied  by  the 
word  hysteria  in  its  most  comprehensive  signification. 

Should  pregnancy  occur  the  rapid  growth  of  the  uterus  may  in- 
duce spontaneous  reposition;  this  is  likely  to  take  place  when  the 
fundus  rises  out  of  the  pelvis  at  about  the  fourth  month  ;  but  if  the 
corpus  be  incarcerated  under  the  sacral  promontory  from  adhesions  or 
from  any  other  cau.<c,  tlic  uterus,  unless  manually  replaced,  will  re]ie\<e 
itself  by  a  dangerous  abortion. 

Diagnosis. 

The  diagnosis  should  include  an  inquiry  into : 

1.  The  location  and  position  of  the  uterus  relative  to  neighI>oriiig 

organs. 

2.  The  mobility  of  the  uterus. 
,3.  The  complications. 

Digital  touch  discloses  the  cervix  uteri  low  in  the  pelvis.  The 
fnmlus  uteri  is  felt  through  the  posterior  vaginal  wall  in  the  cnl-de-sac 
of  Douglas.  Conjoined  manipulation  with  the  index-finger  of  the  left 
hand,  first  in  the  vajj^ina,  then  in  the  rectum,  and  the  right  hand  over 
the  Iiypojrastric  region,  will  show  the  size,  form,  consistency,  and  lo(»a- 
tion  of  the  uterus,  the  degree  of  fl(»xion,  and  the  <lifficulty  of  rojilacc- 
ment.  An  inflamniatorv  deposit  or  abseess  posterior  t<»  the  uterus, 
or  a  fil>r<)i<l  in  the  ])<>steri(H'  uterine  wall,  may  be  mistaken  for  the 
retroHexed  corpus.  The  ])rolK'  is  seldom  necessary  to  verify  the  diag- 
nosis. Its  use  is  subject  to. strict  antiseptic  conditions,  for  otherwise 
adflitioual  ini'cction  juay  be  introduced.  In  some  rases  of  diHieult 
tliairnosis  it  is  better  at  first  to  direct  the  treatment  to  the  inflaninia- 
ti.  ;i  ami  <lefer  the  jH-ecise  diagnosis  of  the  (lisi>laeement  to  a  later  date. 
Great  and  lasting  injury  is  often  wrought  in  the  attempt  to  eoni]>letc 
the  diagnosis  at  the  first  examination.  The  presence  of  a  myoma  in 
the  posteri(»r  uterine  wall,  with  j)ost-utcrine  inflammation,  is  a  serious 
coniplicatiou  Itoth  in  dia«ruosis  and  treatment.  If  the  rectum  Ih' «»ver- 
l<»a(letl  witli  fecal  matter,  a  cathartic  should  be  given  and  the  eom])lete 
(ligital  examination  (h-ferred.  Tlie  displacement  is  distinguished  tVtmi 
the  presence  of  an  ovary  or  small  ovarian  tumor  in  tlje  ]K>ueli  of 
I)ougla.s,  by  careful  bimanual  (examination  and  by  the  probe. 

Dingrnosis  in  the  Puerperium.  KhMnling,  which  begins  two  or 
thrc<^  weeks  after  labor,  and  with  small  daily  losses  of  bloo<l  during 
the  puerperium,  are  evidences  of  retro-disphieemcnt. 

Diagrnosis  of  Complications.  The  following  complications  may 
have  the  relation  either  of  cause  or  efiect  to  the  disphicemeut : 
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1.  Perimefritic  fixation — result  of  perimetritis' — is  recognized  by 
bands  of  adhesions  palpated  behind  and  to  the  sides  of  the  uterus 
and  felt  about  the  corpus  above  the  plane  of  the  internal  os,  near  the 
fundus.  Perimetritic  adhesions  commonly  fix  the  uterus  to  the  tubes, 
ovaries,  or  broad  ligaments,  and  such  adhesions  form  a  mass  recognized 
by  conjoined  palpation. 

2.  Parametritic  fixation — result  of  parametritis  cellulitis — is  felt 
more  usually  below  the  plane  of  the  os  internum  ;  it  draws  the  cervix 
laterally,  anteriorly,  or  posteriorly  toward  the  pelvic  wall  by  contrac- 
tion of  inflamed  cellular  tissue,  is  thicker  and  more  dense  than  peri- 
metritic adhesions,  and  lower  in  the  pelvis. 

Differential  Diagnosis. 

The  differential  diagnosis  should  include  a  consideration  of  inflam- 
matory retro-uterine  masses,  retro-uterine  myomata,  and  fecal  accu- 
nmlations. 

Retro-uterine  inflammatory  products  and  myomata  in  the  posterior 
wall  of  the  uterus  may  be  recognized  by  the  location  of  the  fundus 
uteri  lying  in  front  of  the  mass.     The  examination  should  be  made  by  : 
a.  Conjoined  palpation  with  or  without  narcosis. 
h.  The  uterine  sound — used  with  caution. 
c.  Rectal  touch — most  important. 
The  tumor,  whether  inflammatory  or  myomatous,  is  usually  wider 
than  the  uterus,  often  not  directly  behind  the  cervix,  but  to  one  side, 
and  may  be  irregular  in  outline.     The  contrary  is  true  of  the  retro- 
flexed  corpus  uteri. 

Fecal  accumulations  may  be  excluded  by  cathartics. 


CHAPTEK   XLVIL 

TREATMENT  OF   RETROVERSION   AND  RETROFLEXION. 

The  vibjeets  i>f"  treatiuciit  are  replaeemenl  and  retention  of  the 
uterus. 

Obstacles  to  Replacement. 

The  obstacles  to  roplaceniont  are  tumors,  irjflainmation,  and  fixit-] 
tion  of  the  uterus.  The  inflammatnrv  eonipliealions  often  n-H|uirel 
weeks,  aiul  it)  severe  eases  niojtths,  of  ireatineiit  prefwinitorv  to] 
rcplaeeim-nt  ;  not  uneonimonly  a  tiinior  must  he  remuvcHi  bv  a  siirwi-  i 
{•al  operaliiHi.  Some  (if  the  ^euenil  therapeutic  sutrirestions  undor  the  1 
subjeet  of  deseeut  are  als«i  applicable  to  retropositions.  Thus  rest, 
massage,  careful  retrulatioii  *>f  the  iKiwels,  forced  feedluj;:,  and  general 
tonics  may  be  useful. 

For  [R'lvic  inflaarinatiou,  small  Iflisters  over  the  inijninal  I'o^ioiis, 
fre<juently  repeated,  and  the  daily  applieatiou  of  a  eott«>ri  and  iflve- 
eriu  plug  to  the  eervix,  are  common  routine  measures  of  v:dne. 
The  most  useful  and  essential  topieal  applieation  is  the  }i<it-\vater 
vaginal  douche.  The  proper  manner  of  giving  the  douche  is  dt'-^oribiH! 
in  C'hapter  IV.     See  also  Cbapt^^r  XXII. 

As  the  tenderness  ilisappears  the  cotton  plugs  may  be  incrca!i»f<l  in 
quantity,  and  thereby  made  to  servt!  as  teni(>orarv  support  for  the 
uterus  until  the  more  jicrmanent  pessxiry  t:an  [tossil>ly  he  substitni***!. 
The  slufrtjish  circulation  in  the  pelvis  and  torpid  condition  of  the 
bowels  may  be  much  relieved  by  the  daily  application  of  the  hot  hi|>- 
ji<aek  ;  it  is  applied  as  follows  : 

A  small  flannel  sheet,  folded  lengthwise  to  the  widtli  of  two  feet, 
dippetl  in  very  hot  water  and  dried  by  passing  it  tbntugh  a  wr?n;;er, 
is  wound  about  the  hips  and  coveivd  by  another  dry  one  At  the 
end  of  half  an  hour,  during  wbieb  time  the  |Mtieut  nuiintains  the  re- 
cumbent position,  the  sheets  are  removed.  A  hot-water  bag  bet\vi?en 
the  wet  and  the  dry  sheet  will  serve  to  prolong  the  heat. 

When  the  tenderness  has  U'cn  snfticii^ntly  reduced,  gentle  attempts 
at  replacement  may  be  made  every  day  or  two  l>y  ci>njotned  manipula- 
tion. The  patient's  tolerance  of  manipulation  mav  thus  be  ttbserved 
and  the  way  prcpart'd  for  contj>lete  replacement  an<i  permanent  reten- 
tion after  suljsideuee  of  the  iuflaminatioa. 

Fixation  and  tenderness,  until  overcome  by  appropriate  treatment, 
are  coutraindiciitions  to  replacement. 

Methods  of  Replacement. 

Manipulation.  The  safest  and  most  effective  method  of  replace- 
ment is  by  couioiiiLHl  manipulation,  as  shown  in  the  following  illus- 
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tratiori!:*.  Etiicieiit  reposition  of  the  lueriis  i-s  very  ai'teti  impo^jsiblc 
without  aniL\stlit'.sia.  This  is  e>j>ecialty  true  when  the  corpus  is 
wedged  in  and  incrtrcemted  between  the  iitero-sacral  ligaments  under 
the  aacral  promontory,  a  condition  often  nii^staken  tor  disphunnnont 
with  arlhesions. 

The  replaeenrent  is  not  nsuully  accomplished  by  drawing  the  fun<lns 
eJireetly  ioruard  and  pushing  the  cervix  liack  directlv  in  th<'  nie<lian 
line,  Ivnt  in  most  cases  by  sweeping  the  fundus  around  the  are  of  a 
circle  on  the  left  side  of  the  jwlvis  and  the  cervix  on  the  ri^ht.  This 
is  owing^  to  the  greater  fret|neney  of  infection  on  the  left  side,  and 
consequent  shortening  of  the  left  hrcjad  ligiinient.  After  reitlarernent 
the  org;in  is  to  l>e  held  in  position  by  apprtjpriate  means. 

Bimanual  ret)laeement  has  three  great  advantages  over  the  more 
familiar  nietlio<ls  of  the  sound  or  repositor  :  first,  it  is  more  etfective 
and  uKtre  permanent  ;  second,  the  k'ver  action  of  the  sound  or  repositor, 
by  which  tlje  operator  may  nnwlttiugly  use  an  undue  and  4hingeron8 
anionnt  of  force,  is  avoided  in  the  use  of  the  hand  ;  third,  the  o|>e- 
nition  is  not  only  constantly  nndt^r  the  oj>erator's  control,  bat  also 
witliiu  hifs  appreciation. 

E-\iH.'rience  has  abundantly  shown  that  instrnmentftl  uterine  rcpcfsi- 
tion  by  means  of  the  sound  or  other  instruments  which  enter  the 
endometrium,  and  act  by  leverage,  is  nnneccssary,  dangerous,  and 
therefore  usually  disapproved. 

Manipulation  in  the  treatment  of  displacement's,  cspecnally  in  over- 
coming tlic  obstacles  to  rcplaecnient,  has  a  detinite  and  well-<lcfine<l 
value.  For  general  indications,  ami  €»prn<iUij  (h>-  cimfrfditffirifitonn 
of  nianipuhitions,  see  paragraph  on  Massage  in  Chajiter  XXIT 


3fanipuiation  in  fhr  Tnafment  of  Rcfro-jiosifimirnmpfieafed  by  Anterior 
AfIin'Mhiiif<  ttfiff   ( 'oiifrdHionj'i. 

A  serious  obstacle  to  replacement  and  retention  of  a  retrojMiswl 
uterus  is  the  presence  of  eontnicted  tissue  between  the  cervix  uteri 
and  pulws,  M*hieh  antelwates  the  cervix  to  sueh  an  extent  that  tite 
corpus  has  space  to  tall  bick  under  the  sacral  promontory.  Under 
such  conditions  the  corjvus  cannot  bo  brought  forward  nod  retained  in 
normal  antevei-sion  until  the  e«)ntraeted  tissue  or  hands  wlileli  fiohl 
the  cervix  forward  can  be  so  stretched  or  broken  as  to  [terniil  the 
cervix  to  return  to  its  normal  loeatifin  near  the  luillow  of  tin-  sacrum  ; 
this  may  sometimes  be  accomplished  by  manipuhition,  and  several 
weeks  of  treatment  may  be  required  to  obtain  the  ilesircd  result. 
The  manipulations  are  shown   in   Figures  417  and  418. 

The  first  one  or  two  treatments  are  tentative.    When  the  .^^cnsitive- 
ness  decreases  and  the  iliaginisis  is  jterfrcted,  an  atteuipt  should  be 
made  gradually  to  stretch  or  break   the  adhesions  and  to  stretch  the 
^^^   contracted  ligaments. 

^^M  When,  after  two  or  more  treatments,  the  parts  have  become  suf- 
^^^  ficientlv  mobile,  the  patient  is  placed  in  the  reeumhent  pf>sition  and 
W  the  treatment  continuei)  bimanually.  With  thejet't  iiidex-iinger  in 
^^K   the  |)osterior  cul-de-.sac,  the  br>dy  of  the  uterus  is  raised  as  far  an 


PtTvtrlituff  a4tiPHlci'iiifi  fintcTinr  to  the  lUL^ruB,    Bntndt'*  {rl^tlUld. 
Figure  418. 
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practicable  in  the  median  line.  The  intra  vaginal  finger  is  now  trans- 
ferred to  the  front  of  the  cervix,  while  the  external  hand  readily 
pushes  the  nterus  backward,  so  as  to  move  it  away  from  the  sym- 
physis and  still  further  stretch  the  adhesion  bands.     See  Figure  417. 

By  pressing  the  fingers  of  the  external  hand  down  behind  the 
synij)hysis,  they  are  made  to  meet  the  intra  vaginal  fingers  in  front  of 
the  uterus.  "^Fhe  two  hands  thus  brought  together  now  push  the  uterus 
in  the  following  directions :  the  internal  fingers,  backward  and  up- 
ward ;  the  external  hand,  backward  and  downward. 

As  soon  as  there  appears  a  limit  to  the  ready  extension  of  the  tis- 
sues the  pressure  is  stopped.  These  movements  are  repeated  several 
times  in  fnuit  and  on  the  sides  of  the  cervix  uteri  until  the  adhesions 
have  attained  a  certain  degree  of  elasticity. 

Figures  417  and  418,  with  the  accompanying  explanations,  will 
serve  to  guide  the  operator  in  the  manipulation  of  anterior  adhesions. 
All  these  manipulations  are  supplemented  by  stroking,  vibratory,  or 
circular  frictionarv  movements  with  the  external  hand. 


3I(inijmlation  in  the  Treatment  of  Retropoailion  Complicated  by  Pos- 
terior Adhesions  and  Contractions. 

Posterior  adhesions  and  contractions  may  be  stretched  and  broken 
on  the  same  principles  and  by  the  same  manipulations  as  those  already 
set  forth  for  anterior  adhesions  and  contractions.     Figure  419.     Just 

Figure  419. 


Stratching  or  breaking  posterior  adhesions. 
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hofiji'i*  the  close  of  the  treatment  fwlvic  inaj>sa^e   is   ap])lie<i   to 
limail  litTiimeiits  and  folds  of  Douglas.     See  Chapter   XXII, 


the 


Replacement  and  Retention  of  the  Retroposed   Uterus. 

When  Huifu'ient  mobility  of  the  uterus  has  been  securetl,  replac 
jiient  and    retention   to  the  normal   ftojiition  are  the  next    iiidi^'iitiiK 
Brandt's  method  inchides  numerous  manijndations   which,  funu  exJ 
jxjrietiei'j  In-  has   foiuid  suited   to   replaeo  the  uterus   and    to  give  n 
stable  equilibrium.     Tiie   leadiujjj  features  of  his  nieth<Kls   an?  ^ivei 
in    the   following  paragraphs   and   illustrations,  taken    niainlv  fn 
Jentzer. 

FiacxB  4130. 


Ventro^Tagiuiil  repoaiUon;  bcgioalnK  of  flnti 


When  sufficient  mobility  of  the  corpus  has  been  secured,  carefu 
attempla  at  rejilaeemcnt  should  be  made. 

Manual  Ventre -vagrinal  Reposition  of  the  Retroposed  Uterus, 


and  somewhat  fixed.  The  left  index-finger,  in  the  posterior  vapinal 
fornix  as  higli  as  possible,  raises  the  uterus  toward  the  idtdoniiaal 
wall — Figures  420  and  421 — while  \Uv  fingers  of  the  right  hand 
above  the  symphysis  press  down  ou  the  cervix,  the  point  of  pressure 
being  as  nearly  as  possible  the  plane  of  the  interna!  os,  Figure  I 
422.  The  left  index-finger,  tlien  leaving  the  jM»sterior,  pa.sses  to 
the  anterior  fornix  and  approaches  the  fingers  of  the  right  hand. 
Figure  423.  Both  hands,  acting  t<tgctlier,  push  the  cervix  upwartl 
and  backward,  while  the  uterus  tends  U»  ikll  over  slightly  forward. 
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FIOVBS  42L 


Ventro-vaginal  replacemont ;  end  of  first  atep. 


PiGUBK  422. 


Ventro-raglnal  reposition :  second  step. 
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Then,  while  the  left  index-finger  is  kept  fixed,  the  fingers  of  the 
riglit  hand  are  passed  lightly  along  the  right  border  of  tlie  uterus 
until  tliey  pass  the  fundus,  which  they  then  press  forward.  Figure 
424.  The  organ  then  lies  extended  along  the  left  index-finger.  It 
is  essential  for  the  success  of  this  manoeuvre  that  the  uterus  be  kept 
always  in  the  median  line,  or  that  in  the  replacement  it  be  swung 
around  slightly  to  the  left. 

Manual  Ventro-recto-vagrinal  Reposition  of  the  Retroposed 

Uterus. 

This  method  of  replacement  is  illustrated  by  Figures  425-427. 
It  is  indicated  when, the  retroposed  uterus  is  long  and  soft.  The 
left  index-finger,  high  up  in  the  rectum,  pushes  the  fundus  for- 
ward, while  the  riglit  hand  on  the  abdomen  executes  some  circular 
and  vibratory  movements.  As  the  muscles  relax,  the  external  fingers 
a})proach  the  fundus  and  push  it  downward,  so  that  it  may  readily 
be  reached  by  the  finger  in  the  rectum  ;  this  finger  is  aided  by  the 
thumb  in  the  vagina  pressing  the  cervix  backward.  The  fingers  of 
the  right  hand,  continuing  tiie  circular  movements,  then  insinuate 
themselves  behind  and  under  the  fundus,  and  complete  the  replace- 
ment.    Figure  427. 

The  degree  to  which  the  manipulations  are  necessary  will  de|K?nd 
upon  the  breadth  and  strength  of  the  adhesions  and  bands,  and 
the  amount  of  contraction  in  the  ligjimeuts.  Even  at  the  risk  of 
prolixity,  it  is  well,  however,  to  repeat — All  manipuhtiojiif  ahouhl  be 
practised  only  on  casen  carefully  selected  according  to  the  indications  and 
contraindications  r/iuen  in  Chapter  XXII.,  and  should  be  as  gradual 
and  as  free  from  pain  as  practicable. 

The  length  of  time  that  should  elapse  after  an  acute  inflammation 
before  manipulative  reposition  may  be  undertaken  with  safety  is  not 
less  than  two  months.  Pyosalpinx  is  always  a  contraindication.  The 
nearer  the  time  to  an  acute  infection  the  more  virulent  the  pus  will 
be ;  an<l,  on  the  contrary,  the  longer  the  time  the  more  likely  the  ])us 
is  to  be  sterile.  If  therefore  on  account  of  error  in  diagnosis  the 
manipulative  movements  should  rupture  a  purulent  tube  and  force 
the  contents  of  it  into  the  abdomen,  the  danger  of  ][)eritoneal  infection 
would  be  decreased  directly  with  the  length  of  time  that  had  elapsed 
since  the  acute  attack.  In  chronic  hydrosalpinx  the  fluid  is  usually 
sterile,  and  is  therefore  not  a  serious  contraindication  to  massage.  The 
])ni('tical  difficulty  is  to  differentiate  hydrostilpinx  from  pyosidpinx. 
One  may  aspirate  the  tube  carefully,  and  if  the  fluid  prove  to  be 
serous  and  sterile  the  aspiration  may  be  followed  by  massage  with 
excellent  prospects  of  cure  and  restoration  of  function  to  the  in\)e. 
The  whole  subject  of  manipulative  reposition  should  be  studied  in 
connection  with  the  section  on  Massage  in  Chapter  XXII. 

1  Fi{furc»  417-427  modifled  from  Jentzer  and  Zecgenspeck. 


Ventro-riicto-VBerlniLl  rcpoaJtlon;  Urstatep. 


Ventro-recto-Taginal  reposition ;  seoond  step. 


TmQiv«rae  eectioo  of  the  lower  portion  of  the  vaKiim ;  lu  Ua  Audied  In  connection  with  Figures 

rM  ftna  -iiM.i 

£.  Levator  anl  musclt).    ii.  Rectum,     f.  rrethra.     l".  VasliiH. 

Means  to  Retain  the  Replaced  Uterus. 

The  uterus  having  been   replaced  will  seldom   retain  ib<  iHjrmal 

position  without  sirtifieia!  support.     This   piifjpnrt,  acconljiifjj  to  the 

requirementh  of  a  given  case,  will  be  secured  by  mt'ans  of 

Pessaries.  Surgical  operation8. 

1  Honle. 


Thi'  fnimn.iii  Ihir   i.iiiliv  • !■■  ..i  mi  i    aiH  .i.j;  ,i   |..-.inrj-,  \Mtl[  itr  |pr.-«.ltl)  turhL-.l  m  tijt 

•intfroi»o8!cni»r  iliiiiiatoruniK^viilvft.     I'lm  brcudth  of  tlie  Instruiuent  ahould  b«  in  the  trans- 
verse direction,  as  sbowu  in  Figure  i'M 

d<nvii\v{inl  with  a  force  greatrr  tfian  any  pessary  van  counteract.     The 
|M?lvic  rtttor,   iTicliiding   tlic   t;iscu»l  juhI   lit^nniciitini^  supports  of  tliei 
pt'lvic  ttr^aijs,  uiuy,  ihnu  yiihiuvolutum  ur  oliicr  cause,  be  so  n?laxc 
tliat  tin  n«'X}»ary  can  huld  the  organs  iu  jihice. 

It  follows  from  the  above  that  the  ficlfl  for  the  use  of  the  pcsjiorT] 
imist  Im-  restriclcil  M  those  casch  in  which  the  ilisplaeetl  orji^ms  are' 
replaeeahle,  in  which  the  pessary  is  eapnhle  of  holding  thein  in  plact% 
and   i-jui    he   worn    without    tli^conifort.      Failiirr   U\   recuj;ni/e    and 
appreeiat<'  the  eontr.undieatiftn  accounts  nttt  only  for  ihe  failures  and  I 
disappointments,  but  also  for  the  many  evil  results  which  have  fol- 
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lowpil  the  indiscrimiriftt^  attempts  to  treat  all  tli.splacements  by  me- 
t'hanical  supt>(>rt.  The  cxohision  of  unj^iiitublf  ciiscj*  and  tlif  n*cog- 
nitinn  of  the  nece-iHity  for  aeciirate  tliaL;iK>si?i  arc  ap[>ureiit.  TIk' 
pcpsiiry  according  to  the  knowkflge,  judji^niont,  and  mechaniwil  i^kill 
of  the  practitioner,  will  bf  nscfnl,  iisek'ss,  or  injtirii>us. 

The  Adjustment  of  the  PeBsary.- — Ftjj:ure  429  show.s  a  ooniiiion 
hut  faidty  manner  of  introdueinjrr  the  pes^sary.  The  vagina  i.s  a 
coUupsiid  tube,  the  anterior  walls  of  which  rest  on  the  ]»<rsterior; 
hence,  the  Itiiig;  dianieter  of  a  eross-scction  oi'  the  eanal  is  iVoin  side 
to  side,  not  antero-posterior.  The  |>esi^ry  should,  therefore,  be  intro- 
duced with  its  lateral  edges  to  the  sides  of  the  vulva. 


FicviRK  430. 


The  coTivcl  i»K»Ji'  of  iiitr<iiluciiig  a  pt-,-*ury. 

If  ijitrochiced  as  shown  in  Figure  429,  with  its  lateral  c<lges  in  the 
antert>-po.s(«'rior  tlircction  of  the  vulva,  the  peshary  iw  a[)t  to  press 
painfully  ag:iin.st  the  iiretlini  in  front  and  the  perineum  behind.  This 
jKiin  h  increased  when  the  instrnmcnt  is  liirneil  to  ennforni  to  the 
vapiiii,  as  it   must  he  bi'fbr*'  it  cjui   take  its  pmper  place. 

Ill  the  etHTcct  nuxle  of  introduction  the  labia  are  se|wiratcd  l»y  the 
thumb  an<l  index-linn-cr  of  the  left  han<l,  an<l  the  p<'ssary  is  pushed 
in  with  the  ri^dit  hand,  its  lateral  edges  l>eing  l«)  the  side  of  tlie  vulva  ; 
it  then  readily  f»*llows  the  cnrves  of  the  vaginal  outlet.  This  nicnJe 
of  introduction  retjuires  less  force  and  g:ives  less  discomfort.  The 
•i2 


i^fl_ 
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first  step  toward  luljiistnipnt  is  complete  when  the  inner  end  of  thf 
IK'fTisai'y  IS  ill  contact  with  tlie  antt^rior  wall  of  the  cervix  uteri.  The 
Hecoiitl  step  i;;  to  pass  the  left  index-finder,  the  palmar  surface  Iwing 
iij  contact  with  the  perineum,  under  the  pessnrv,  and  push  the  up^HT 
1  nd  under  the  c<"rvix  and  then  hiu-kwnrd  int«>  its  plaoe  in  the  p<"-t- 
vaginid   fornix.     Sec  Fitriircs  4;W,  431,  and  432. 

Thi'  cnrvcs  of  thv  prssjiry  demand  ctircfnl  uttcnlioii  in  its  applica- 
titUK  When  the  uterus  is  below  the  normal  level  the  broatl  litr.nmnts 
are  necessarily  rendered  more  tense  than  natural,  and  the  bloodvcs^eU, 


The  iitip«*f  ^'t^^^  of  an  An>ert  Smith  pessarj-  beinc  iiushed  liit<»  i>l«r»?  l>»ck  of  the  oervlx 
apparfiit  lock  *>(  mnlnlily  ni  the  uonual  tkavU-  ot  fliwure  in  this  utt>nis  1«  u  nol  utiojioio«n 
result  uf  Use  im.iriti*  wliicli  often  .'(iiui.liciileH  rL•t^lJ\lT^i^■u  uinl  nlAitlexlon. 

more  especially  the  veins,  which  aiv  hooped  one  upon  the  otlicr,  and 
which  traverse  these  ligaments  to  and  from  the  uterus,  are  nnide  to 
collap.se.  This  eanses  venous  congestion  and  eon.H'{jUeiit  iucreiu^e  in 
weiglit  of  the  uterus — a  condition  favorable  to  nial|vosition,  uterine 
catarrh,  nnd  patliological  changes  in  structure,  A  pessary  which  will 
raise  thtr  uterus  to  the  health  level  clearly  fulfds  an  indication.  A 
pessarv  whieli  mises  it  above  the  health  level  ren4k'rs  the  broiid  li|^- 
ment  tense  and  repr<iMluces  a  condition  whi<>h  it  was  de'signed  to  relieve. 
Maintcnanee  of  the  uterus  up<^)n  the  health  level  depends  lai^dy  u^Mtn 
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the  curves  of  the  pt'ssiirv.  The  accomjianyinp:  cut.'?  HUistratc  the  pha])c 
and  curve  of  the  Hotlgf  jicssarv  us  nrKHUfiotl  hy  EriiiiH't  and  AUhti 
Smith.  Figure  433  rrprasents  the  curve  of  Eiuniet,  aud  Figure  431 
that  of  Albert  Smith.  For  convenience,  let  us  charjictorizo  that  curve 
which  rests  in  the  posterior  vaginal  cul-flc-sac  as  tfie  uterine  curve, 
aud  that  whicli  cM:>tni|Hes  that  part  of  the  vagina  adja<'ent  !o  th<'  ptihis 
the  pubic  eurve.  The  aenteness  and  h^ngth  of  the  uterine  curve  <h;'- 
termine  the  lieight  to  whicli  tlie  pessary  will  lift  the  uterus.  The 
longer  aud  more  acute  the  curve,  the  fiigher  the  uterus  will  be  lifted, 
and  Vive  vtrm.  The  smaller  curve  of  the  Kmniet  nKKliticatiou  will 
answer  tlic  average  iniliciitlon  more  nearly  than  the  sharper  curve  of 
the  Albert  Smith  moditicatiou,  which  may  lift  the  uterus  too  high. 

FionRE  43a 
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Albert  Smith  pessary  Id  p]a««Knd  uterus  maintained  in  nonnal  pmltloD 

The  pubic  should  generally  Im  proportioned  to  the  uterine  curvL^ — 
that  IS,  the  greater  the  uteriiu-,  the  greater  the  pnliic  curve.  A 
pessary  [>roperly  adjusted  in  all  other  respeets  may,  by  pressure  upon 
the  unthra  aud  neck  of  the  bkulder,  create  vesical  tenesuuLS  tind  ure- 
thral irritation.  This  culls  for  iiuvrease  in  the  pubic  curve — that  is, 
the  i^essary  sliouhl  be  bent  away  froni  the  irritated  j>art.  The  pubic 
curve  may,  however,  be  «o  great  that  the  lower  |»art  of  the  |»essary 
occupies  the  centre  of  the  vidva,  where  it  is  apt  ttj  create  irritation. 
For  this  condition  les&ening  of  the  pubic  curve  is  the  rcme<ly.  The 
iry  should  uot  bo  so  wide  as  to  distend  the  vagina.     The  leugtk 


Bchultie'a  sleteh  rt^mry  In  position.    This  r*>saiiry  i»  nM  In  fK>nerftl  iiic.  but  tn  ser 
hold  uptnc  veBico-vinfinnl  wall  in  case*  uf  lystoceli'  and  nrtorole. 

uterus  very  high,  and  is  spocially  applicable  in  cases  of  great  relaxa- 
tion of  the  pt'lvii'  rtoor  iin'l  of  ciniipltoatin},''  prolupso  uf  the  ovaries; 
the  bulbou.s  pi,)rtii.ni  is  sttUKliiiK'S  iimdc  (>f  8oft  rnliber. 
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The  Function  of  the  Pessary  is  to  maintain  the  uterus  not  only 
on  thf  health  level  in  its  normal  lueatioii,  liut  also,  if  posyiblf%  in  its 
normal  position,  wliicti  requires  the  cervix  to  be  about  one  inch  from 
the  siicrnm.  The  cervix  in  a  properly  selected  ease  being  thus  placed, 
retroversion  is  not  liable  to  occur,  because  if  it  does  occur  the  fundus 
uteri  will  be  arrested  in  its  backward  course  by  the  ovcr-archiug 
sacrum,  and  because  the  direction  of  least  resistance  will  be  forward 
into  the  normal  anterior  position. 

It  follows  that  the  tipplii-ation  of  the  jx-ssiiry  is  based  upon  the 
general  proposiitiou  that  if  fhc  cerrix  he  uornwlft/  pfaecfJ  thf  h<nhi  of  the 
utei-its  will,  hi  the  aftsena^  of  complications ^  fake  care  of  {tst(f.  Since  the 
vagina  at  its  upper  extremity  is  attached  to  the  cervix,  displacement 
of  the  latter  is  clearly  impissihle  if  the  upper  extretnity  of  the  vagina 

Fiatrm  436, 


Tljomae's  retroflcxlun  peasary. 

he  sustained  in  its  normal  location.  Tlic  |>essary  restores  and  main- 
tains the  relations  of  the  ivlaxed  vagijiai  wiills  l>y  crowding  the  poste- 
rittr  vaginal  cnl-tle-sac  haekwanl  into  tlie  hollow  ot*  ihe  .suTum.  It 
also  holds  the  attaclu<l  cervix  within  a  proper  distance  tVotn  the 
sjuTum,  and  thereby  fulliis  its  indication  by  sustaining  tin'  jwlvic 
flo<ir.  The  H(jdge  |>cssarv,  or  some  nioditicyition  thereof,  answers  this 
pnriwse  in  ordinary  eases  more  satisfactorily  tluui  any  other. 

The  same  general  principles — in  fact,  the  satne  ^lessaries — whieh 
arc  a[vplieahle  to  prolapse,  apply  als>  to  retn>versio!i  and  n'troHexion. 
Indeed,  tlic  tirst  sti'p  in  tlie  genesis  of  ihe  retro-timlp(»sitious  has  l>ecn 
stiown  t(t  be  prola[>s.e.  The  student  is  rcJcrred  to  tlie  general  remarks 
on  the  adjustment  of  pessaries  for  [jrolapse. 

Pessaries  designed  to  prop  up  (he  bmly  of  the  uterns  by  pressure 
upon  the  posterior  wall  for  the  correction  of  the  posterior  maljjositions, 
and  upon  the  anterior  wall  to  correct  the  anterior  mal|>ositions,  arc  not 
only  unnecessary,  but  are  very  liable  tu  induee  metritis  and  peri  inetritis, 
and  are  therefore  generally  disapi>rovtKl.  In  certain  cases,  however,  the 
vaginal  walls,  esj>ecially  the  posterittr,  may  l>e  so  relaxed  from  suhinvo- 
hition  and  other  causes  that  tl>e  instrument,  though  very  loug,  fails  to 
maintain  the  cervix  in  its  normal  place.     Under  such  conditions  an 
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instrument  may  be  required  to  act  directly  upon  the  uterus.  The 
Schultzc's  :>leigh  pessan',  represented  in  Figure  435,  fulfils  this  indi- 
(■:itiiin.  A  lonjr  AllMTt  Smith  j)e*.sary,  with  its  uterine  curve  made  so 
cxtn-nn*  as  to  brin^r  the  upiH-r  jxirt  uf  the  instrument  in  front  of  the 
••jTvix,  iustead  of  iM'hind,  m:iy  answer  the  same  purpose.  KxiKHlients 
of  this  kind,  however,  are  always  of  donhtful  value. 

In  retroversion  and  nnroflexion  always  replace  the  uterus  In'fore 
ailjustin^  th»*  |K'ssary.  otherwise  the  instrument  will  press  u]k>u  thesen> 
sitivj'  uterus,  and  one  of  thnv  unfortunate  results  may  occur  :  (#/)  the 
|M*s<arv  may  iii»t  Ik*  toU-nited  on  aeeount  of  i>jiin  ;  (6)  it  may  Ik*  fimtHl 
«!own  by  prt'ssure  from  alM»ve  so  near  U*  the  vulva  that  it  will  lail  to  do 
tlir  Irast  gcHHl:  ('-Ithf  uttTus,  tiudini:  it  iui]>ossihle  to  hold  its  piK^ition 
a^iiinst  the  jH'ssary,  instead  of  takinj;  its  pro|K'r  ]x>sition,  may  Iw  in^nt 
over  it  in  exaggerated  niroHexion,  with  the  cervix  between  the  jx^s- 
siirv  and  the  piiiKS.  or  tht-  whoK-  orjpui  may  slip  off  to  one  side  of 
tlu'  instnniient  intt>  a  inalpo>ition  more  serious  than  the  one  for  which 
ivHcf  is  .-rouirht. 

A  properly  adjiistt'<l  ]H*ssary  gives  to  the  jxitient  no  consciousni>.os 
of  its  pn-^eiict'.  If  tlu*  iu^trnment  t-.uis^-s  |Kun,  it  should  l)e  reniovi**!, 
and  Manh  made  for  the  trndrr  plac«*s  :  it  >hould  then,*if  piisMbh',  Ik* 
rcinniiMi'd  into  su<'h  .»h:i]>('  that  it  will  not  make  pressure  ujMin  them. 
Oftrn  a  :>ligl>t  intlt'iitaiion  at  some  ]Miint  will  enable  the  patient  to 
W':ir  it  witli  entiifnit.  If  it  cannot  be  ma<le  comfortable,  it  should  lx» 
aliainloiK'd. 

SiiiHiiiiMs  wlicii  the  corpus  has  ]»een  finuly  bound  back  by  pi»ri- 
toin';il  ;nllie-.i<iii-.  iliev  may  be  broken  up  by  very  forcible  conjoined 
iniiiiipiiiatiii])  muler  etiier:  but  the  operation  is  dangenms,  and  shnnM 
tlirntMn-  be  iiinlertuki  II  only  by  an  exp<  rt  «i|K'n»tor,  if  at  all.  The 
::r;i'lii:il  uiiili'nl  "t"  I'm;iI  ru:i--:ii:i'.  m~  «l(>erib<'<l  in  Chapter  L.,  will 
.•nliii.ijily  !;t]v.    ilii   |.i:i«-.-  i.t'  -iicli  ri.nlltie  replacement. 

Ill  11  fi:iiii  i:i-i  ~  in  wiiiili  it  |(l:ii-itiiejit  I-  iiiipHK-tieable  or  ini])o»i. 
i.I.-.  "ii  .I... .11111  >'\'  iiit!:iiiiii!.itiiiii  i.i-  :i<ilie-iiiii>.  ;i  .-<»it-njbb«'r  rini:  niay 
!"     ii!-i!i'l.    :inil    will    ->iiii  linn-    •j,\\c   (leci«|«-d    relii'f  by    lUiing    tlu» 

'iti  in-  :iii'l    |..l\i<-   ll ■   !!■  Ml  r  !<•  ill.-  iiriiltli  level.      In  the  treatment 

i't"  :ill   iji-ji!:  r.  1 1-  r.-iii.-n  -li.iiiM  Im-  I'urbiilden  until   the  intlaninta- 

:i>r\  -i^iH-  li.i\i  ili -:iii|>i  .111  ij.  Tlif  |H->-:iiy  -ImiiM  In- kept  clean  bv 
iiiin|ii;iii  il:ii!\  :iiii'l'i ;:;  i«-ii-  I't'  tin  v:i::inMl  iloiielie.  Kverv  tlin-e  or 
;"<iiii"  w  <■l^-  ill-  ;i!-i''ii!ii'iii  -li'Mild  III-  riiimveil  and  the  |H'lvie  organs 
iMi'i  !:[!!■>    '  \:iiii;'ii<l. 

N-.  ..ii.  .-.Ill  -!|.  i\  :"|'|'1\  III'  ]H--aiy  until  lie  lia- fully  appre<'i;ited 
j:-  in'l;-:'il..i,-  iiini  <i .n: !;:inili':ii it-n-..  Many  practitioners  are  tlefi<*ieiit 
in  till-  na'iir.-.!  i. .-<■!;. ni'-.il  -U!i  nic.--ai-y  !<>  it-  |tro|)er  adjustment — a 
t;-.i  "t"  ^iii'-i  iih'i-:iiiiU  111"  nn1«'rtiiiiali-  w-'incii  bear  witn«'ss.  It- 
daii'jii-  in  ill.  il'.'i-  III  li.'ii'i- :iri' ill -irikiiiLi  luiitra-t  with  it>  usefidne>s 
wlnii    jiidici"  iii-l\   iiii|il't\(d  in  |irii|n  r  ca-« -. 

lfiir\ii"N    \:\   Sriaiii' \i,  <  )i'i:i;A'rf<»\s. 

Manv  ea-c-  i.l"  di-|'l.i<-<inini.  Icitli  aiiteriitr  and  posterior,  are  .-o 
cMni|»li«-al<tl  bv  |irM|a]i-id   aiid  atllicrent   ovaries,  by  advanee<l  disea>e 


of  the  ovarifts  and  Fallopiun  tubes,  by  tumors?,  by  inflammatory  exu- 
dates, or  hy  poritonpul  ti(lhesi(tn>it  'bat  rpfilawmont  is  iiiijKissil>lt%  or, 
rejuljieenient  tjcinjii:  ])ossil)]L',  the  pcssiiry  is  eittuT  inlok'niblc  Croru  juiin 
or  prnvf's  inadfijiiiitr  t<>  sustain  the  uterus.  Siu-h  cases,  iink'ss  rflirvablf 
by  bx-al  miissngc  or  the  t<i]>if':il  trtatiiiont  ahvady  outlined,  furnish  a 
definite  iudieation  for  snr^ieal  tivatment. 

Pffhtconhuphii,  cltftrorrhaphif,  aatf  the  rnjiovnl  of  {nmorJt  have 
already  Imtu  considered  under  their  resju'etive  heads.  Whenever  tlie 
[K-rinentu  Itas  heeu  dis]>]ueed  downward  ;ind  l>aek\vard  away  from  the 
piibes  towanl  the  (mmm-vx,  its  rephieemeiit  l>y  i»*>rine(>rrhaphy  or  by 
some  suitable  plastic  operatinu  upon  the  vaiiinal  f»utlet  is  always 
indicated  ;  see  Cliapters  Xfj.  aiul  XLI,  Elytrorrliaphy  is  not  usually 
indieiitf'd  unless  the  retro-nudpisitton  is  assoeiated  with  descent  t{> 
the  seeond  or  tliir<l  iU^^retv  If  {he  malposition  is  caused  by  a  tumor, 
the  putludogfy,  dta;;nt;>is,  |>ru^iuiisis,  and  treatment  will  Ite  tlju;>e  ef  the 
tuuior. 

The  surgtea!  treatnieut  [uviper  of  the  posterior  malpositions  in- 
volves a  deseriptiou  ami  eoni]vanson  of  three  recognized  operations, 
Ea<!h  has  its  speeial  adaptation  to  its  own  class  of  cases.  In  the 
treatment  of  some  eu.-*es,  aec(trding  to  the  iuclivi<hial  preference  id"  the 
surgeon,  either  one  of  the  three  is  permissible.     The  o[M-nit[<uis  are: 

1.  Alexuiufer^s  operation,  shortening  the  round  ligament.' 

2.  Abdominal  hysterorrhaphy. 

3.  Vaginal  hysterorrhaphy. 

AJLEXANDEB'S    OPERATION. 

The  round  ligaments,  as  already  explained,  restrain  the  uterus  from 
excessive  backward  mi>v<'ment.  They  are  t\vo  eords,  eaeli  tlie  size  of  a 
go<>se-<|uill,  springing  from  the  horns  of  the  uti-rus  just  lielow  ami  in 
front  of  the  origin  of  the  Fallojiian  tu1>e.  They  pass  torward  uu  either 
side  in  the  folds  of  tlie  broatl  ligjunents  tlirougli  the  Internal  inguinal 
rings,  through  the  inguinal  canals  and  the  external  rings,  and,  spread- 
ing out  in  strands,  are  lost  in  the  mons  veneris  and  upper  parts  tvf  the 
labia  majnra.  These  ligaments  eon.-ist  of  uustripe<l  muscular  fibres  in 
eoiidensed  areolar  tissue.  Physiologically  thev  have  some  contractile 
powi-r. 

When  the  uterus  is  retroj>osed  the  round  ligament.s  are  necessarily 
stretehe^l  to  such  an  extent  that  they  e4tn  m)  longer  exert  their  nor- 
mal restraining  pewer  uimju  the  backward  movements  of  the  organ  ; 
henee  the  proposition  of  Alexander  to  shorten  them  extm-peritoneally 
to  such  au  extent  that  they  will  resume  their  normal  functions.  This 
is  Alexander's  operation. 

Indications  and  Contraindications  for  Alexander's  Operation, 

The  openition  is  permissihle  only  when  the  displacement  is  not 

complicated    by  a   tumor,   inflammation   of  the   uterine  appendages, 

»  A  vt?Ty  full  paper  on  this  BUbiect  Is  one  by  George  M.  Edcb<>h]e.  in  the  Amcrlciin  Oynefo- 
logical  Hnd  Obatetrlcal  Journal,  Uocembtir,  1896.  ThlB  paper  coDUiua  &d  ezbaustlye  bibliog- 
npbT 
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adhesions,  or  other  imjiediments  to  replacement.     Clearly^  6hi>rtenlti^ 

thf  litj^aments  colli*!  not  liokl  in  pl«ro  a  uteni.«  firmly  bniitul  down  hv 
adhesions  or  woitflitfMl  di»\vn  by  a  tumor.     True,  as  some  advise,  the 
peritiuieal  eavity  iiiiirht  lie  o|W'iied  and  the  adhesions  l>rok<'n  up  or  the^ 
tumor  removed,  as  preliminary  measures  to  the  shortening-  of  the  lijja- I 
ments ;  hut  under  sueh  conditions  most  sui"geons  would  preler  hv.ster-' 
orrliaphy  a^  heiiij;  the  nioi-e  rational  and  efiective  operation.      If  the 
uterus  ean  he  retained   in  plaee  hy  a  iKvssary,  or  cjiii  Ik?  siiooessfullv 
tn-atcd  hy  mai^Kiipje,  or  by  any  of  the  (►thor  non-<iperative  means  alreadv 
(IrsiTilji'ii,  Alexantlcr's  operation,  thous;h  not  a  proee<bire  of  necessitv» 
may  yet  be  one  of  ex|M^«liency.    The  ex[M'dieney  will,  liowcver,  deiiendl 
up(m  the  woman's  ability  and  willingne.ss  to  carry  out  the  nioro  con-l 
}»ervativo  course.     Temporizing  measures  may  insure  comfort  onlv  rsoJ 
long  as  she  can  be  fi*ee  from  care,  auxiety,  and  overwork.       If  she 
must  earn   her  living,  a  nmbeal   cure  by  surgical  measures   mav   be 
necessary.    After  arnesdHsia,  i>elbre  the  o[>eration  i.-  Ijcgun,  a  thorough 
conjoinetl  examination  shonUl  always  Itc  niaile,  in  order  es|K*ciali\'  i«» 
exclude  inflammation  of  the  uterine  ap|>ciidages  ;  this  i.s  because*  the 
ojieration,  if  made  in  the  presence  of  unsns|)ected  suppuration  in  the 
tube  or  ovary,  may  lead  to  fatal  peritonitis. 

Preparatory  Treatment. 

The  preparatory  treatment  is  the  same  as  that  abvady  laid  down 
in  Chapter  II.,  for  abdominal  and  vaginal  section.  Endrauetritirt  i* 
almost  always  present  in  the  retroposed  uterus;  hence  dilatation  and 
curettage  are  indicatetl,  and  should  be  pertbrmed  immrdiately  before 
the  shortening  of  the  ligiunents  ;  the  reason  for  tliis  is  twrdnld  :  first, 
to  cure  the  endometritis  ;  second,  to  render  the  endometrium  aseptic, 
and  thereby  shut  oft*  post-<.ipo rati ve  infection  fnmi  that  source,  Neocs- 
sary  plastic  operations  on  the  cervix  uteri,  vagina,  and  jx'rineum  may, 
acconling  to  the  strength  of  the  patient  and  the  rapidity  and  dexterity 
of  the  operator,  be  marie  at  the  same  time.  If  the  periueum  is  injured^ 
its  repair  is  essential  to  success. 


Steps  of  the  Operation. 

The  steps  of  the  operation  are:  1.  To  find  and  isolate  the  liga- 
ments. 2.  To  draw  them  out  until  their  snpenibundant  slack  luus 
been  taken  up.  :i.  To  anchor  or  fix  the  drawn-out  p<irlious  l)y  meaos 
of  suture,  in  tirder  to  keep  them  from  slipping  back  through  the 
internal  ring  into  the  |H'lvie  cavity.  The  location  and  extent  of  the 
incision  and  the  mo<le  (»f  isolation  of  tlie  ligament  vary  with  dilff-rent 
o[)erators.  For  ^^xaiuple,  an  incision  direct  to  the  external  ring  was 
first  practised  by  Ah'xander;'  it  is,  however,  often  (lifticnlt  ta  find  the 
ligaments  at  this  |>oint.  J.  Frank  and  Newman'  cut  diirctly  to  the 
internal  ring.     Kellogg  opens  the  inguinal  canal  by  a  small  incision 

I  Aleziinder.    London :  Churchill,  I8H4.    Hart  and  Barbour. 
*  American  Journal  uf  OUlelrics,  nS88. 
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near  the  internal  ring-.  Edfbfthls  opens  the  canal  thrnuglinut  its  entire 
leni^tlj.  Tho  nietlnKl  of  Kclloj^^^  witli  minor  rtuMlifications,  is  the  one 
adopted  by  tbe  writer,  and  is  as  followri  :' 


Anatomical  Landmarks. 

The  superficial  anatoniieal  landmarks  are  the  anterinr  pnperior 
spine  of  the  ilium,  the  .splue  of  tlie  [niljes,  and  Poiipart'n  lipitnetit. 
Tlie  de(*|X'r  landmarJiA  on  either  side  are  tlie  external  intruinal  ring, 
wliieh  lie.s  just  above  the  .-^[Hne  of  the  pubes ;  the  int^Tnal  rin^,  jdaoiit 
ihri^v  inches  above,  in  the  dlreetion  of  the  anterior  .siij>erior  .<pine  of 
the  ilium  ;  and  the  inguinal  eanab  which  lies  between  the  internal  and 
external  rinp;^ ;  tiie  rings  form  the  endn  (*f  the  canal. 

The  Incision. 

The  incision  throngh  tlie  skin  is  made  midway  l>etwoen  the  inter- 
nal and  external  rings,  one  inch  or  more  long,  parallel  to  and  ju.st 
above  Ponpart's  li^^ament ;  this  is  direetly  over  the  middle  thiixl  of 
the  roof  of  tlie  eatial.  A  elean  and  cjirefnl  disseetion  is  nnw  made  to 
thr  tendon  of  the  externa!  uhltepie  muscle.  It  is  imiiortant  that  the 
natutid  color  and  appear.nn'e  of  the  ent  surfaces  be  preserved,  in  order 
that  the  exact  jxtint  <>f  incision  into  the  t^anal  may  be  reatlily  recog- 
nized ;  hence  th*^  mu'essity  of  clean  disseetion  atul  immediate  control 
of  all  bleeding  l^'^iut.s  by  snap-forceps. 

The  glistening  tendon  of  the  external  obliqtie  now  exposed  will 
usually  8how  a  dark  line.  This  lim'  marks  a  point  where  tfie  fibres 
of  the  t<Mi(hm  begin  to  scpaiiitc  to  form  the  eolinnns  of  the  external 
ring.  The  borders  of  the  sejiaratetl  tendon  are  connected  by  the 
intereolnmnar  fascia,  which^  being  thinner  than  the  tendon,  enables 
one  to  SCO  through  it  to  tlie  darker  tissues  beneath.  There  may  be 
several  narrow  points  of  se[taratioM  or  one  broad  one.  In  exce[)tional 
cases  the  sepanition  is  altsent  np  to  the  very  bord«>r  ctf  the  external 
ring.  When  the  <lark  line  has  been  found,  pass  the  fingc^r  down'the 
line  towanl  the  pubic  .spine,  and  sec  that  it  ojK'ns  into  the  external 
ring.  This  locates  the  canal.  The  wound  is  now  drawn  widely  open 
by  iwo  retracttirs  in  tlie  liands  of  an  assistant.  The  ojn-ning  in  the 
tissues,  overlying  t!ie  tendon,  thus  widely  seftaratcd  may  Ijc  slid  about 
over  a  considerable  area  until  just  the  right  point  for  ojK'ning  the- 
canal  is  fomid  ;  it  is  about  threcKpiarters  of  an  inch  Itelow  tbe  inter- 
nal ring.  At  this  point  a  puncture  or  an  incision,  not  more  tlian  a 
third  of  an  inch  long,  is  made  by  a  small  3calj>cl  tlirough  the  tendon- 


Finding  the   Ligament. 

To  find  the  ligament,  take  two  f5mall  hooks,  Figure  4.'I8,  one  in 
eiieh  hand.  The  small  ojicLiing  is  made  to  ga[>e  witli  the  hook  in  the 
left  Iiand,  while  the  other  it*  pa.sse<l  by  the  right  hand  into  the  ojr'ii- 

•  The  description  here  j^vcn  In  lii  the  main  an  cxlrart  fnitn  Ibe  paper  of  KeUogg:  reprint 
from  tlie  I'ToceediDgk  of  tbe  Mlcbigan  State  Medical  Soclctjr.  18»». 
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ing  ninl  flirwtly  Imckward,  duo  flat  sule  ol  the  hook  iKimlK'l  to 
PtuijMirt's  litranioiit  ami  luijjging  it  closely.  When  the  hook  ha? 
penetrated  to  a  tlepth  nf  jibotit  nnp  inrh,  itn  point  is  turned  towanl 
the  eaiia],  uiul  the  tissues  that  <;<«ue  in  its  way  are  hm>kecl  by  a  wide 
sweep  and  <lrawii  up  thmiii^h  the  slit  in  the  roof  of  thi-  fjinal.  The 
little  mass  of  tissue  thus  broeig^ht  n|»  will  often  contain  the  liniment, 
hut  inoR*  fri'(piently  it  is  just  below  the  hook  and  closely  connecfe<l 
with  the  tissue  en^ajL>;ed  by  the  hook.  A  dlji  with  the  other  h«>ok  will 
hririfr  up  the  ligament  itself.     The  tissue  thus  brought  into  view  is« 


ri.,i'RE  4:<7. 


Flr.lBB  i;<8. 


Two  or  these  rftr«<  t'irs  nn:  needed  for 
ruanlnc  ilit-  wound. 
Full  length,  6  Inohes. 


Two  of  lhe»«'  Ikh'I;"  iirr  iiii-<li-d  for 
ptckliif:  up  •'»'-'  rimnd  liRHnient. 
Full  IviiKtb,  C  inches. 


gravish-cohirfMl  mass  of  fat,  which  contains  anastoraosinp  bloodvessels 
anff  tho  ligameni,  with  itti  accomiMinyinj::  ilin-inirnitial  norvc  ami 
vesscds. 

The  operator  who  attemj^s  to  find  the  liptiment  as  Ah-xamler 
directed,  by  euttiiij;  down  throii^:h  the  mass  of  fat,  will  find  himself 
cml»anra8sed  by  the  resultant  Idoeditij;  and  the  di.sarraii^etnent  oi'  the 
contenti^  of  the  eaiiah  Hi'  may  for  hours  ^roj>e  hlindly  about  ihr 
region  amon^  a  variety  of  Htmctiires  which  marvellonsly  resemble, 
but  are  not,  the  lig^ament.'     The  earlier  ojK'ralors,  who  cut  directly  to. 

'  LaHIioni  Smith.    The  Medic*!  Ncwi,  September  29,  IbM). 
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the  external  ring,  where  the  ligament  spreads  out  just  before  passing, 
fan-i<haped,  to  the  pubes  and  labia,  were  frequently  misled,  and  there- 
fore often  unsuccessful. 

Drawingr  Out  the  Lifiraments. 

The  mass,  having  been  picked  up  by  the  hook,  is  now  spread  out 
on  the  finger,  and  the  ligament,  invested  in  its  fascial  sheath,  is  recog- 
nized by  its  cord-like  appearance.  On  making  a  longitudinal  slit  in 
the  sheath,  the  smooth,  glistening  pink  surface  of  the  round  ligament 

FlOttRB  439. 


...d    / 


</,  the  internHl  rinjr;  e,  external  ring:  dotted  lines  between  Indicate  the  position  of  the 
iii(;uinal  canal,  the  dotted  lines  below  indicating  direction  of  Poupart's  ligament,  a  shows 
po.sition  of  skin  incision;  e,  e  indicate  retractors  by  which  the  tissuus  divided  by  the  incision 
lire  separated  down  to  the  tendon  of  the  external  oblique;  6 shows  the  small  incision  in  the 
teiKion  of  the  external  oblique  near  internal  ring;  P,  pubes.» 


apjx^ar.x.  F'rom  this  time  the  operation  on  that  side  is  simple.  As 
soon  as  the  identity  of  the  ligament  is  clearly  established  by  the  fact 
tiiat  it  can  be  "  retidily  pulled  out  from  the  direction  of  the  internal 
ring — that  is,  made  to  run" — it  is  secured  from  slipping  back  into  the 
canal  by  passing  a  ligature  loosely  around  it  and  covering  the  wound 
with  protective  gauze,  while  the  ligament  on  the  opposite  side  is  found 
and  ex|K)sed  in  the  same  manner. 

When  the  ligament  is  separated  from  its  surroundings  it  will  usu- 
ally run  freely,  and  this,  aside  from  the  eye,  is  the  best  test  of  its 
identity.  Even  the  eye  may  be  deceived,  for  in  this  region  are 
several  structures  that  closely  resemble  the  ligament.     If  the  liga- 

1  Modified  from  Kellogg.    Proceedings  Michigan  SUtc  Medical  Society,  1880.  • 
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ment  is  not   ninlily  fmiiul   liy  the  liooks,  as  described  above,   ihcfl 
should  he  iiitrodiiecd  iij^aiii,  and,  if  ]lece!^!^a^v,  ycl  ag-aiu.      Oflewtimej 
it  will  be  luiind  niit?iidi' of  its  ^lieiith,  rrowik'd  duwa  close  to  P«»U|iart'8 
Itgatuont  at  tiu-  very  hottorn  of  tlu«  cimai,  ur  it  may  be  at  the  oppobilJ 
side  of  the  canah     Uivt*  tlie  h<jtok  a  broad  .sweep,  sit  as  to  eiigii^c  the*" 
entire  coutcntj*  of  the  canal.     If  newssar^',  the  incision  may  be  jjnt- 
longed  to  the  internal  rinti;-,  in-  auothor  f^hort  imisiitn   may  l>e   made 
into  the  oanal  at  tlu-   interna!   rinfj;,  after  tho  inetbrHl  <»f  Frank  axw 
Newman,  and  the  ligameiitj?  noutjht  thert*.     A  littli-  {Kitienee  and  ear 
will   usually  lead  to  suecehs.     Faihtre  to  iind   the  lij^ament  is  to  \n 
attributetl  not  to  its  absence,  but  tf^  faulty  teelinique. 


FiQUSX  un. 


OnwlDg  OQt  round  ligament  and  etrlppiog  back  Investing  peritoneum  from  the  broad  ligament* 

The  ligament,  once  fotmd  and  isr>lat<'<l,  will,  as  has  been  said, 
iiyiially  run  freely.  It  should  be  drawn  out  by  gentle,  steady  tmelion 
until  it  begins  to  increase  rapidly  in  size  and  to  present  a  sort  of 
shoulder.  This  indicates  that  a  point  near  the  horn  of  tlie  uterus  hai^ 
been  reache<l.  At  tliis  |n«inl  tlie  ligament  is  surnanuled  by  a  fold  of 
peritoneum,  the  eiina!  of  Nuek,  which  is  dragged  through  the  internal 
ring  into  the  inguinal  canal.  It  is  well  to  free  both  ligsunents  before 
pidling  them  out  to  the  necessary  extent.  In  some  eases  they  are 
(pjite  small,  and  thendbre,  if  strongly  [tulhtl,  are  liable  to  breat  and 
retreat  into  the  internal  ring  l>eyoml  reaeli.  By  «»refid  and  re|)ented  I 
trials,  liowever,  they  will  usually,  as  they  are  gently  drawn  out,  heeome  | 
larger  and  ajijiear  as  snxtoth,  glistening  enrds. 

Tlie  extent  to  which  the  ligaments  shou hi  l»e  pidled  out  is  a  matter  I 
for  judgment  ;  iu  each  east^  sufficient  slack  should  lie  taken  up  txi  Rociire  j 
the  eorpua  uteri  in  its  normal  anteri<>r  jwsitiou.     The  rapid  enlai^ 

<  SuggesUHl  by  Edvbohl*. 
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ment  of  the  ligament  and  the  appearance  of  the  oiinal  of  Nnck  iiidieate 
a  safe  limit. 

In  se|itirating  the  ligament  and  dniwiiig  it  out,  griat  eare  slunild  he 
taken  not  to  injure  nor  include  tlie  ileo-inguinal  iHTve.  Division  of 
this  nerve  ha.s  repeatetlly  caufretl  auicsthe.'yia  «>f  the  inguinal  region.' 


Anchoring  the  Ligaments. 


The  ligament  having  been  drawn  out  to  the  reqnired  extent,  as 
shnwu  in  Figure  440,  the  end  of  its  loop  at  (',  Figore  441 »  is  trans- 
fixed an<l  tied  with  a  ligature.  The  ends  of  the  ligatnre  are  loft  long, 
and  together  threaded  itilo  a  hlunt  needle.  The  needle  is  llieu  paAsed 
unih'r  fhe  lendon  of  the  external  i>hli<jue  nuisele,  and  emerges  at  F, 
where  there  has  previously  heeii  made  into  the  inguinal  eanal  a  .^hort 
slit,  through  which  the  loop  of  round  lig^ament  is  now  tlniwu.     The 


FiGURB  -Ml. 


The  nenment  drawn  out  lo  Oip  rctiuired  t'xtent.  Lipatnre  p«R«cd  thrfiUKh  the  ligament  at 
the  InoTt.  \mi'\>  t»eiiie;tiruwii  uiultT  i\\v  U-n<\*m  ni  the  external  nhlimie,  to  emerge  at  the  oppo- 
site cml  »<f  the  wouiiil. 

original  slit  thr<*ugji  whieh  the  ligament  was  first  drawn  out  of  the 
inguinal  cjinal  is  elosed  with  fine  eatgnt  jsntiires  and  the  remaining 
external  jntrtinn  ivf  the  hnq)  is  fi tided  down  on  the  tendon  *tf  the  extr-rnal 
ohrK|Uf  inusele,  ami  stitrhed  there  in  the  manner  shown  hy  Figure  443. 
The  two  ends  of  th<>  lig;Uur<>  are  (hen  used  as  enntiiiiious  hiu'ierl 
stitnres  frvr  the  srcnire  anehoriug  (tf  the  ligarueut  and  theelosiire  of  the 
wonn*!.  The  wotmd  closure  is  similar  to  that  laid  tlown  in  Chapter 
VI.  for  closure  of  the  alnloniinal  wound.  Fitrnialdehydc  or  elinnnic 
catgut  is  used  ft>r  ligature.^;  and  sutures  througluint  t!ie  operatitm. 

»  EdelKihls.    AnieiicAn  GynecoUigient  and  t)bstctrlcal  Joamai,  December,  1IW6. 
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It  is  a  safe,  though  iisumHv  iimiewssary,  precaution  during^  the*  first 
luuiith  uttvr  the  <<j><'nuiiin — that  i;*,  until  str«>nir  liealing  is*  bectired — to 
guanl  agaiti8t  a  iiritrifiur  of  the  (h^pliiccmint  hy  nn'ans  of  a  pes?an'. 
The  after-treatment  is  the  same  as  for  abdumiiiaf  section. 


Ftoi'RK  442. 


Loopdnvn  out  at  [jubic  etui  ur'  wi>uiid.    Orl^intil  op«niuc  Into  Inputnal  caiuil  cloved  with 
Buturea.    Twu  shorter  uecdlca  nuw  lake  iliu  plui-u  uf  the  ainglu  lony  blunt  ncMUe. 

The  opL'ratiou  for  Hhorteuiiio;  thi'  round  ligaments,  hy  folding  thein 
on  thoinselvcs  and  stitching  them  together  inside  of  the  abdomen,  hjt- 
hceii  y>roposed  and  successfully  pnu-tise'd  in  many  rases  by  Paiiner 
Dudley,  of  New  York,  and  Maun,  of  Buffalo.     Tins  operation  i>  pn- 

FIOITRS  U!L 


Lonp  of  the  llRHmerit  r<»1rlL>d  ilowii  oti  the  tcmlon  of  thf  exiernitl  (•tillque  mnorU-,  nrtd  the  two 
free  vmln  of  tbvKi^uturc  passml  through  ut  «  aii«l  l>,  to  Jio  tied  for  tfa-  iliwurc  uf  thf  Mnuiut 


ferred  to  that  of  Alexandrr  Avlieu,  for  any  rt^a^on,  it  becomes  neeess»ir\* 
to  o|>en  the  abdomen.  Tlir  advantage  of  A  lexandtr'^  operation  is  that 
it  does  not  rec[iiire  abdominal  section.  If  the  ab<lonu'n  i-^  to  !)e  of)cne<I, 
the  writer  would  prelir  the  more  certain  method  of  hy«terorrhaphy. 
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ABDOMINAL    HT8TERORRHAPHY. 

The  object  of  \hv  upcration  is  to  replace  tlie  uterus  and  secure  it  iu 
its  normal  |K>sitirii»  hy  nieiius  of  autures  ho  placed  ns  t(j  unite  it  with 
the  anterior  abduminul  wall. 

Nomenclature. 

Hy.sterorrhanhy  has  been  known  under  variou.s  names,  porne  of  theni 
more  or  less  clrseriptive  of  special  methods  of  operatiftn.  Tlii-y  are  : 
Veutral  fixation,  abtlominal  fixation,  suspensio  uteri,  and  hysteroi>esy. 


Impediments  to  Beplacement. 

The  incision  haviuj^f  l>een  madi',  the  left  indcx-finj^er  is  intrrxhieed 
into  the  [>elvisand  a  thorouj^h  study  made  of  ali  the  iulni|)elvic  organs. 
Before  the  uterus  can  be  replaced  adhesions  may  have  to  be  broken  up. 

FiouaB  ui. 


8utur«  wrongly  placed  In  the  anterior  wall  of  the  oorpaa  uteri.  The  arrow  pojnti  tii  the 
dircclioo  of  tli«  furces  thnl  tall  on  the  anUrior  uterine  wall  and  lend  to  force  the  organ  Iwck, 
and  thereby  to  r«prodnc«  the  dEHplacement. 

Tumors  of  the  uterus  or  its  appendafjros  may  have  to  be  retnovpd. 
Conservative  or  i-adieal  operations  upon  the  Fallo[)ian  tubes  or  ovaries 
may  be  imperative. 

Posterior  displat'ements  of  the  nterns  are  often  assoeiatod  M'ith  sal- 
pingitis, ovaritis,  and  adhesions,  whieb  would  reniler  mecliauieal  treat- 
,|aent  by  a  i>essary  or  shortening  of  the  round  ligaments  useless  or 


DfSPL A  CEMENTS. 

<I:ingprou«,  Tlip  oceasiojuil  fiiilurt?  tn  n*cf>giiize  these  cxtra-uterinc 
foinpiieatioiis  awiHinis  tVirHDmcilisastmiis  rt'Milts  wliich  have  fnllowtti 
iiu'cimriifal  tn-atinoiU  and  Ali'3catKk^r'*f»|K»ratioii.  The  great  advanta^- 
of  hvsti'n>rrhaj)liy  i.s  that  the  |»ont(tiiral  oavity  is  opon  to  direct  exami- 
natioii  and  ruruplett' <liagni>si?>,  TUv  surgeon,  therefore,  us  he  j»r(>ceed-, 
uuiy  avoid  iinsiis|)eeled  ?i(>urct.'>j  <>!'  iaihire  or  daiifrcr.  Tho  verv  eon- 
tnuudi«iti<«ii.s  fur  Ak'xauder'.s  o[)erati«)ii  Ix'come  the  indicatiou^  fur 
hysterorrhuphy.  The  iruiK'diint.'iits  to  rt'i>lm.'einent  and  fixation  havin*: 
lieeii  overiMiiiie  ur  removed,  the  operatiiiii  pr<j[M-r — that  i«,  fixation — 
may  !>e  undertaken. 


The  Conditions  of  Success. 

The  siitnre.s  >jhonld  he  phiced  slightly  posterior  to  a  lino  oonnectiri)! 
the  two  iiorus  of  the  uterus — that  i.-,  in  the  p<j.>^tent>r  wall.  The  earlier 


FiGCBK  w>. 


Posterior  wall  of  Ihc  corpia  pfOMrly  ■titehed  to  the  atiterior  Kbdnminnl  wall  The  knrTir 
shows  ilu'  direrllon  of  forfes  fhim  MiOW  «  «xt'rtvd  oa  lo  full  on  tin-  |»o(Hcrlcir  uU-riue  Hull.  «n«l 
thereby  p«;r}>etuat<!  the  nomwl  aaietior  poalUoa. 


o]ien»tors  stitched  tlie  anterinr  wall  of  the  mrpiis  to  t!ie  ahdouiinal  wall. 
Hv  this  arranjj«'in«'iit  the  uterus  is  so  plae<Ml  that  eonmirtiitii  <if  the 
abdominal  nniseles  and  tlje  ititra-ahdnminal  ft>i*ees  must  he  cxertr«l 
UKfJiinst  the  front  of  the  uterus,  an<!  nnist  tlieivfore,  by  foreing  tlic 
uterus  baek,  ultimately  streleli  or  break  the  aclliesions  and  reprcHhu* 
tin-  displueenient.  If,  <*»(i  the  eontrary,  iUv  [Mist«'ri.ir  wall  of  the  eorpus 
be  proi>erly  sj-titehed  to  I  lie  anttTior  alHlominal  wall,  all  the  forees  from 
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above  are  exerted  on  tlic  jwisterior  wiill  of  tfic  corpus,  ami  thereby  tend 
to  perpetuate  tlie  ii{}rmal  uriterior  piKsition.' 

Another  condition  of  success  is  to  limit  tlie  adliestcms  between  the 
uterus  and  the  alxlfHuinal  wall.  When  the  adhesion  i^  to  the  posterior 
wall  of  tlie  eijrpiKs  uteri,  it  is  surprising  how  slight  it  may  lie  and  yet 
make  a  permanently  good  result.     The  olyeet  of  the  o|)eration  is  not 


V 


I'muliti  nlfii 


Perttotioal  maririnj*  of  the  woiinrt  evorted  to  the  outalde  by  snap-foroeps.    Corpus  aterl  held 
»tt:ii(ly  liy  u.  vulaolluin  furctp«f,  nut  ht-n:  »liowu.     futures  ua  both  fililoi  paaaed,  nut  ntit  tied. 

t(t  tix  the  nterns  immmahly  to  the  ahtlnminnl  wall  by  broad  areas  of 
adhesion;  sueii  a  result  is  sometimes  pnHluecd  by  nmnerons  deep 
sutures  and  extensive  si-aritieations  td"  t!ie  anterior  or  pi^sterior  face 
of  the  uterus.  The  broad,  unyttddiiig  adhesions  thus  obtaiiu'd  must 
interiere  with  thi'  uitnnal  nntvements  of  the  uterns,  and  tluTeliy  give 
rise  to  a  eondiliou  more  distressing  than  the  disphiecnient. 

Oeeasional  eases  of  ilystoeia,  some  of  tlieui  di-numcUng  eniniotoniy 
or  even  f'lesarean  scetiiiu,  bear  witness  to  the  danger  of  cxressive 
uterine  adhesions  to  the  abdominal  wall.  After  the  o|M?ration  the 
adhesions,  if  properly  made,  do  not  remain  as  sueh,  but  stretch  out  so 
far  as  to  form  a  short,  ribbon-like  band  between  the  uterus  and  the 
abdominal  walk  This  band  contains  eonneetive  tissue  and  possibly 
some  fibres  from  the  rerti  ami  uterine  muscles,  and  is  euvervtl  by 
pcritoneiun  ;  it  is  therefore  a  new  sns|>ensory  ligament  designed  to 
supplement  the  inadequate  uterine  ligaments.  This  ligament  has  been 
demonstrate<l  by  dissection  years  after  the  oiwration.'*     It  is  usually, 

>  The  neowiBlty  for  uniting  tho  posterior  wall  of  the  carpus  uteri.  Instead  of  the  anterior 
wall,  lo  the  parlftiil  piTitonviitn  of  the  abdominal  wall,  was  flrBt  pointed  out  by  Howard  Kelly. 
•  Penrose.    Diaeaaes  of  Women. 
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wlic'ii  fully  stretcliwl  nljoiit  two  inches  long.  Tliis  elonj^tion  of  th*; 
adhorent  stnictiircs  into  a  new  uU-riin'  ligumeDt  c-annot  occur  if  the 
jullii'sioiis  are  too  exteiLsive  and  too  htroiig. 

Technique. 

The  incision,  g^nenil  conduct  of  the  operation,  closure  of  t)ie  wound. 
and  after-treat miMit  are  the  ^ame  ns  for  anv  4>thcr  abdomiual  section. 
JSeo  Chaptert^  VI.,  VIL,  and  Vlli. 

The  iutriKliiction  oi'  tlje  hyH-terorrhaphv  sutures  varies  in  minor 
dotailii  aeeonlinpr  to  [\\v  imlividual  preference  of  tiio  o}X3rat4ir.  Th«' 
writer  uses  two  fftruialtlehyde  catgut  sutures,  one  on  each  bide  of  the 
posterior  wall  of  the  corpus  uteri. 

Ft«ntR  447. 


AdhealotiB  titrotched  oul  tu  furiti  new  artificial  ligaments.* 

An  abdominal  incision  from  one  to  two  inches  li»ng  is  made  in  the 

median  line  just  atjov*'  the  piibes.  Tlie  mnr^ins  of  the  perlt<»iH'uni 
i\w  tlrawn  lliroiisrh  the  w*<UMd  over  liie  cutaneous  nuir^ins,  an<i  aiv 
held  outsiile  by  hfcmostatic  forcejte,  as  ^hown  in  Figure  446.  The 
corpus   uteri  is  lifted   forwartl  by  the  Irft  index-finger  and   middle 

•  Aflor  Uowftrd  Kelly. 
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fitj^<?r  introchiced  through  the  woimd,  :iml  is  hehl  in  place  by  liglit 
viilsellum  f'orcops  in  the  hand  of  an  ussistant. 

Th<_>  tt'cth  of  tlie  forwps  girusp  the  ]«istenor  s^iirfaoeof  tlie  corjiiLs  in 
the  median  Hne  ahoiit  one-half  inch  hark  of  the  summit  of  the  fandns. 
The  ojM'i-ator,  .stantliiig  on  the  jnitient's  rii^lit,  passes  u  shr»rt  needle, 
slightly  enrved  at  the  point  and  threaded  with  line  fonuaUlehyde  cat- 
gnt,  into  the  everted  jK>ritonenm  on  tlie  left  side.  The  needle  enters 
just  aljove  the  IiMver  angle  of  the  wound,  about  three-<jnarters  of  an 
ineh  from  the  iK'ntr>neal  margin  ;  it  dips  down  about  one-quarter  of  an 
inch  so  as  to  inelude  some  tibres  of  the  rectus  nuisele,  and  emerges 
abttut  one-half  inch  from  the  point  of  entrance.  The  needle  is  then 
reintroiiticcil  inttJ  t!ie  posterior  wall  of  the  corpus  to  one  side  of  the 
median  line  near  the  hctrn  of  the  uterus.  Care  should  be  taken  not  to 
puncture  tiie  Fallopian  tube.  The  uterine  nart  of  the  suture  slutuld 
include  snrtieient  jwritoncal  and  subp<Titoneal  tissue  to  give  it  a  strong 
hold  on  the  uterus.  The  free  ends  of  this  suture  are  now  fastened 
together  by  sna{i»-foreeps  and  laid  to  one  side.  Another  similar  sutare 
is  passed  on  the  oppnsite  side.  It  is  r.onvenient  in  passing  tins  to  do 
sii  in  the  reverse  (trdcr — that  is,  to  pick  np  the  uterus  lirst  and  the 
alidominal  [jeritoneum  second.  Both  sutures  being  thus  passed,  a 
final  examination  of  the  pd  vie  contents  is  made;  and  if  all  is  well,  the 
sutures  are  tied.  This  secures  the  upper  posterior  wall  of  the  corpus 
uteri  to  the  anterior  abdominal  wall.  Tlie  external  woimd  is  then 
closed  by  continuous  catgut  suture^  as  directed  In  Ciia|>ter  VI.  There 
is  no  oecjisitjn  for  scarifying  the  peritoneal  surfaces  ;  indeed,  this  shotdd 
not  be  done.  Adetpiate  adhesitm  will  always  form  from  the  presence 
of  the  sutures.     The  jK^ssary  is  not  needed  during  convaleseenee. 

Immediately  after  the  ojjeration,  while  the  uterus  is  inimovaldy 
fixed,  ther<'  may  be  some  bladder  irritation  :  but  in  a  few  w<'eks,  when 
the  adherent  structures  Imve  stretched  and  formr-d  a  new  suspensory 
ligament  antl  tlje  uterus  has  assumetl  its  normal  state  of  mobile  equi- 
librium, the  vesica!  irritatiim  disappears. 


VAGINAL   HYSTBBORRHAPHY.' 

The  purpose  of  this  tiperation  is  to  anchor  the  uterus  in  its  nornial 
anterior  position  by  stitehing  the  anterior  wall  of  the  uterus  to  the 
anterior  wall  of  the  vagina. 

0}n-ratioit.  Vaginal  section  is  made  as  directed  in  Chapter  XXIII. 
The  |Kitient  is  (in  her  back,  with  tlie  cervix  uteri  and  anterior  vaginal 
wall  exp(>sed  by  means  of  Simon's  speeulum  and  other  rt^tractors. 
The  uterus  is  drawn  (htwnward  and  backward  Ijy  means  of  vulsdluni 
or  bullet  forceps.  The  anterior  vaginal  wall  is  jmt  uj>on  the  stretch 
by  means  of  a  small  vulsellmn  l*orceps  fastene<l  to  the  vagina  in  the 
nu'diuii  liiii'  snidvvay  In-twccn  thi'  meatus  urinarius  and  the  cervix 
uteri,  A  median  longitudinal  incision  is  then  made  in  the  anterior 
vaginal  wall  extending  from  tin*  <'ervix  uteri  one  inch  or  more  toward 
the  meatus.     Tliis  incision,  which  divides  the  vaginal  wall,  but  dws 

I  Tbbtiporatlunhaa  [)asM?()  through  Tiumenius  mtMlIficntloaii,  and  ii  Btill  in  tltc  tranBition 
bUlkv.  AmunR  the  nan1•>^  fhlefly  lUiArnHntcd  with  the  evolution ar«  tboae  of  ScbQcking,  S&nger, 
Mackporodt,  IKihrsseti,  Byfunj.and  Vitit'berg. 


L  atftKtf.    A 

■  Mackpor 
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not  invade  the  bladder,  is  separated  by  retnictors,  the  cervix  it*  drawn 
more  Htroiigly  lorward,  and  the  limsc  celhihir  ti?isue  adjac<»iit  to  tlie 
anterior  wall  iA'  tlu*  t-orvix  is  r^tripinnl  hnek  hy  means  of  the  tingtr  i«r 
bliiut  instroriient  until  the  iitero-vesieal  reHeetioii  of  the  puritoneiiiu 
is  reachett.     See  I'^igures  *214  and  215. 

A  s«niiid  in  llie  Ijladcier  will  disliiiguish  the  peritoneum  from  the 
bladder  wall,  'i'lw  jHTitoiunini,  then  t-xp^sed,  is  seized  with  the  tenao- 
uliitn  nr  snap  forceps,  and  divided  with  lihint  .seisfors.  Tiit-  |K'rit«ini-:d 
ojn'uiui;  is  iH'xt  enlurgrd  by  iutrtKhkiu};  tlu*  t\\<i  iudex-finjren*  and 
tearin^^  and  stn-tchiiin:  it  lalorally,  ur  by  carefnl  cnlting  with  tin* 
scissur>.  The  large  opening  thus  made  lu-twe*  n  the  uterus  anti  the 
bladder  will  permit  the  bladder  to  Ik*  pushed  up  out  of  the  Avay  and 
the  corpus  uteri  lu  be  drawn  through  into  the  vagina  and  duwn  to 
the  vidva.  If  there  are  restraining  posterior  or  hiteral  adhesions^ 
tln'V  may  be  broken  up  In*  tlio  finger  inlnKbiced  thrnngb  this  it\HHi- 
ing  or  thn>ugli  a  similar  f)ne  tnnde  for  thr  purpose  pnsterii>r  tu  the 
uterus.  See  Posterior  Vagitinl  8eetion.  Tin'  uterus,  being  freed,  {>» 
drawn  into  the  vagina  by  successively  grasping  its  anterior  wall  with 
two  pairs  uf  vulsrlhuu  forceps,  one  in  eaeli  hand,  using  first  one  anil 
tlu-n  the  otJa-r,  until  the  fundus  finally  ap|iears  and  with  it  tlie  a|>- 
jM'udages.  Any  neeessarv  tti>i'i'ati4in  *m  the  uterus  or  its  ap|K*nd- 
agrs  may  now  be  |H"rf(>rnH'd  ;  tlivn-  may  be  a  small  myonui  to  Ik* 
enuclratwl,  or  some  remservativo  or  radit"al  iijMnition  to  be  j)erfnrnM*<l 
on  the  uterine  ap]>endages.  The  uterus  is  ni>w  ready  to  Ix'  fasteucil 
to  the  anterior  vaginal  wall,  a.s  follows  : 

A  needle  sueh  as  w<ndd  be  used  i\yr  closing  the  lacerated  cervix  i* 
threaded  with  silkworm-gut,  and  liy  means  ol'  the  needle  forceps  is 
jKissed  throngli  the  Hap  of  the  vaginal  iueisittu  near  the  im'thra,  on  the 
patioul's  left,  then  eoutiuue<l  transversely  throtigli  the  anterior   wall 
of  the  uterus  near  the  fundus,  and  brought  out  through  the  vaginal 
Hap  on  the  opposite  side.     Anotlier  similar  suture  is  passed  imnu<di>| 
atelv  below  this.  These  uterine  nut ui"es  are  nut  tied  uutil  aft<'r  closure 
of  the  vaginal  incision.     The  vaginal   incision  is  eloseil  with  a  con- 1 
tinuoiis  burit'ii  eatgut  suture  in  a  manner  similar  to  that  describctl   in 
Cliaptir  V  I.,  f(jr  chtsnre  of  an  alHlominal  wound.    The  vagina  is  lightlv 
jKU'ktjtl  witle  iiseptte  gauze  and  an  aseptic  dressing  is  placed  over  the 
vulva.     Tie'  divssings  should  be  elianged  often  enough  Ut  keep  them 
clean.     After  tbn-e  days  the  vaginal  gauze  ntay  he  left  out,  aial  in  iti»  I 
place  may  he  given  a  daily  hot  aseptic  vaginal  douche.  Thei*ilkwc>riu- j 
gut  sutures  ai*e  removed  at  the  end  of  four  weeks.     FormaUlehydo  or] 
chromic  eatgut»  if  u.sed    in   place  of  the  silkw*»nn-gnt,  ntH'il   not    ho 
renmved  at  all.' 

Unless  the  adhesions  between  the  uterus  anil  the  vagina  Ik*  vcrv 
broad  and  very  strong,  tlu-y  aiv  lialde  in  a  few  weeks  to  give  way, 
with  ciunplete  return  of  the  displacement.  If,  on  the  other  hand,  the 
adhesions  are  sulliciently  strong  and  broad  to  make  a  jwrntauent  atia- 
toinicnl  cure,  and  pregnancy  fcdiows,  the  danger  from  dystocia  is  very 
great.     Ninnerftus  cases  have  been  rejMirted,  some  of  tliem   fatal,  in 

t  Tbc  mrthod  doscrtbcd  above  is  similar  to  tliat  wdvocatcd  «nd  tnocenAilIy  pfiKllMd  by 
ViBclwrg.    New  York  Uedicttl  JourDal.  OctoU-r  /7,  imh. 
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which  Cffisarean  section  or  otlier  grave  obstetric  ojjcnitions  ln?c'ime 
iiucc'ssiiry  for  iloliviTv.  The  ojierateon  tliorefonv,  a.s  dt'serilKHl  above, 
is  not  !ii>proved  for  cases  iu  whioli  j>regtuiin'y  nmy  oeeiir, 

Viiicbery;*  and  others  have  undertaken  toovereonio  tlie  above-stated 
itbjections  to  vajLfirial  Hxation,  by  stitrliin^  the  shiek  of  the  round  [l^i\- 
tnvnt  and  a  pnrtifMi  of  the  brnud  Hj^anient  into  the  vagiiud  wound. 
Tins  does  not  give  rise  to  sneh  broad »  stnmt;  atihesioiis  as  are  necessary 
for  success  in  ordinary  vaginal  hysterorrh;i[)[)y.  The  immediate  rcsnlts 
app'ar  tf)  be  goikL  Further  observation  will  be  newssury  to  detrrinine 
the  remote  results,  esi>cciaUy  iu  tlieir  relations  to  pregnancy  and  par- 
turition. 

The  Relative  Merits  of  Abdominal  Hyaterorrhaphy  and 
Alexander's  Operation. 

Shortening  the  round  hgament  is  limited  to  thcise  eases  of  slight 
descent,  with  retniversioTt  or  n'troHI<'xion,  in  which  the  uterns  is  re- 
plaeeable,  Irce  from  tronbltsonie  adhesions^  and  not  e(mi[>lieated  by 
tnmors  or  <ljseascd  np|iendag<'s«  The  indication  is  further  restricted 
by  the  exclusion  <if  case's  which  can  be  satisfactorily  treated  by 
mechanical  supjMipt  or  other  less  radical  measures.  The  field,  there- 
fore, for  tl»>  opi-nition  is  not  very  great. 

Abdominal  hystcrorrliaphy  is  iM-rmissibh'  not  <tnly  for  the  altove 
class  of  cases,  but  also  for  a  very  much  larger  <'lass.  The  tnuiors, 
aclltesion.-.,  and  iiiHanimations  whi'-h  eontraindicate  the  shortening  of 
the  liganirnts  beconie  at  r«icc  the  indications  for  abdominal  section,  to 
he  fidlowed,  in  ease  of  retroposition,  by  ItysterorHiaphy ;  hence,  the 
iield  for  this  operation  is  nuieh  wi<ler.  The  greater  freedom  from 
dystocia  in  snbseipu'nt  pregnancy,  however,  may  finaJly  hvtd  to  a  pn-f- 
erenrc  tor  the  operation  of  Palmer  Dudh^y  or  Mann  in  |ilace  of  ab- 
dominal hystenuThajjliy. 

It  w^ould  be  nnproli table  to  detail  the  innumerable  ttjierations  which 
have  l>een  devise<l  and  |>erformed  in  the  treatment  of  the  [wsterior 
maliKJsitions  of  the  uterus.  Some  of  them  are  not  without  merit; 
some  are  useless  ;  many  are  injurious. 

In  Congenital  Retroversion  and  Retroflexion  it  is  doubt  fid 
whctlicr  any  trratment,  surgical  nr  non-surgical,  is  of  the  lenst  vnbu'. 
This  form  of  displacement  is  usually  asaoeiated  with  faulty  develop- 
ment, both  general  and  ltM"al.  The  concurrent  symptoms  abo  are  due 
"  rather  to  general  than  to  loctd  c;inse8. 


Lateral  Versions  and  Flexions. 

The  lateral  niatpositions  which  often  coniplteate  retroversion  and 
retroHexion  are  usually  the  residt  of  inffammatitin  in  a  broad  ligament 
or  in  the  uterus  itself,  or  in  both.  They  are  sometimes  caused  by  a 
tunu>r  of  tlic  uterus  or  its  appendages.  The  treatment  is  that  of  the 
causative  inflammation  or  tnmor,  and  follows  t!ie  gcuenil  prineiplea 
that  have  t>een  laid  down  for  the  treatment  of  these  conditions. 
Pessaries  are  of  little  or  no  use. 

■  American  Jmimnl  ufOlistetrics,  July,  IS97. 


CHAPTER    XLVIII. 

ANTEVER8I0N  AND  ANTEFLEXION   OF  THE    UTERUS: 

TORSION   OF  THE    UTERUS. 


PATHOLOGICAL  AKTBVERSION. 

A  CERTAIN'  ilt'i^rw  anil  wndition  uf  anteflexion  are  normal.     ScO; 
Normal    Position  and  Normal   Movements  **(  the  Uterus,  in   Chapte 
XLIV.     Thf  evilri  ui"  pathologit-al  antoHi-xinn  are  more  a  matter  o; 
the  a,s.«n€iuttd  lesions  tljan  of  tfic  displai't'iiient  pvr  ttr. 

Sometimes  the  physioKigioal  angle  of  Hexun-  Ix'cornes  obUtor.ite<i 
in  L'onseq nonce  of  ehronic  metritis,  and  results  in  ji4^rmanent  straig-hlcn-, 
ing  of  the  uterns.     The  cervix  la-comes  elevatwl  and  fixeil  above,  oi 
the  corpus  depressed  and  fixed  below  llie  normal  level.     This  coni$d* 
tiitcs  patliolofj^ical  anteversion.      Figure  44H, 

Anteversion  iri  assiK'iated  often  with  pathol()<>;ieal  antertexion.  The 
mobiJity  at  tiie  aiij^le  of  flexure  is  then  increased,  diminished,  or 
absent;  the  flexure  is  then  the  signiiieiint  factor,  and  will  be  con- 
sidered under  Pathological  Anteflexion. 

Etiolog-y  and  Symptoms  of  Anteversion. 

The  causes  of  pathohjgical  antefllexion  may  l>e  !<sutiiniamGd  a? 
follows  : 

1.  Adhesions  in  front  of  the  uterus,  drawing  the  corpus  forward. 

2.  Tumors  behind  the  uterus,  pushing  the  fundus  forward. 

3.  Metritis,  inereasing  the  weight  of  the  uterus. 

4.  Smidl  fibroids  in  the  anterior  wall  of  the  uterus. 

5.  Conge  ui  tab 
The  exaggerated  anteversion  of  early  pregnancy  is  physioh»gi«il ; 

the  exaggerated  anteversion  of  tlie  uterus  in  ehronic  metritis  is  jmtho- 
logieal.  Elevation  ttf  the  cervix  and  depression  of  the  corpus  uteri 
may  be  induced  by  ptn'itoneal  ailhesions.  Increaserl  weight  fi*om  a 
mural  myoma  may  also  depress  the  corpus. 

The  symptoms  are  due  to  the  pelvic  iuHammations  and  other  com- 
pliearions  already  mentit>nefl.  The  increased  weight  o(  the  litems, 
which  usually  is  hyjicrtrophied  from  metritis,  gencrallv  causes  a  drag- 
ging sensation,  especially  if  the  organ  be  prolapsed.  The  enlarge*! 
corjnis  weu|>ying  the  territory  of  the  Idadder  often  induces  |x*r- 
sistent  vesical  irritation,  or  even  cystitis.  Menorrhagia,  when 
present,  is  the  result  of  the  metritis  or  of  a  myoma,  rather  than 
of   the  displacement   per  8€.      The  symptoms  usually  attributed  to 
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anteversion  are  usually  due  rather  to  the  com  plications  tlian  to  the 
malposition. 

Diagnosis  and  Frogtiosis  of  Anteversion. 

The  displacement  is  rt'cognizfHJ  by  digital  tmich,  which  disclosoj* 
the  anterior  wall  of  the  eidarged  uterus  parallel  to  the  anterior  Avail 
of  the  vagina,  with  the  fuiuiiis  close  to  the  syinpliysts  and  the  cervix 
elevated.  Conjoined  examination  will  j^liow  tlie  size,  ^hape,  hardness, 
and   degree    of  tixatiou.     Exaggerated    anteversion    of  the    healthy 

FtGfBE  44«. 


Pttlhological  Bnteversion.    Mobility  at  angle  of  flexure  lost. 

uterus  k  not  necef^sarily  pathological  in  its  results.  This  is  illus- 
trated by  the  anteversion  of  early  pregnancy.  The  prognosis  is 
good  if  the   complications   can    be   removed. 


Treatment  of  Anteversion. 

If  exaggerated  anteversion  is  the  position  taken  by  the  uterus  in 
chronic  metritis,  it  follows  that  the  treatment  is  often  that  of  chronic 
metritis.  For  the  trcaimrnt  of  metritis,  perimetritis,  myoma,  men- 
orrhagia,  and  other  eoniplicatitjus  and  lesions  associated  with  tlit- 
displacement,   the   reader    is    reierred    to    those   subjects.      IrrittdjJe 


Congenital  nuteflexloii ;  tmlh  eervtx  and  corpus  uteri  bent  forward. 

tonis  were  dependent  not  upon  tlie  antcposit'uvn,  but  rather  upon  il 
.M-ent  and  antoloration.  Slioiild  the  jmrt^  be  too  sensitive  to  tolomte 
tin-  liard-rnLiber  |H\H.sarv  OF  ti  flexible  niblHT  rinir,  tlie  tiaily  aiiplkvition 
of  medicated  jtled^etsof  lambs'  wool  may  give  8iipp«>rt  to  the  nteriis 
and  deercase  the  tenderiu'Ks  until  the  more  |K'rmanent  inMtrument  can 
be  worn.  The  numerouf^  aiiteversion  ix^jNsaries  desip:ned  to  elcvat<?  tJie 
corpus  by  direct  presjiure  on  the  nnterior  wall  oi"  the  uterus  genemlly 
irritate  the  organ  anil  thereby  aggmvate  the  inilaunnatory  complica- 
tions.    They  are,  therefore,  to  be  condemned. 


PATHOLOGICAL  ANTEFLEXION. 


A  eomprehenf^ive  .study  of  patboloirical  anleHexion  wituld  have  t<j 
take  into  aeetnmt  t!ie  abn(>rmal  ronditions  nsimlly  aissoeiated  \nth  it; 
ihcK'  may  have  the  n-latitm  of  cause  or  elleet.  or  be  a  concurrent 
result  of  i^ome  eommou  eaube. 


ANTEVERSlOy  AXD  ANTEFLEXJOX  OF  THE   UTERUS. 

A  distinction  between  normal  and  patliologioal  antefiexiou  wouli 
.^hnw  thiU  an  essential  t'uetur  in  the  former  is  nn>l>ilityat  the  angle  vi' 
flexure  whiah  permits  the  degree  of  tiexnre  to  vary  within  eerlain 
<Iefined  limits.  The  limit  of  ncirnial  anteflexion  is  approximately  ^0 
degrees.  The  phvsioh^gie^il  variation  is  s<kmewhat  oonimensurule  with 
the  varying  quantity  of  fluid  in  the  bladder. 

1  L.tllE  450. 
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The  utero-ncral  lignments  or  ToldK  of  Dougl&n.' 

The  body  of  the  ntenis  rests  upon  the  bladder,  and  must  risr*  as  the 
bladder  beeonies  distended.  Conversely,  if  the  urine  be  drawn  tlirrmgli 
a  eatheter^  even  wliile  ttie  woman  is  lying  ttn  herhin-k,  the  eorpus,  iic>t- 
withstanding  the  opjKi>iijg  inilui-nee  tif  its  rnvn  wiiglit,  ininn'diately 
follows  the  reeeding  widl  of  the  Itiadderanil  returns,  through  iin  ;(ngle 
of  4r5  degrees  or  jwssiljly  even  90  degrees,  to  its  aeeuslomed  position. 

The  normal  forward  bending  of  the  eorpn«  ujwn  the  cervix  uteri 
when  the  bladder  is  em]>ty  makes  an  angle  of  whieli  the  apjiroximate 
physifth»gical  limits  are  between  4')  degrees  and  90  <legrees ;  the  flex- 
ure, therefore,  woidd  genendly  lie  |wiitiiologteal  if  less  than  4o  degrees 
«r  more  than  90  dt-grees.  Furthermore,  if  the  flexure,  wliether  it 
Ix'  normal  or  abnt)rinal  in  extent,  does  not  disapj>ear  upon  filling 
the  bhulder,  but  remains  constant  innler  all  conditions,  the  rigidity 
makes  the  flexure  pathoKigie^il. 

Anteflexion  is,  therefore,  pathohigieal  if  the  mobility  at  the  angle 
of  flexure  in  increased  or  diminishetl,  or  absent. 

*  Tcstut. 
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Etioloery  a^nd  Classification  of  Anteflexiori. 

Antefloxiim  iiisiy  hv  cither  eontrpnital  or  ac<niirefl. 
Congenital  Anteflexion.     Tiir  uterus  ir;  lu-nt  iijwn  itself  alm<i$t| 
douhk',  the  ItfMly  and  the  cervix  hatli  pointing  in  the  direction  of  the! 

}>elvic  uiith't.     The  eer\  ix  is  somewhat  ehrnqtited  aiul  r^ituati.Ml  in  the] 
ong  axis  of  the  vagina  ;   see  Figure  449.     Jlv  e<»ng:enital    is  meaut 
not  necessarily  defective  feetal  development,  hut  failure  of  the  imma-^ 
tnre  ehild  uterus  to  develnji  at  jviiberty,  a  failure  Nvhich  usually  per- 
tains alike   to  the  uterus,  Fnllopiau   tubes,  ovaries,  ami   vagina,     A 
more  pro]ier  name  is  tnfanltle  uterus. 

Acquired  Anteflexion  may  lie  simply  an  exaggeration  of  the  normal  ] 
flexure,  due  either  to  im'reas<'»l  weight  oi'  th<*  t-orpus  from    the  pres- 
ence of  a  myonw  near  the  fuiidiis,  or  to  unequal  growth  of  tlie  iiterinel 
walls,  or  t*)  une<|Uat  involutt<»n.  or  to  an  abnormally  soft,  nioliile  eoii«l 
dition  of  the  uteriiM'  walls.     A  not  iufreipient  euuse  of  anteflexion  is! 
thiekcning  of  the  posterior  wall   of  tiu'  uterus  from  the  prinlucts  of 
iitrtaniniatinn,  and  a  eorresponding  atrophy  of  the  anterior  wall  from 
prolonged  pressure  at  the  angle   of   Hexure.     This  eondition    is  apti 
to  be  assoeiated  witli  post-uterine  iuflauiniati<jn  involving  the   uteixi-J 
sacral  ligaments,  a  freipient  and  diseounigiug  cc>niplieation.      Some^f 
times  the  inflamed  ligaments  ctuitniet  and  drag  t.ie  anteflcxed  uterus  I 
upward  and  backward,  where  it  may  be  periuaneDtly  fixed  in  its  j>os?i-] 
uterine  location  by  jwritoneal  adhesions. 

Pathology  of  Anteflexion. 

Peri-uterine  intiammatiojis  Jiuviag  flie  relation  of  either  cause  or 
effV'ct  to  the  flexure,  often  bind  the  [lelvic  organs  together  in  a  mass 
of  exudate,  with  resuhing  failure  of  nutrition,  nerve  irritation,  and 
constant  pinin,  wliieh  sometimes  renders  the  patient's  life  niiserahlo 
and  useless.  Conslrietion  or  collapse  of  the  uterine  eaiuil  at  the  point 
of  flexure  may,  by  confining  the  secretions  above,  prwhue  inflninma- 
tion  in  the  hiytly  of  the  uterus,  Fallopian  tubes,  and  ovaries.  This  is 
analogous  to  the  cystitis,  uretliritis^  jtyelitls,  and  nephritis  which  fol- 
low Ktrietnre  of  ttie  male  urethra.  As  the  feeal  matter  |Misses  the 
cervix  during  defeeution,  force  is  applied  to  its  posterior  wall  in  the 
direction  of  the  lower  arrow,  Figure  4ol,  At  the  same  time  fixation 
of  the  abdominal  muscles,  due  to  stmiuing,  whether  in  urination  or 
defecation,  results  in  a  force  U[>nn  the  cor[»us  ut<'ri  in  the  <l[reetion  of 
the  upper  arrow.  Thus  the  flexnre  is  increased  and  perpetuated  with 
each  act  of  defecjitiou  or  iirimitiou. 


S3niiptom8,  Course,  and  Complications  of  Anteflexion. 

TliP  numerous  symptoms  due  to  the  iullammatory  and  other  c<»m- 
plieations  fcihouhl  not  be  coufonuded  with  those  thai   directly  de{)end 
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ii[wn  the  displacemciit-  The  symptoms  of  anteflexion  may  usually  be 
referpcd,  first,  to  the  bladder  and  urethra  ;  and  seoond,  to  the  uterus 
itself. 

The  Vesical  and  Urethral  Symptonas  are  produced  either  by 
rigidity  of  the  uterine  ti.ssue  at  the  angle  of  flexuri',  whieii  prevents 
the  corpus  uteri  from  rising  out  of  the  way  oi"  the  illling  bliiader;  or 
by  iiiiliimmatory  hhorteiiiiijU'  of  the  utero-sicral  lijiiiuuents,  wliieh,  Ijy 
drawing  tiu*  uterus  upward  juid  biiekward,  ()uts  the  vesie<>-vafritial 
wall  on  the  stretch  ;  thit*  euu.ses  traction  ujmhi  the  neck  uf  tlie  hhiddrr 
an*!  etmsequetit  bladder  and  uretlinil  irritati(>n,  ami  may  be  the  start- 
ing-point of  cystitis  and  urethritis. 

FlQURE  431. 


The  arrowfi  show  the  Influence  on  the  dlsplncement  of  the  forct's  produced  by  Ktralnlng  at  niotil, 

Vesicjil  irritation  eausod  by  post-uterine  inflannnation  and  conse- 
quent contrai'tiou  of  the  utero-saeral  licjaments  is  utU'u  wronj^ly  attrib- 
uted to  tlie  meehauieal  pressure  of  the  anteflexcd  corpus  uteri  upon 
the  bhnlder  ;  this  is  manifestly  impossible,  for  the  eonlraete*l  nlero- 
Siieral  supports  liotd  the  entire  uterus  far  awiny  from  the  liladilcr. 

Uterine  Symptoms.  Wden  the  Hexure  has  jrone  beyond  the 
normal  limit  and  become  patlioloirieal,  two  principal  results  may 
occur,  esjieeially  if  there  Iw  iuHuobilitv  at  the  auLrle  of  flexure: 

1.  Colta|Jse  of  the  bluodver^scls  at  the  angle  of  flexure,  with  ennse- 
quent  ottstruetion  of  the  rirctdntittn,  jwisslve  congestion,  and  hyperse- 
cretion of  a  vitiateil  mucus. 

2.  Collapse  and  obstruction  of  the  uterine  canal  at  the  angle  of 
flexure,  with  eonsecpient  retenti«»n  of  the  uterine  seerettons.  The 
seeretiouH  may  dec*)mpose  and  become  a  j)otent  source  of  irritation; 
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the  uterine  miKosa  could  tlicn  neither  pnxJnce  itK  norma!  ineikstnial 
tleoidua  nor  furnish  a  safe  resting-place  for  the  impregnated  o\iim. 
The  possible  symptom-group  dependent  upon  these  two  form;<i  of 
olwtructifjn  include:;;  endometntm,  dtfmnmorrhfint^  and  sterility. 

Endometritis  may  be  t^used  and  jier|M-tuated  by  the  endometrial  and 
va.-ficular  obstruction.  The  causiition  of  rhinitis  from  obstruction  in 
rlie  nasal  [uisj^ages  and  uf  cystitis  from  stricture  of  the  urethra  is 
analogous. 

DifHrntnorrhan  may  de|K'ntl  n|x>n  eol  lapse  and  con-strict  ion  of  the 
uCerine  canal  at  tlie  angle  <>f  flexure.  Thii^  causes  the  bhxtd  to  accu- 
mulate and  to  eiKigulatc  in  tl»e  UmIv  of  the  uterus,  from  which  it  id 
expelled  at  intervals  by  uterine  contractiaus  j»imuluting  labor  |iaiui». 

FiCORB  HtL 


Acquired  kDtefloxioQ  with  poat-ut«ritic  fixation.    Want  of  mobility  at  angle  of  flexure. 

The  pain,  when  due  to  this  cause,  is  therefore  always  very  severe  jus 
before  the  passage  of  a  clot.  r>ysm<'tnirrhrpa  may  also  be  rausetl  by 
similar  collapse  and  eonsetpient  obstruction  in  t!ie  veins  at  tlu'  angle 
of  (lexiire  ;  this  rauses  intense  vemtus  congestion  of  the  entire  IkhIv  of 
the  uterus  ;  ]iiiin  is  then  due  to  the  pn'ssiire  of  (he  swollen  vesstds  uj)on 
the  nei've-tilanienfs  and  toa  consciptcnt  irritable  wridilion  of  the  nuis- 
cuhir  tis.sue  of  tlie  uterus.  Sometimes  (he  uterine  vixuw\  beconu's  teni- 
]n>rarily  straightened  with  the  estabUshment  of  the  flow  ;  this  removes 
the  cause  of  the  vascular  obstruction,  and  the  |>ain  from  congin^tion  is 


ANTEVERSION  AND  ANTEFLEXION  OF  THE   UTERUS. 

relieved.     It  is  clear  that  the  paiti  would  he  Intensified  in  a  uterus 
hy|)ersensitive  fr<mi  nietriti,s,  jiiul  esptrciaHy  from  neuritis, 

SiertUty  is  eonscqiient  not  i»o  much  upon  Ikihirc  of  impregnation, 
as  u|Kin  tiie  fact  titat  the  ovum,  if  impregnated,  Is  uiudile  to  survive 
in  tlie  liostile  environment  of  an  ini'eetwl  endometrium.  It  is  often 
miiintaiuwl  tluit  tin*  etmstrit^tion  in  tlu-  uterine  r:inal  ptr  «r  prevents 
the  <-ntriUieo  of  speniiat<>z<ra,  ami  therefore  cansen  t]iv  ^'terility.  This 
in  a  measure  may  be  true;  but  the  endometritis  wiiich  result.*  from  the 
obBtructtou  is  ilie  more  direct  and  frequent  cause  of  sterility. 


Dia^rnosis  of  Anteflexion. 

Before  the  distinction  was  made  between  physiological  and  patho- 
logical anteflexion,  it  was  usual  to  tretit  all   auteflexions  as  path- 
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Myoma  on  Uie  «nterioriaterfne  wall.  jtiraulaUngHntt'flpxion. 

ologieal.  The  reaetinn  e:ime,  and  with  it  a  universal  proposition  that 
anteflcxifiu  had  no  pathoht^ieal  siguiticanee  pa-  w ;  that  it  was  wholly 
a  question  of  the  assm-iated  lesions.  But,  like  itthcr  universal  propo- 
sitions, tliis  one  was  toi>  sweeping;  it  did  not  take  intt>  ai.'eoiatt  patfio- 
logieal  anteflexion. 

Theed«H'ated  toueh  whieh  distinguishes  the  nornud  version,  flexion, 
and  movements  of  the  uterus  will  a|>preeiate  the  {inatomieal  diifenMices 
between  pathologieal  and  normal  anteflexion.     The  degree  of  flexure» 
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tho  mi*ility  or  ricidity,  and  the  size,  shape,  location,  and  consislenev 
of  the  uterus  may  he  ascertained  by  conjoined  manipulation.  The 
im»st»uce  of  pivt-uierine  inflammation  is  recognized  by  the  pain  caused 
in  drawing  the  monis  slightly  forward,  and  by  the  increased  thickness 
and  tomiemiss  which  may  l>e  felt  by  vaginal  or  rectsil  touch  in  the 
region  of  ihc  nrci\>-sacral  ligaments.  Anteflexion  is  distinguished 
from  myon«  in  jho  anterior  wall  of  the  uterus  by  conjoined  examina- 
tion au*^  i^^  *-»uniJ.  The  common  error  of  mistaking  the  normal 
vcrsj.w.  «THT  flrvion  of  a  pmhijvsed  uterus  for  pathological  version  and 
flt\ir.T.  hji>  A'rf»«t^y  V^^»  mentioned. 

C.-^mrfi-jt-*.".  AnU'floxion  will  l>e  recognized  by: 
;    Thf  smil  >i»'  of  the  uterus. 
:.   7hf  smft'll  or  inn-hole  os  uten. 

<v   Thf   ?« ifluvo  lengths  of  the  corpus  and  cervix  uteri ;    the 

.^amiis  is  oi>tMhinl  and  the  cervix  is  two-thirds  the  length 

n:  rhf  CTitin^  nt«'rus.     The  reverse  of  these  measurements 

N  :r\}f  ♦'kf  tlic  fully  develojxid  uterus.     See  Chapter  I. 

.I'^^in'v'i     ^rn-fi^vion  will  be  recognized  by  one  or  more  of  the 

.    tf'^T^riiM.  Sfc>^''  Mnnd  the  uterus. 

..     1^  »^  I  v-i.V,  «i>.^  forward  direction  of  the  cervix  uteri  in  the 

i  u^».  j,\r>  ."»:'  :hc  vagina. 
^    '•'!  \ti-,  ...  iV  ^vqnis  uteri  upon  the  cervix;  the  angle  of 

H  .\ii-«  i>  .'AsUy  jvilivited  in  front  of  the  cervix. 


^T^rvMktxuent  of  Anteflexion. 

rv  ;  -,v:*\l.  first,  to  the  complications  ;  second,  to 
/.-..'■  ...s  tv»r  straightening  the  flexed  uterus. 

,s'  -cho   Complications.      If    there   ho    inMnni- 

.  .'     ■>  <urroiin(liugs,  in  tlu!  relation  of  eitJicr 

-  •■.;vvmont,  its  successful  treatment  l)eeoni<..fi 

XV,'   -^•.  iniless  treated,  it  is  a  contraiutlicatinn 

•  -.     ••'.:  of  the  nialj)<)sition  itself.     It  niav  Ih» 

• -.-or  to  separate   adhesions.     InenraMf 

-..»'      .ill  dinrt   treatment   useless.      Iniprove- 

ix  .     ■.   tivatment  of  other  complications,  and 

»..'    .'r'ly   ivsources. 

u   xrwi-  recognized  measun^s  for  the  direct 

...     ^i."'.  it  i<  important  to  exclude  all  eases  of 

■  ■  ..  ■•  ',v  clearly  absurd  to  treat  normal  antc- 

■,    .    -.  N..t*ility. 

T.v.jva  loit,  when  the  flexure  is  pathological,  is 

^^,  ^o  iliat : 

\     ..     .^'  'Aw  range  of  the  forces  indicateil  bv 


'•X  ^»» 


•■-..»«»«x  \< 


\.  r.Tiu  its  natural  functions  as  a  drain- 
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The  meclianical  treatment  includes  the  following  measures : 

1.  The  pessary. 

2.  Local  massage. 

3.  Electricity. 

4.  Forcible  dilatation. 

5.  Posterior  division  of  the  cervix. 

6.  The  author's  operation. 

1 .  The  Pessary.  The  various  anteflexion  and  anteversion  pessaries 
tliat  have  been  devised  for  the  purpose  of  propping  up  the  corpus 
aro  almost  useless.  Their  questionable  reputation  depends  upon  the 
relief  they  frequently  give  to  complicating  prolapse,  the  symptoms 
of  which  have  been  wrongly  attributed  to  anteflexion  and  anteversion. 
If  pessaries  are  indicated  at  all,  therefore,  they  may  be  used  upon 
the  same  principle  as  in  descent.     See  Treatment  of  I)escent.     Intra- 
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Treatment  of  anteflexion  by  massage. 

Uterine  stem-pessaries  designed  to  straighten  the  flexed  uterus  are 
sometimes  effective — always  dangerous. 

2.  Local  pelvic  mamigej  is  a  valuable  remedy  for  the  relief  of  the 
inflammatory  complication.s,  especially  those  of  the  utero-sacral  liga- 
ments. The  treatment  consists  of  pushing  the  cervix  upward  and 
backward  with  the  left  index-finger,  while  with  the  right  hand  a 
forward  and  downward  pressure  is  exerted  on  the  organ  ;  this  con- 
verts for  the  time  the  anteflexion  into  an  extreme  anteversion.  The 
method  is  illustrated  by  Figure  454. 
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WiiLMi  the  displacemont  la  a^wociated  With  dygmenorrhoea  the  mao- 
s:ige  may  be  continued  dnrintr  iiieiistniatiou,  arjd  in  M>nK'  case^  with 
jjreat  and  inunediate  rt>lief.  It  slioiiM  also  lie  fontimied  for  at  |pa>t  a 
number  of  week?*. 

3.  Eledru'iiy  is  siiid  by  the  adviK"Jtes  <»f  it  to  be  a  useful  agent ; 
it  is,  however,  by  no  ujeaiis  eflfi'ctive  enough  to  stand  alone  »<;  the 
ticceptod  treatment  of  path(>h>gir'al  anteflexion.  After  considerable 
|KT5»oiial  experience  the  writer  has  discarded  it. 

4.  Foreib/e  Dthtafion.  Tliis  operation  is  descnlM'il  in  Chnprer 
V  ;  it  is  indicated  in  anteHexion  with  e<jllapsed  or  stonoscnj  uterii>e 
canal  and  ass«»ciated  etidometrttis,  dysmen^irrlio'a,  or  gtenlitv. 

The  following  is  an  ahstrjiet,  witli  some  modiHration?i,  *)f  li  vahwble 
eitntribntion  '  by  (looilell,  in  wfiieli  he  gives  positive  indorsement  to 
rapid  dilatation  a,s  pri>jH>seil  by  Ellingcrand  others.  The  instrnment* 
U-mhI  ar^"  two  Ellinger  ilihitors,  whteh  are  reconunended  on  afcnuni  of 
the  jxirailel  aetit>n  of  tlieir  blades.  The  dilatalioti  is  eoninien<*ed  Mith 
the  smaller  instrument  and  cumptete*!  with  the  larger.  The  larger 
iuHtrnment  has  powerful  blades  that  do  nnt  spring  nor  feather.  The 
li^hl  iu>trument  has  only  a  ratehet  in  the  handie  ;  but  the  stronger 
one  Imw?  a  screw  that  forces  the  handles  together  and  the  blades  aimrt. 
To  prevent  injury  to  tlie  fundus  when  the  instrument  is  o|kmi,  the 
length  of  the  blades  is  limited  to  two  inelies.  Tiie  larger  instrument 
Iwi!*  a  dilating  capacity  <d'  <me  and  a  lialf  inches,  and  has  a  grtoluatctl 
iir\^  in  the  hanilles  to  indicate  the  divergence  of  the  blades.  GoodeH's 
llHHli6e(i(ion  of  Ellingcr's  dilator  is  proviihxl  with  serrated  bladei*,  to 
kwp  ihom  fnuji  slipping  out  of  the  canal  during  the  process  of  dila- 
ltttk>n. 

For  dysmenorrho'a  or  sterility  due  to  flexion  or  stenosis  the  method 
of  o|M'r5\tion  is  as  follows:  A  suppository  containing  a  grain  t>f  the 
HipU'^nis  extract  of  opium  is  introduced  into  the  reetuui,  the  ]mtieut 
etiierijteil,  and  the  uterus  exjKised  by  Sims*  speculum.  The  cervix  is 
hehl  by  a  tenaculum,  and  tlie  smaller  dilator  iii  iutrmlnwd  as  far  ns  it 
will  go.  UjKUi  gi'ntly  strelcliing  ojH-n  that  jM>rtinn  of  the  uterine 
tvuial  which  it  •Mrupies,  the  stricture  above  so  yiehls  that  when  the 
bhules  are  closed  they  will  pass  higher.  By  repeating  this  mamiMivn^ 
u  ivrvicul  canal  is  tunnel!e«l  out  where  before  not  even  a  fine  prolie 
iHudd  b«»  passed.  Should  the  o.s  extennuTi  or  cervical  canal  be  Um 
tdimll  t«i  adndt  the  instrmuent,  a  |mir  (tf  pointed  scissors  may  btt  miI>- 
utitutiMl,  and  by  tlie  wime  n|Tening  and  chvsing  motions  the  cnnal  may 
ht>  pivpaitnl  for  the  intnHlitetiou  of  the  smaller  dilator.  As  so<in  ji'si 
the  i-avity  vi'  the  uterus  has  been  entered  the  handles  are  brought 
|t«f(t>ther.  Tliis  dilator  is  then  withdmwn,  the  larger  one  iiitnKlui*cd» 
mud  itt*  hanilh's  slowly  screwt^il  logetlier.  If  (lie  flexure  ho  very 
nuuktHl,  the  lai-ger  instrununt,  after  Ixing  witlulmwn,  sliould  he  re- 
intiXHbieed  with  itj*  curve  in  the  direction  opposite  to  that  of  the 
tfexure,  und  the  flual  <Ii]atation  made  with  the  dilator  in  this  poei- 
tlou  ;  but  in  ivvcrsiug  the  curve  the  operator  sluudd  take  care  not  to 
l\>(«te  ihe  orgHH  upon  its  own  axis,  and  not  to  mistake  a  twist  (hiu* 
^  Aincrlckn  Journal  of  OlMtetrlcs,  p.  117D,  1884. 
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made  for  a  reversal  of  the  flexure.  The  ether  is  then  withhekl,  and 
the  iiLstniiiient  jiltovved  to  remain  in  place  until  the  patient  beg'ins  to 
flineh,  when  it  is  retnoveLl.  The  best  time  for  tlie  dilatation  i;?  mid- 
way between  the  monthly  perirnls.  In  the  majority  of  eases  the  dila- 
tation should  be  ctirried  to  about  one  and  a  quarter  inehes.  The 
infantile  uterus  tliat  has  failed  to  develop  at  puberty  has  thin, 
unyielding  walls,  and  should  therefore  not  be  dilated  more  than 
three- fitnrths  uf  an  ineh  to  an  inch.  In  using  the  larger  instrunu'nt 
it  is  usually  necessary  to  have  the  assistant  make  decided  eouuter- 
tnietian  with  the  vulsella  forceps  to  keep  the  bhides  of  the  dilator 
from  slipping  out.  The  cervix  is  sometime.s  Iacerate<l,  but  not  suf- 
fici*'ntly  Ut  produce  unpleasant  results.  GofxteU's  statisties  inelude 
one  hundred  and  tifty  o|)erationrt  of  full  dilatation  under  ether,  with 
no  fatal  result  and  without  serious  inttaniniatory  disturbance. 


FTGUrs  456. 


Lines  or  Incision  in  flexion  of  tbe  ntenu.    Sins'  operation.* 

After  forcible  dilatation  under  ether  the  cervical  canal  may  remain 
relatively  open  and  straight,  and  a  symptomatic  cure  may  be'efl'ected. 
Ttm  often,  however,  the  (nvnal  returns  to  its  previously  angular  condi- 
ti(>n,  aud  the  dysmtnorrluru  and  sterility  eontinue.  The  runijjanitive 
sjifety  of  foreible  ^lilutatiim  in  the  hands  of  a  skilful  and  experieneed 
gynecologist  may  Iw  ecmtrasted  with  its  grt-at  danger  whep  nmlertaken 
by  a  careless  septic  o|»erator  unaerjnainte<l  witli  the  special  mpiire- 
ments  of  uterine  surgery.  Peri-uteritie  inflammation  is  ordinai-ily 
cousiderecl  a  r'ontniiudieatifm  to  the  operation. 

Dilatation  by  means  of  tents  is  transient  in  its  results  and  danger- 
ous to  life.     The  ojieration  has  given  frequent  and  serious  warnings, 

1  KmiD«l.    Print-JplcH  nud  rrncHce  of  Gynocolofcy,  second  cidltion,  p  3W), 


i 
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\n  the  sliajH.'  i>f  pdvic  infertions,  whiili,  if  not  ilestnictive  t«»  life,  have 
iK^eii  ovorwiu'lmingiy  disastrous  in  their  iiiHucnw  i]|>on  houlth. 

5.  Pmierior  division  of  thf  cervur  is  an  ojH.»nition  ilevisetl  aud  once 
extensively  i>ra('tis<.Hl  by  Marion  8inis  and  his  foIlovverH ;  it  was  de- 
signed to  jsiniifrliti'ii  thi-  uterine  eanal  by  making  a  dircet  tiutlct  from 
tlie  point  of  Hexiire  tlireetly  through  the  posterior  wall  <»f  the  eifrvix. 
The  opi-nition  wa.s  not  without  merit,  but  it  fell  into  disrepute  l>ecau>e, 
firsts  it  was  often  done  in  normal  anteflexions ;  and  second,  becau^, 

FlOUBE  456. 


\  \\ 


Tbc  posterior  wall  of  th«  cervix  being  diTtded  by  iclMOfm. 

while  it  overcanic  the  ohstruetlon  iti  the  uterine  canal,  it  did  not 
straighten  the  uterus  and  so  relieve  the  more  im]M»rtant  ob>itrnetiou 
in  the  bhxMlve.s^elf?.  Jloreover,  the  divided  eervix  was  prone  to  re- 
nnite  and  leave  a  eieatricial  eontnietii>n  at  the  os  externum.  The 
operation  was  in  the  right  direelion,  hut  was  inadequate. 

t).    77te  niithnr^H  opfration,^  about  to  be  deserihed,  lias  for  its  object 

1  E.  e.  Dudley.    ■■  A   Pljwtlc  Operntinn  In>»*^H-d  to  8lr*l|fhtcn  the  Anteflexed  Ctenia" 
American  Journflil  of  ob«tctrii^,  vol.  xxIt.  Ko.  'i,  1»>1. 
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the  iitilizat'njii  of  dihitation  and  of  ]K)stcrior  division  of  thr  cervix 
ill  such  a  way  as  not  only  to  enlarjje  t\w  wiUhre  of  ihv.  iitoriiie  ennal, 
but  also  to  stmighteii  the  utonis  and  thcrclty  overcome  the  eircuhitory 
obstruct t()n.     Tlie  operation  is  pcrfurinwl  a^  follons  : 

Everythitjfj  eonncctcd  with  the  tipenitiou  has  been  rendered  stn'gi- 
cailly  clean.  The  patient  being  tinder  ether,  the  uteru.s  is  exposed  by 
Sims'  speeiilnm.  The  uterine  canal  is  dilated  by  means  of  a  Palmer 
dilator,   followed   by  an   Ellinger  dilator,  sulficiently  to  jx'rmit  the 

FHiURE   157. 


The  cut  SQTfscPB  hold  apart  by  tcuac-uU,  Thtf  dotted  Mn<?B  show  wxditL-hluiiKd  iufces  tu  be 
fsmovei)  by  urissors.  in  orner  to  make  the  cut  jturfucrs  nmre  rciidilv  ("■iild  upuri  {hctriBelves. 
Suture  dcaiitned  tu  fold  out  surritcea  un  tbt.-miti>Ivc8  in  pluee,  but  uot  tied. 


introduction  of  a  small,  sliarp  curette,  but  not  necessarily  to  the  extent 
advifcatetl  by  (iootlejl.  (.'uretta^;t^  is  j»erfbrmed  as  directe<l  in  Chapter 
XVII.  for  endometritis.  The  curettage  may  give  only  negative 
results,  and  may  be,  therefore,  sim]>ly  exploratory ;  or  it  may  give 
evidence  of  |ironouiiced  endometritis.  If  the*  latter,  it  is  ini^wrative 
as  a  preliminary  aseptic  step,  nrtt  only  to  the  plastic  part  of  the  oper- 
ation, but  as  a  ennttive  measure. 

The  cervix  is  divided  with  scissors  backward  in  the  median  line 


DJSPLA  CEMEXTS. 

I  atta<liiinnt  nearly  to  the  ut<?ro-peritoneaI  fold 

Jas.     St^f  Figure  456. 

,«— «.  Jus  incisetl  are  then  held  widely  ajiart  hv  means. 

kW  Che  hands  of*  an  assistant ;  the  incision  is  M>mo\vhal 

lMi»  of  a  seuliK^l,  o.^j>ecially  in  the  uterine  wall  next 

^  ■—  •"*]»  ao'^  »  "'•►''ill  -inplp  is  out  out  on  either  side  as 

^  :il«4iClif<i  lines  111  Figure  457,     The  cut  surface  on  each 

.iM  on  itself  bv  a  single  silkworm-guf  suture,  as  shown 

•i-^.    This  suture  is  tied  and  fortirtwl  by  intcrrupte*!  su- 

■Nlrtf  wJ^-      The  lines  of  union  thus  nia'de  are  shown  in 
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^ 


^ 


^ 


llH  nmrv  401  tl«'d.  and  wtditfmial  sutures  deigned  to  forlJiy  ihi«  unu  »l»o  |iit«»- 
^Cm)  and  tied.    ThJsordmanly  complotcn  theopenition 

tfW««'  -iutures  are  not  introdnefnl  in  such  a  manner  ;is  to  stitoh  the 

^M»^^»v-h1  to  the  vaginal   margin  nf  the  wound,  but  the  eiit  surface 

^[^4M  «ip4»»  itself  in  a  dirH-tinn  at  right  angles  to  this.     On  either 

JA.  thAl  point  at  the  margin  of  llie  os  evxleninni  where  the  baekwaixl 

vvinn»enee<i  is  gtitclu d  to  the  very  angle  of  the  incision,  so 

.K.      »..N  v*»>t  surface  is  folded  u|>on  itself,  not  frf>m  within  outward, 
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but  from  before  backward.  Thereby  the  os  externum  is  ciirrlei] 
clireetly  l);ick  to  the  angle  of  the  iiK'ision.  The  cervix  mnv  [Mtints 
backward  in  its  nornial  <lirection  toward  the  lioUow  of  the  suernin, 
instead  of  forwanl  toward  the  vaginal  outlet.     See  Figure  458. 

In  some  ctises  of  extreme  anteflexion  there  is  a  (li?!|>ni|K.rtioii:itely 
lunur  anterior  li().  This  elotigatioii  is  slutwn  by  the  (l<ithd  Hue  in 
Figure  455.  It  is  the  residt  of  u  relatively  greater  pressure  on  tlie 
posterior  lip  by  the  posterior  vaginal  wall ;  tliis?  lip  should  be  caught 


'y^^i^i^jj^'i^j. .. 
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Anterior  lipezciaed  and  sutures  In  place  ready  to  tie. 


with  the  tenaculum  and  partially  removed  by  the  scissors.  The  incised 
surfaee  is  then  closed  n|i<m  itself  with  sutures  as  shown  in  Figure  403. 
The  dotti'd  line  in  Figure  451  shows  in  section  tlie  tine  of  incision 
through  the  jirotruding  lip  ;  the  incision  sliould  exteud  t(f,  Imt  not  into, 
the  OS  externnui.  'i'liis  part  of  the  operation  is  nf>t  rerpiired  uidess 
the  anteritvr  lip  decidedly  prrttnules,  an<l  is  thereftre  usually  <>mitte<l. 
The  HMTioval  of  a  porti<ni  of  the  lip  ui  a  suitable  ease  is  not  (udy  not 
a  mutilation,  bnt  it  even  contributes  to  the  straigbtcnitig  of  the  uterus. 
Conjoined  examination  upon  completion  of  the  ojjcrntiim  in  each  of 
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the  author's  cases  has  inviiriahly  j-howri  the  uterus  eitlicr  to  have  \)€€t 
stmightfUc'd  in*  tin-  ant<,'Hexi4in  to  have  het'u  rediieetl  to  a  degree  quit« 
within  pliy^ioliiirii-al  limits.  The  results  have  heen  suh»?tantiallv  the 
same  whether  the  point  of"  flexure  was  at  the  os  internum  or  below  it.) 

The  two  jKisteriitr  hues  xt(  sutures  fiave  the  effect  of  tntns]>lantin^j 
the  OS  externum  to  the  very  jirigle  of  the  posterior  incision.      Tfie  an-| 
terior  sutures,  if  used,  havr  tiie  eJieet  of  carrying  the  cervix  buck  byaj 
distance  etinul  tn  (Uie-lnilf  the  k-ngth  of  the  anterior  out  surface,  which] 
is  doubled  ujmui  itself.     By  these  means  a  jwrmanent  change,  quite 
equal  to  overeoniing  the  flexure,  is  etfeeted  in  the  direction  of  the 
cervix.     As  the  result  of  the  anterior  portion  of  the  nji»eration,  the  i 
uterus  in  a  suit;d>le  ease  is  lifted  also  in  a  hiiLrher  plane  in  the  |>el\ns, 
wher*e  it  ceases  to  I>e  a  mechanical  irritant  to  the  hlatlder.     This  i>or- 
tion  of  the  operation  may  therefore    be  indicated  for  dc»«?cnt  when 
complicated  with  anteflexion. 

The  writer  has  not  undertaken  tliis  operation  on  the  small,  unde>  I 
veloped  infantile  uterus.  The  so-called  conjreiiital  antcflexi<ui  is  only 
one  factor  in  a  genend  failure  of  developnient,  a  failtjre  that  pertain* 
not  to  tlic  utonis  and  other  repr(j<luctive  orpins  idone,  hut  to  the  jreu- 
erat  system.  The  amenorrhtea  or  very  scnnty  menstruation  and  the  I 
sterility  usually  a.'^socuated  witli  this  condition,  being  only  the  hx^l 
expres^ions  of  faulty  general  (K'veloiunent,  ait?  not  n^ached  by  any 
Hterine  treatment,  surgical  or  non-surgical. 

Thi^  o|M'ration  was  tirst  published  in  November,  1890.^  At  that 
time  the  writer  repru'tefl  eighteen  eases.  Tlie  results  were  chissitied 
under  two  heads,  one  ior  the  mechanical  and  one  for  the  symptoniutic 
results.  The  mocluinie^il  result  was  invariably  a  satisfactory  straighi- 
ening  of  the  uterus.  The  symptoms  were  satisfactorily  relieve*!  in 
abt>ut  three-fourth.s  of  the  eases.  The  author's  pj-rsonal  exjxrienoe 
with  this  operation  now  numbers  about  sixty  <?fises,  With  this  hirger 
experience  an<l  larger  olxservatiou  of  the  syniptomatie  results  he  is 
able  to  verify  tlic  conclusions  formed  when  the  o|W'nitictn  wa.s  given  to 
the  profession.  In  no  case  has  the  oix-ration  tailed  to  give  an  ana- 
tomical cure.  The  symptomatic  results  have  been  satisfactory  in 
a1>out  75  per  cent,  of  all  eases. 

The  symptomatic  indication  in  the  groat  majority  of  cases  was  dys- 
meuorrlKea.  Tliis  symptom,  when  the  flexure  was  uncompli<»ated  by 
peri-uterine  inflammation — that  is,  when  the  conditions  were  mecliao- 
ieal — has  been  quite  generally  relieved,  Tn  stn'cn  cases  the  indication 
w;is  pr(^longed  sterility.  In  three  of  these  cases  nornud  parttirition 
has  taken  place. 

The  o]ieration  is  u<tt  presented  as  a  |winaeea  for  all  the  nudarlies  of 
pelvic  origin  in  which  thi're  hap[)eus  to  be  a  p:ith(tlogical  aiifefli'xion. 
Case>.  are  numerous  in  which  anteflexion  is  rather  an  ineidental  than 
an  es'Jential  factor.  The  hope  is  that  the  oi>eration  may  prove  of  value 
when  the  indication  to  be  fuKillod  is  wholly  ttr  in  part  mi»chanical. 

There  is  danger  that  this  operation  will  be  performed  indiscrimi- 
nately in  eases  not  tjf  pathological,  but  of  physiological  anteflexion. 
On  tlie  other  hand,  those  who  <lo  not  eorisitler  antellexitm  as  having 

'  I'uper  liy  E.  C.  Dudley*  read  bcforo  the  New  York  Obeletricnl  Society,  November  18.  IWO- 
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any  patliologicul  signifieaiH^e  per  «r,  anrl  <!(►  not  nhvays  make  tbe  <lis- 
tineti(»n  betwrori  tUv  [ttiystoloirical  and  |i:)tlnilu*ri<'al  [Misition,  will  fiiil 
tfi  apprt't'iatfi  the  mwhaiiiciiil  intlicatiun,  and  will  tlu'rcfurc  diricard  the 
operation  altogpther.  Clearly  a  wninan  iniglit  have  antt-fluxion  and, 
if  it  wore  normal,  Diiglit  liavcj  a.  large  varioty  of  lesions  wholly  \m\v- 
|K'ndfnt  of  it.  To  say  this,  afk-r  all,  might  hv  only  flaying  that  a 
woman  may  have  a  variety  of  jKithological  di-volopnioiitw  in  the  pel  vis, 

Figure  460. 
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Sutures  tl«d  and  operatiou  complete',  both  un  pixftcrior  uiid  anterior  lipti. 

and  at  tlic  sanio  time  have  the  nteni;*  in  it.s  normal  |»o.sition.     Normal 
anteflexion  ronld,  of  eourse,  have  no  pathologir-jd  signitie^nnee, 

Shice  tlie  investigations  of  SehidlKe  and  others,  we  may  distingnisli 
downright  pathologieal  anfeflexitun,  in  whirli  the  ttterns  i.s  heut  to  the 
point  of  prodneiiig  two  kinds  of  oh,structi«>n  at  the  angle  of  tiexorr: 
1.  Ohstruetion  of  tlie  eanal  from  eollapsc  of  {he  canal.  2.  Obstnietitni 
of  the  I) lootl vessels  from  eolla[>se  of  the  blo*7<l vessels.  Under  such 
conditions  ntertne  eonge:^tion  and  catarrh,  as  |>ointed  ont  in  the  fore- 
going paragra[)hs,  are  apt  to  follow  ;  normal  physiologieal  ehanges  ean- 
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i«jc  :ak-i  7iui:«  -irizi^r  :a  ihe  decidiia  of  men^traaticMi  or  in  the  decidca 
If  ii*r».riaji.'7  -  ino^e.  n>eii«niial  dj?<inier^  and  !>terilinr. 

^Tii;  -nir'.-jaji^'.'-il  irrii^arion  b  ckar:  ScniighTen  the  uterus  and 
TUt:-:^*:''    ^'•ii'.'^t  rzi^  •.<iftrQctk«i  in  both  the  utcrrine  canal  and  ibe 

Tiir  .c*:n.i:i  c  if  =K  i  ?^lit>Titiite  fi»r  dilatation  and  curettage,  but 
'siijtr  ?u7CLe!i'tTC"a.T7  :  -  ■::«-*«■  twn  prrjeedune>. 

ri«:  ^r.TiiT  lii.-"^  rc2»."d?r'l  ritreme  divuLfion  with  curenenient  in 
uis-i  •  .-a^<'^  c  i^T-ifTif:-  :  l-Ji  the  result?  were  not  \ery  sati:^t*act'>^v. 
Vii:  •  i.>.  :-.  Tr  "r:  T.  IT-  r^  iT:»:iiying  when  the  plastic  operation  alivadv 
-:t>s  'ri.ti'i,  .>  i»i»L:«:  -■.  iIt  ii^iaii'.'n  and  curettage. 

1-"    :  ■>  ^r-iT:;  :    TT^it  intrdexion  mechanically,  because  it  i-  a  re- 

>t;.  .     r'  .M-ii..:!  i-«*  •.lii:-*:  l-:^:->a*.  it  follow?  that  retrcifiexion  and  all 

.,f-i»,-?*  i:V..ui:*:c:.'ri:?-  *!■  cl-i  no^  t*  treated  mechanically,  liecausc  thev 

!..">    i>  TV  -31^-/  ™«r  rer"!.:  •  •:' a*f«:c-iated  le^ionr.    Thi?  alm<ist  amouDt> 

-,    --j^j  -.  ■'  ,.-f ,    •  ■'  -  -.. .  •••'•..■■.,. 

'.'»•:  ::i>  z: :•:':.    :*  :'diz:mati'''n  of  the  men>-sacral  ligament?  as 
:.N,-  ^rv-i".  i"^"^  •.  \iT'.':  l-.-ri-'a  in  ]<i!h<>I>'«gii.'al  antel)«-xion.  and  i*yet  often 
:-•.:  :r.  i>  -r-^i^.b  i^r  e\-id«E-n«>e  of  ^\if\\  inflammation.      In- 
■:.    Z'tz.  rx>>  iij«  IV.  but  in  a  large  proportion  of  such  ca.-ses 
.>  y!i?s:vi  iw^jv.  leaving  patbol<:^cal  anteflexion  as  a  permanent 
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TORSION  OF  UTERUS. 

Avy  \v:,r.    -r  tIj--  uij..li-  .,i'  tIk-  uteni*  may  turn  on  it?  own  axi?; 
■   .1:  >,    •   :-v:-T.-i  i]|i<ii)  it— h*:  t1i«-  «iiu?»-<  i'f  tlii?  di->iilacemont  art-  : 

A:  *- ::•  \!'!j  :i— ■•••ijii«-<l   with  <.i.tntra«^ti«in  <  if  one   iiifn»— arral 

"  .         -     •'•:.'•  'it'-riii'-  aji|»(nilai:«— . 

I'        .•     .••  V   -  :     'N'    |j-'rn  ni:iy  li.-  ant«-riiir  !••  the  other. 

r^'-AiTri-^is.      I   ■:-:':i  ■>:  'li'-  uT'-ni-  ujay  ].«•  n'fi»i:ni/t-<l  l»y  ('tM)i«>in<-<l 

\  ■;!!  li-  ii,"ii-!r-:«t'-  til*-  ant«ri"r  -iirnu-*'  ot'tht-  utt-ri:- 

^.  ■    •    •.':■    :  .    !:.    :V'>ii:.  \>-\i   to  nn»-  »;«1«-.     Tin-  1«»iiit  axi^  «•!"  iht- 

-    >    _■-.:..%     :-.:iii'l.  ii'.t    ill   th«-    iiKMlian    line,   Imi    havini:   a 

.  ^    •...'.     "..:-    :!  -M   u'-n—   th»f   jMl\i~. 


CHAPTER    XLIX. 

IN\T^R8I0N  OF  THE  UTERUS.     HERNIA   OF  THE  UTERUS 

AND  OVARY, 


INVERSION    OF    THE  UTERUS. 

Inversion  of  the  uttTiis  is  the  partial  or  ftiniplete  turning  of  the 
organ  inside  out.  The  tlifference  bptwwti  [wrlial  ami  conipletc  inver- 
sion is  fciiniply  ono  of  (U'o;ri!t3,  In  purtial  inversion  Himm  ]xu't  of  the 
wall  of  the  corpus  ntori,  usually  tlie  fundus,  i.s  dL'piX's.setl  into  t!ic 
uterint'  cavity,  but  the  organ  doew  not  protrude  thrnugh  the  external 
OS  into  the  vagina;.  In  complete  inversion  the  uterus  lias  tnrnefl  v\>m- 
pletely  insiclfe  out.     The  inverted  uterus  is  then  inside  the  vagina,  op, 


PiaiTRE  461. 


Piorne  4«2. 


Partial  inveniloii.) 


f^omplete  Inveraion.i 


if  the  vagina  is  also  inverte*!,  both  organs  will  he,  to  (|Uote  Hii>]M)c- 
rutes,  between  the  thighs,  "  rr^/^  scrotum."^  Figart's  IGl  and  462 
represent  the  incouiphte  and  eonndele  forms  of  invei-sion. 


Etiology. 

More  than  10  per  cent,  of  all  cases  are  puerperal.  The  cause.** 
usually  assigned  ari-  trai'tixm  on  the  eord  in  the  delivery  tff  the  plariTita, 
traetion  in  the  raftid  ihliviiy  of  the  ehild,  traction  by  gravity  l>1' intra- 
uterine  tumors,  <»r  traction  exerted  in  tlu-ir  tlcdivery.  These  eauses, 
however,  are  all  inadecpiate  to  pixwlnce  the  accident  mdess  the  iuu,senkr 
walls  of  the  uterus  are  ]>redisjxisetl  by  relaxation.  Paralysis  or  great 
relaxation  of  the  uterine  wall  is  the  essential  cause  of  the  aeeident. 
Undue  importance  has  been  given  to  the  various  forms  of  traetion  ; 
even  eoughing  or  sneezing  may  invert  a  very  relaxed  uterus.' 


*  Thoruft*  ttiid  Miim16.    KlM'd.'W'n  ot  Women. 

'  nipjMKmli'B.     Fruin  Thi»iin-«  uinl  .\tuii(U^. 

>  Adniitutiuu  Crow,  Thotu&s  ainl  MiindO.    Dlacaacfl  of  Wom«n. 
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iBTOsioD  io  the  mnjorlty  of  cas<*.s  occurs  .spontanoouply  as  a  direct 
.Itsnlt  of  pttral\>i>  of  utfrinp  niiisoles.  This  iiaralysis  may  pertain  to 
awr  part  or  Jill  of  tlu*  utpriiu'  waU,  hut  is  usually  nm.st  pronounced  at 
tbe  iatvDtnl  site.  Tlie  jmnilyzi.'<l  portion  i.s  firi^t  depressed  into  the 
trtenne  cavity,  so  as  to  give  iIk-  i-orpiis  nl^ri  tlie  appfurance  of*  the 
bottom  of  A  junk  bottle.  The  nninvertetl  portion  of  the  muscular  I 
wall,  not  U'intr  juralyzed,  may  contniet  and  sei/.o  tfie  partially  in- 
vrrtrti  paralyzed  portion,  and  ptt^ll  it  down  fiirtiitr  and  further  until  ^j 
the  inversion  i>  eompiete.  ^M 

The  c<>nditi<Mis  that  most  favor  paralysis  and  relaxation  of  the  ^^ 
in(»nibr  layers  are  not  wlioily  knosvn.  Tlic  accident  in  about  88  f)er 
cent,  of  all  csises  is  associate  with  eliildhirth  ;'  hence  the  inference  mA 
that  the  ini»t  active  causes  ai-e  conuccted  with  ii tent-gestation  and  ^| 
parturition.  In  a  small  proportion  of  {-ases  inversion  has  fullowwi  ^* 
distention  of  the  endometrium   hy   retained  Huids  or  limiors.     The 

FlOUEE  4«3.  f 


H  of  tbc  uterus.    The  luvcrtt^d  uiyau  U  In  the  TftffflUL 

,  ,i;g«»piftt*^l  ^^'t''  muacular  relaxation  of  the  uterus, 

J  T^'<n\i  of  t!ie  relaxation.     Finally,  we  may  say 

,  UiY^'  ]>n"]iortion  of  cases  arises  without  definite 

iiritlent  cK-rurred  at  the  Rotun<la  Hospitiil 

.  rii  iit  til*' ^' '*"'"•'*   Lyini^-in   Hospita!  liut  .mci- 


t  J'lnyfnlr  atui  Allbuit.    System  of  Oynccolc^j. 


INVERSION  OF  THE   UTERUS. 
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Spontaneous  inversion  lias  oecurred  without  tlic  k'ust  traction  in 
the  virjijin  iiterns,  the  hymen  bein^  intact.' 

A  nirtst  instriu'tive  c^i.se  has  been  rwonletl  by  Wilhird  Parker,  as 
follows : 

'*  A  young  wotnari,  \v\ut  had  borne  i>ne  eliihl  .seven  t^r  eight  years 
previonpily,  and  liad  never  bad  any  recognized  uterine  di^sease,  wldk' 
making  a  vitJent  eflbrt  In  rolling  tenpins  sudtienly  felt  something 
give  way  within  lier,  after  wbieb  she  suffered  the  m(*st  intense  |>asn 
and  became  completely  disabled.  Dr.  Parker,  being  called  tu  see  her, 
after  a  hasty  examination  coincided  with  the  opinion  of  ihe  attending 
physician,  that  a  polypus  had  been  suddenly  ex j)^ led  and  was  hanging 
in  the  vagina.  Impressed  with  tliis  belief,  lie  removeil  the  whole 
mass,  wlieUj  to  his  surprise,  he  found  in  his  liands  the  inverted  uterus 
with  its  tubt's  and  ligaments.  The  patient  recovered  without  any  l»ad 
?iymptoms,  and  siibsecpiently  menstruated  regularly." " 

The  occasional  occurrence  of  spontaneous  replaei'nient  of  a  uterus 
that  had  b(!en  inverted  has  l>een  rc|x;atedly  observed,  and  is  a  fact  no 
less  remarkable  than  spontaneous  inversion.  In  one  case  replaee- 
ment  occurred  while  the  patient  was  straining  at  stool.-' 


Mechanism. 

If  the  entire  uterine  walls  are  paralyzed,  the  organ  may  invert 
as  the  result  of  traction  or  cougliing  or  suei'zing,  or  of  its  etwn  weight. 
Jntra-abdominal  force  from  alxfve  may  push  the  partilyzed  uterine 
wall  through  the  os  externum  into  the  vagina.  If  the  paralysis  per- 
tains to  only  a  |iart  of  the  uterine  wall,  the  inversion,  as  already 
explained,  may  occur  by  contraction  nf  the  non-pandyzcd  portion. 
Clearly,  inversion  cannot  take  place  when  the  entire  uterine  wall  is 
active.  It  may,  however,  do  so  when  the  paralysis  is  partial  and  the 
activity  is  partial.  Regional  paralysis,  as  already  stated,  is  mor<'  apt 
to  occur  at  the  phicental  site,  where  the  wall  is  thinner  an<l  softer.  It 
more  frecpiently  occurs  at  the  fundus  or  at  one  of  the  horns. 

In  some  cases  the  inversion  takes  place  from  below  upwarrl — ^that 
is,  the  relaxed  cervical  portion  comes  down  na  in  prolapse  of  the  ami8. 
Tliis  prenress  Ixigins  as  eversiou,  and  continues  until  the  whole  organ  is 
inverted. 

Anatomy  and  Pathologry. 

The  inversion,  if  not  complete,  may  have  been  arrested  at  any  point. 
Thus  the  inverted  portion  may  lie  above  the  internal  or  external  os  ; 
or  it  may  consist  of  the  entire  uterus  rolled  out  into  the  vagina;  or, 
together  with  the  inverted  vagina,  the  inverted  uterus  may  be  out- 
side t>f  the  vulva.  The  cxjMiscd  uterine  mucosa  is  tlnvn  tlark-rcd  or 
purple  from  et>ng<\stit>n,  and  there  may  be  regional  ecchynuisis,  ero- 
sion, and  uh'cration.  Adhesions  have  been  known  to  form  between 
the  wholly  ('xtrudeil  uterus  and  the  vagina.  The  writer  hits  observed 
one  ease  in  which  such  adhesions  hud  formed  between  the  ptirtially 
inverted  corjins  and  the  cervical  mucosa. 


'  Thomas  and  MundC-.    Dlfieascs  of  Women. 
■  Loc.  cU. 


*  ThoinM.    DlseMec  nf  Wotn«n . 
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There  is  homorrhnge  from  the  extruded  and  itiflnmed  iiteriiie ' 
mJifosa.  In  tho  comljincd  inversion  of  the  «i terns  and  vagina  the 
niut'osa,  aft«>r  hing  cxposnrt'  to  i-xttTiuil  iiiHuenors,  may  heconie  dry, 
wrinkle^!,  and  parehnieiit-likc,  as  does  the  vagina  in  ci»niplet<'  pro- 
cidentia of  the  uninverted  uterus;  the  two  conditionvS  have  been 
mistaken  for  one  another. 

The  vessels  are  strdnj2;ulated,  cinudation  is.  impeded,  the  nutrition 
of  the  organ  sutlers,  and  some  degree  of  infection  is  ahuost  inevitahle. 
In  rare  instances  gangrene  and  slougliing  of  the  inverted  portion  have 
taken  place. 


FIOVKS  464. 
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The  Inverted  uterus,  U.  lyins  in  the  Y«BlnH,  V.  j«  cut  <m'n  i«»  show  iJic  iwritoneal  sac.  wMcb 
does  not  contain  the  ovark-s,  O;  hristles  are  poswd  into  the  ulcrlne  orifice  tit  Ui«  ttitMii;  b, 
broad  Jlgaiiient ;  r,  r,  round  ligamt^nta ;  T,  T,  tutMf«.> 

The  uterine  ligaments^  Fallopian  tuhes,  ovaries,  and  even  intestines 
may  at  first  be  drawn  into  the  peritoneal  eiip  of  the  inverted  organ. 
Karely  thi-se  organs  lu'come  adherent  within  the  cup  ;  itsnally,  how- 
ever, with  returning  uterine  activity  and  ciintraction,  they  are  ex- 
pelle*!  and   remain  outside, 

Symptoms. 

The  symptoms  of  acute  complete  inversion  of  suflden  occurrence  are 
as  follows  : 

Fixed  intense  pain. 
Profnse  hemorrhage. 
iSlKM^k  and  collapse. 
Partial  inversion  may  occur  with  no  characteristic  symptoms,  and, 
without  physical  examination,  may  escape  notice. 

I  Crosse.    Hart  and  Barbuur,  Manual  of  Oynecology. 
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C'lirnnic  inversion  may  have  developed  slowly,  and  therefore  been 
]arfi:elY  L'tironic  fniTii  the  Iwginning,  or  it  nmy  tolhiw  juntto  invcr.^iou  ; 

I         it  pauses  : 

I  >[('cli;Tinie!il  disorders  of  the  tiriuarv  organs  and  rpctum. 

^^.  HeiuorrliaiTi',  more  or  less  |)roi'ii.«€,  and  eonsec|nent  anii'miu. 

^^k         Bloody,  purnleiit,  or  serous  di^sehiirges. 

^^B        Ditliculty  in  walking  and  standing. 

^^P        Pelvic  paiii. 

F  Nerve  exhaustion  and  imjiaired  health   neeessnrily  folhnv.      Lift* 

[        may  he  dentroyetl  slowly  In*  the  exhaustive  drain,  or  at  any  time 

f  mjtidly  by  aeute  jveritonitis.  In  rare  instances,  esjieeiaily  after  the 
menopause,  there  may  be  only  slight  inconvenience  or  none  at  all. 

Diag-nosLB. 

If  the  alnlatninal  walls  are  relaxed  and  thin,  and  permit  adequate 
palpation  of  all  the  intrapelvic  ttrgans,  conjoined  examination  will 
shi)\v  ;  first,  the  absenee  of  a  pjirt  or  a  whole  of 
tln!  uterus  in  the  place  where  it  normally  l^w- 
longs;  and,  second,  its  presence  inverted  jmrti- 
ally  or  wliolly  in  the  vagina  or  in  the  nterinc 
canal.  The  concavity  or  j>eritoneal  depressioji 
caused  by  the  inversion  may  sometimes  be  felt 
through  the  abdominal  wall.  Rectal  touch  or 
combined  rectal  and  vaginal  touch,  with  the  hand 
over  tlie  abdojneii  or  the  soinid  in  the  hlailder,  may 
facilitate  the  diagnosis  ;  Figure  2^.  The  finger  in 
the  rectum  may  be  made  to  meet  the  hand  over  tfie 
alulomen  or  tlie  sound  in  the  bladder,  and  thereby 
demonstrate  the  absence  of  a  uterus  above  the 
vagina.  The  orifices  of  the  Fallopian  tidjcs,  now 
rolled  out  and  exposwl,  also  may  be  demonstrable. 
In  case  of  rigid  thick  abdominal  walls  the  diagnosis 
will  be  more  drttii-idt. 

The  differential  diagnosis,  in  a  given  case,  may 
raise  two  questions:  First,   Is  the  protruding  mass  a  uterine  njyoma 
or  polypus,  or  a  vaginal  tumor?     Second,  Is  it  a  prolapseil  ntcru.s? 

/«  it  romplrtr  hiveriinffi  f  i  Is  it  Myoma  or  I'tttifpuitt 

j       1.  Attached  to  utt^rlne  wall  by  bmofl  sur- 

fftce  tir  by  narrow  pedicle. 
I       '2.  Siiuiid   pasges   by  tliu  sldu  tif   the  luaM 

thnnigh  oitlcrnul  os  f«r  iato  ut«r1nc  cnvity. 

s.  Uteriu  felt  above  r«KlnA. 


t Serine  t>olypus  with 
[MtTtiul  inversiun.' 


1.  No  pedunculated  altachmt-nt  to  uterus. 

'J.  I'tt-rfm*  cavity  twing  nhlitiTRted,  sound 
can  bo  imsst-d  but  slmrt  disitiiiiire  in  iu(;oiu|il€t(> 
and  notjaull  in  cuiiipk-lw  Inversion. 

.1.  VtiKiiml  (jr  ri'ttal  cunjnhRMl  oxuminatitm 
shows  ii  riiiu  or  dtprcts-sinu  wbtre  the  uterua 
sbiiiild  tic-,  and  rftilato  show  tlie  uterua  al^jve 
the  viiKiiiit. 

4.  Tho  iuvt-rted  uterus  In  a  aymtnetrical 
pyrironii  budy. 

5.  orilirts  of  the  FuUnplan  tuUfi  u«UKlly 
tdeiDoiistmlili', 

<».  MiH-liiarous  glands  »r  the  uterus  prca- 
ent  and  miemacopically  di'inoiMtreble. 


4.  Not  usually  symmetrleal  and  may  be  very 
asynimetrlRal. 
5-  Not  present. 

0.  Not  preaeut.  ot  U  prt»unl  Ifaa  perfectly 
derelnpod. 


'  Hnrt  iitid  Barbour.    Manual  of  Oyneeology. 
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1.  The  uterine  cavity  ru  incMUred  by  the 
sound  will  t>e  diminished. 

•J.  iJevolofiiiient  8Uildeu. 

;t,  Bltnauiial  exumttiutioii  nhuWB  ring-like 
depression  in  wnl!  nf  uterus. 

-4.  Usually  dateii  fruin  partiirttioti. 


1.  Cavity  enlarged. 

'i.  Development  gradual. 
8.  Uterus  »ymmeiricftl  or  asynunetrical,  but 
no  ring-like  deprcnlon. 
4.  Nu  parturition. 


FmottE  iM. 


rterine  polypus  In  Tft^na  almulatlnKiwrtially  inverted  uteruu.    Adhesions  have  formed  be- 
tween [K)lypu5  and  oe  externum. 


Thf  great  difficulty  in  some  cases  of  inakini^  tlie  (iiffercntial  diafrn<>?is 
hctwt'cn  a  (>r>lyjms  or  niyotn:i  and  an  niverti'd  utct'u.s  is  rnipliasizi'tl  by 
tlic  iiict  that  (lescrvi'illy  fiiiitiL'iit  surgeons  liavc  repeatedly  extirjKitcti 
the  partially  or  wholly  inverted  uterus  under  the  mistaken  diii^no&i^ 
of  a  myoma,  C'cmversely,  the  effort  lias  heen  made  to  reduce  a  stii)- 
jxtsedly  inverted  uterus  when  the  cxtrtKliuj::  nias.^  was  a  myoma.  The 
author  personally  recalls  a  case  at  the  Woman's  Hospital  in  the  city 
of  New  Yorkj  upon  which  .-^urh  an  attempt  was  persistently  made  by 
one  of  the  most  eminent  members  of  the  visitinir  staff  <if  that  institution. 

Ill  rare  cji.-^e.s  the  diagnosis  ha.s  In^cn  t^bsoiired  by  tlie  presence  of  an 
inverted  uterus  in  the  vagina,  and  by  the  caexisteiicc  of  a  subperitoneal 
myoma  of  the  size,  shajM:%  eoii.sisteiiey,  and  po>ition  of  a  normal  uterus. 
The  distinction  bctweeu  tiietwo  bodies  might  tfien  ilepeiid  solely  upon 
the  pi-esenee  or  absence  of  the  orifices  of  the  Fallopian  tnl)es  in  the 
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1$  U  Invento  VUril  hit  CompleU  Procidentia  Uerit 

1.  The  protruding  maas  la  wider  below  than  '       1.  Masa  wider  above, 
above. 

2.  External  OB  uteri  absent  and  tubal  orifices        2.  External  os  present  and  tubal  openings 
present  at  lower  end  of  mass.  absent 

S.  Sound  in  urethra  goes  upward  into  blad-        3.  Sound  goes  downward  Into  anterior  per- 
der.  ;  tion  of  mass. 

Exception.— "Vlheti  the  vagina  Is  concurrently  { 
inverted  the  sound  may  pass  downward.  ; 

4.  Obliteration  of  vaginal  fomiccs.  4.  Obliteration  of  vaginal  fomices. 

In  the  dit^nosis  and  differential  diagnosis,  inspection  and  conjoined 
examination  and  the  sound  furnish  the  most  reliable  information. 

FlGPRE  470. 


Inverted  uterus  complicated  by  a  subperitoneal  myoma  that  gives  the  physical  signs  of  a 

normal  uterus. 

Progrnosis. 

If  replacement  can  be  promptly  effected  in  the  acute  stage  just 
after  the  occurrence  of  the  accident,  the  prognosis  is  immediately 
go(Kl.  \^  replacement  be  delayed  until  rigid  contraction  renders  it 
more  dilficuilt,  the  prognosis  will  be  correspondingly  more  serious. 
Tlie  possible  dangers  in  acute  inversion  are  from  hemorrhage,  shock, 
collapse,  and  acute  infection. 

(  hroHic  iuverttion,  unless  relieved  by  replacement,  is  likely  to  destroy 
health — if  not,  indeed,  life — l)v  shnv,  exhaustive  hemorrhages,  uterine 
dis('luir<!:es,  and  consequent  aiiaMuia.  Nervous  exhaustion  from  sur- 
gi<-al  eilbrts  to  replace  the  organ,  and  the  possibility  of  its  removal  by 
mistake  for  a  myoma,  are  })ositive  sources  of  danger.  Acute  infection 
and  peritonitis  are  among  the  always  dreaded  jwssibilities.  Few 
authentic;  eases  of  s})outa neons  reposition  have  been  recorded. 

In  ran;  instances  the  inverted  uterus  gives  little  or  no  trouble,  even 
when  associated  with  complete  vaginal  inver.sionj    the  uterine  and 
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vaginal  mucoea  may  possibly  iiiidcrgo  changes  to  make  them  rcsemhle 
skiD,  the  surfaces  becoming  hard,  tough,  parchment-like,  and  wrinkled. 
Finally,  hemorrhages  may  cease,  and  the  woman  may  live  to  old  age 
in  comparative  comfort. 

Treatment  of  Acute  Inversion  of  the  Uterus, 

Puerperal  inversion  usually  takes  place  in  the  presence  of  the 
attendant  between  the  birth  of  the  child  and  the  delivery  of  the 
placenta,  and  may,  therefore,  in  the  acute  stage  be  rccognizpd  while 
tliR  uterine  wails  are  still  sutHcieutly  relaxeil  to  j>crmit  immediate 
replacement. 

If  the  placenta  is  still  attached,  it  should  be  rapidly  removed.  The 
hand  is  then  introduced  into  the  vagina  and  the  fundus  pushed  up 
tlirougli  the  cervical  canal  into  place.  Strong  contractions,  with  alter- 
nating relaxations,  are  usual  in  this  stage.  Reduction  by  taxis  is 
almost  impossible  during  the  contractions.  Instead,  therefore,  of 
handling  or  kneading  the  organ,  to  reduce  its  size  by  contraction,  the 
attendant  waits  patiently  for  relaxation,  and  then  makes  a  steady, 
firm,  and  prompt  et!brt  at  re[)lacement.  The  whole  corpus  may  be 
at  once  carried  up  or  it  may  be  necessary  with  the  tinger-tips  to 
indent  the  fundus  at  some  jyoint,  prefembly  one  of  the  corniia,  and 
let  this  be  the  starting-point  of  the  replacement. 

Hot  water  and  a  fountain  syringe,  or,  better,  a  Davidson  syringe 
of  interrupted  current,  should  lie  ready,  in  oitler  that  while  the  hand 
is  still  in  the  uterine  cavity  a  hot  douche  may  be  thrown  rapidly  into 
the  uterus.  The  hot  water,  by  its  stimulating  effect,  sets  up  strong 
uniform  uterine  contraction ;  this  controls  hemorrliage  and  prevents 
a  recurrence  of  the  inversion.  Tlie  hot  water  uterine  douche  in  the 
control  of  post-part um  hemorrhage  acts  in  the  same  way.  AVithin 
a  few  Injurs  aftiT  the  accident,  firm  uterine  contraction  or  retraction 
takes  place  in  tlie  muscular  walls  of  tlie  inverted  uterus.  When  such 
retraction  is  once  established,  replacement  will  usually  be  quite  as 
difficult  as  if  the  condition  had  existed  for  months — that  is,  the 
change  from  acute  inversion  to  chronic  is  very  rapid. 


Treatnaent  of  Ghronio  Inversion  of  the  Uterus. 

Until  a  comparatively  recent  time  the  inverted  uterus,  once  con- 
tracted, was  regardwl  incurable  except  by  hysterectomy.  On  the 
possibility  of  rcphicing  an  inverted  uterus  after  the  organ  had  con- 
tracted, the  late  Charles  I),  Meigs,  of  Phihidi*!phia,  in  his  letters  to 
the  stu<lents  of  his  class,  in  184(>,  wn»te:  "  You  might  as  well  attempt 
to  invert  one  of  the  non-gnivid  iitcn  an  my  lecture-table  a»  to  rtrposit 
this  one.     The  time  for  rcplaccnir'iit  has  jrtmc  by."  ' 

The  Obstacles  to  RepoBition  arc  thes<' : 

1,  Great  rigidity  in  the  t.'ontractcd  cervical  ring. 

2.  Increase  in  the  volume  of  the  eorpuH  uteri  from  congestion. 
This  occurs  soon  after  inversion. 
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3»  Later  increased  firmue««a  and  hardness  in  the  at*;rine  structures 
from  ill  volution. 

4.  The  mobility  (yf  the  oi'g-in  and  the  ditiieulty  of  opposing  above 
8utiicient  counterpressure  to  the  force  applied  below  in  the  effort  t<y 
replace. 

5.  Adhesions,  rare  but  im^sible,  between  the  sides  of  the  peritoneal 
cup- 
Methods  of  Reposition.  'J^he  diHicuhy  of  overcoming  the  ob- 
stacles fiiitlined  above  is  tipparcnt  from  the  manifold  meth4>ils  that 
have  been  practi-setl  by  different  burgeotis.  The  le^.s<>n  to  be  learned 
from  the  combined  exjierience  of  these  methods  h  tliat  success  is  Ijcst 
attained  by  firm,  steady,  etnitinuous,  elastic  pres.-iure,  and  that  it  may 
fiually  de]>L'iid  upon  very  prolongt/d  and  patient  ertbrt. 

Tlie  object  is  to  overcome  the  rigidity  in  the  cervical  ring.  The 
pressure  to  accomplish  this  ni:iy  be  unyicUling  or  elastic.  The  treat- 
ment includes  the  following  jwssible  procc<hires: 

1.  Ueplacenieut  by  the  unaidrd  hands. 

2.  Replacement  by  the  hands  aided  by  incisions  or  instruments. 

3.  C'Ontinucd  elastic  ]>ressiire. 

4.  If  reduction  is  inip<>ssible,  the  final  resort  is  hyptorectomy. 
If  i>ne  method  fails,  u  combination  of  two  or  more  methods  nmy 

succi'ed. 

Preparatory  Treatment.  It  is  always  possible  in  the  course  of 
an  attempt  at  reposition  tliat  emergencies  may  arise  that  will  necessi- 
tate alxhmiinal  or  vaginal  section  ;  hence,  the  necessity  of  making  the 
pi'cparatittns  as  for  those  operations.  See  Chapter  II.  In  addition  to 
the  above^  imn  may  be  retiuircd  for  anaemia,  and  hemorrhage  may  be 
controlled  by  hot  water  or  asejjtic  guujie  tamj^ouade  in  ttie  vagina.  In 
a  very  aniemic  case  several  weeks  or  even  months  of  recu|»erative 
treatment  may  be  essential. 

Reposition  with  the  Hands,  Emmet's  Method/  The  pjitient, 
aniesthetized,  is  in  the  lithotfiniy  position.  The  left  hand  is  passed 
into  the  vagina,  the  fingers  and  thumb  are  forced  as  far  as  jKis^ible 
into  the  angle  of  rcHexion,  st*  as  t<i  encircle  the  part  uf  the  corpus 
uteri  that  is  close  to  the  ctmstricted  cerviciil  ring.  The  fundus  is 
in  contact  with  the  palm  of  the  Jiand,  and  is  firndy  pressed  upward 
by  it,  while  the  tingers  are  sejwirated  to  their  utmost  to  o|>en  the 
cervix.  At  the  same  time  the  right  hand  betiind  the  pubes  slides  the 
abtlominal  wall  back  and  forth  over  the  jwritoneal  depression.  This 
ertbrt,  the  object  of  which  is  to  ojx'n  out  the  contracte«l  ring,  is  con- 
tinuously rejwated.  Finally,  the  rigid  cervix  uteri  may  lx»gin  to 
dilate,  the  corpus  may  grow  shorter,  and  tlie  extent  of  inversion  may 
proportionately  lessen.  After  the  corpus  has  bef*n  |iai*tially  forced 
within  the  cervix  by  steady  upward  pressure,  the  tips  of  the  fingers 
are  l>roiiight  together  as  a  wedge,  passed  through  the  os,  and  made  to  , 
com[>lete  the  reposition. 

Emmet's  method  is  much  facilitated  by  keeping,  for  a  few  davs 
previous  to  replacement,  a  widely  distended  Barnes  elastic  l>ag  in  (he 
vagina.     The  bag  is  firmly  »ecure<l  by  a  T-handage.     This  dilate^^the 
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repIaoeineDt.  In  one  case  complete  reposition  was  made  by  EinmeVs 
method  in  three  hours  and  fiftv-five  minutes. 

Emmet  further  suggests  in  casi»  of  partial  re|K)sitiou,  when  the  cor- 
pus uteri  has  been  po^ed  inside  the  extcnuil  us,  that  the  progress  thus 
made  be  secured  by  cloj^ing  the  external  as  with  sutures.    Figure  472, 

Tate's  Method  of  Taxis.'  The  index-  and  middle  fingers  of  the 
T^^t  hand  are  passed  into  the  rectum^  and  the  in^Iex-finger  of  the  left 
hand  into  tlie  bladder  tlirough  the  dilated  urelhra.  Tho  ball*  of  the 
thumbs  make  oonetant  firm  pressure  uvcr  the  fundu.s,  while  the  tiugers 
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J.  R.  T»t«'s  meUiod  of  making  counterpraacare  witb  the  ftugera  ia  the  recttiin  and  bladder. 

in  the  rectum  and  bhxdder  make  counterpressure  against  the  cervix. 
In  this  way  great  force  is  apj»lietl  inorf  directly  to  the  con8tricted  ring 
than  by  any  othf^r  method.  In  a  ejise  of  furty  years' standing  reported 
bv  Tate,  the  thumbs  soon  indented  the  funflus,  the  cervix  began  to 
d^date^  the  rorpus  was  pushetl  througli  tlie  cervix,  an<I  rofluction  was 
aiHHnnplishe<i  in  a  fvw  minutes.  Were*  it  not  for  tlic  da iigi-r  of  rupture 
of  the  uivtlini  and  eonsetpient  pcnnancrvt  iucoutiniiit'c  of  urine,  this 
inetluKl  would,  jx^rhaps,  hav(!  the  |irefcronec  over  all  others.  Every 
ficriouH  objection  couhJ,  however,  be  o%'crcome  by  opening  the  vesico- 
vaginal septum  and  passing  the  finger  through  the  artificial  vesieo- 
NTiginal  fistula  thus  made,  inst4'ad  tif  throiigli  (he  urethra.  The  fistula, 
atVr  n*i>ositiou,  could  l.^e  clo<vd  with  little  difiiculty  or  loss  of  time, 
antl  witn  [u:aetically  no  additional  danger' 

There  are  numerotis  oth<'r  nieth»Hls  ttf  reduclion  by  taxis,  but  thev 
Involve  no  valuable  prineiplc  not  included  in  those  already  wentioDCd. 

*  J.  H.  TttU-v    anHntiaU  lAm-et  And  0»»i«Tver.  March,  1*78.    Emioet. 
*0unWlod  by  Kuimct.    I'riuclptuk  iind  Practice  of  GyDeoolQSX. 
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Elastic  Pressure  by  the  Water-bag  or  Oolpeiirynter  has  already 
been  miintionecl  in  th<'  preparation  fur  EmniPt's  method.  It  is  callod 
colpeurjsis,  Repusititui  may  bu  started  by  depres.shiig  witli  the  fin- 
gers one  horn  of  the  uterus.  The  depressetl  jwrtioir,  if  forced  onward, 
serves  as  a  wedge  to  dilate  tlie  eontraotwl  cervix.  The  hand  after  a 
time  becomes  fatigued  and  u.sele.s.s.  Long-sustained  elastic  ]>re.ssure, 
interrupted  oceariioimlly  by  attempt.s  at  manual  rephiecmeut,  may  be 
effective.  In  many  cases  elastic  pressure  alone  will  suffice.  There 
ia,  however,  no  short  limit  to  the  time  during  which  it  may  l>o  neces- 
sary to  continue  it.  In  some  cases  rejwsition  has  been  finally  made 
only  after  two  or  three  weeks  of  constant  effort. 

An  effective  nnxle  of  using  elastic  pressure  is  that  described  by 
Thomas  and  Mund^.'  Througli  a  Sims  speculum  tamjM>n  around  the 
cervix  firmly  witli  aseptic  gauze  soaked  in  glycerin.  This  keeps  the 
uterus  from  slipping  out  of  the  line  of  pressure.  Shave  the  pubes. 
Introduce  a  large  rul>ber  bag  into  the  vagina  and  fill  it  with  water. 
Cut  a  strip  of  adJicsive  plaster  two  and  a  half  inches  wide,  long 
enough  to  reach  from  the  Imnbar  region^  l>etween  the  thighs,  over  the 
pubes  up  to  the  navel.  There  are  two  o|X'nings  in  the  plaster,  one 
for  transmission  of  the  tulx?of  the  ruljber  bag  and  one  for  the  urethra. 
The  plaster  is  cut  in  two  just  over  the  vulvaj  and  that  portion  from 
the  vulva  to  the  anus  lined  with  a  layer  of  gauze.  -  The  two  parts  of 
the  plaster  are  held  together  by  three  safety-pins,  and  may  be  opened 
during  defecation  or  urination  ;  the  urine  is  drawn  by  a  catheter. 
The  pressure  may  be  increased  hy  tightening  the  plaster  or  pumping  in 
more  water;  it  may  be  decreased  by  loosening  the  plaster  or  drawing 
out  water  through  the  st.oi>-cock  on  the  tube.  The  patient  is  kept  in 
bed;  pain  is  controlled  by  opium  or  morphine. 

Continued  elastic  pressure  by  colpeurysis  is  sometimes  not  tolerated, 
or  it  may  he  contraindicjit4.'d  by  tfie  presence  of  inflammation.  Then 
amesthesia  and  more  energetic  mca,sures  may  be  indicated. 

The  Spiral  Springr,  White's  Method.  A  rapid  and  for  many  cases 
effective  method  of  elastic  pressure  is  that  of  the  spiral  spring  attached 
to  a  rubl>er  cup.  Emmet's  metlnxl  may  be  effectively  reinforced  by 
the  use  of  this  instrument.  The  patient  is  ansesthetize<l.  The  left 
hand  in  the  vagina  grasps  the  inverted  corpus  uteri,  and  at  the  same 
time  holds  the  fundus  in  the  rubber  cup.  Projecting  outward  from 
this  cup  is  a  slightly  curved  rotl,  having  a  strong  spiral  spriug  attached 
to  its  end.  The  operator*s  botly  rests  agjdnst  the  spiral,  and  through 
it  exerts  pressure  upon  the  uterus.  The  diseng-agtHi  hand  is  used  for 
counterpressiu'c  l>ehind  the  pubes,  as  already  descrilxtl  in  Emmet's 
methtKl,  Figure  474  shows  the  instrument  and  its  mode  of  use* 
Two  or  more  hours  {tf  continuous  effort  may  be  required  to  reach  the 
result.  Numerous  other  similar  instruments  have  l>een  devised,  but 
none  more  effective  than  this. 

Incision.  Wlien  tlie  various  forms  of  taxis,  supplemented  by 
gradual  or  rapid  elastic  pressure,  fail,  the  rigidity  of  the  cervix  may 
be  overcome  by  incision.  Ttiis  jilan  was  suggested  by  the  fact  that, 
after  forcible  dilatation,  the  cervix  was  usually  rattrc  or  less  torn,  and 
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that  an  incision  would  be  preferahle  to  a  tear.  Various  forms  of 
incision  have  Iiceu  advocated  or  practistnl  by  James  Y.  Simpson,  J. 
Marion  Sims,  BarDOt-:,  IMatthows  Diinean,  and  others.  One  method  w 
to  draw  down  the  cnrpns  and  cut  nearly  or  quite  through  the  con- 
gtricted  eervieal  wall  at  t>ne  or  more  points,  and  then  reduce  the 
inversion  by  taxis  or  rapid  elastic  pressure.  The  favorite  incisions 
are  one  in  the  anterior  and  one  in  the  iMtsiterior  wall  of  the  cervix. 
J.  Bernard  Browne,  of  Balliraorc/  makes  an  incision  through  the 
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Whlte'e  repotitur. 

fundus*  A  strong  dilator  is  then  parsed  throufih  the  opening  into  the 
constricted  ring,  and  the  cervix  is  dilated  until  the  corpus  can  be 
forcetl  through  into  place.  Juftt  befitre  repot-ition,  llie  wound  in  the 
corpus  \»  clo.sc<l  with  catgut  suture.s  If  the  asep>is  l>e  thorough,  intni- 
uterine  gauze  drainage  may  be  nnt^l  in  ]>lnce  of  closing  the  ojxjning. 

These  and  similar  methwU  of  incision  were,  Ixifore  the  days  of  asep- 
tic eurgery,  regarded  as  extra-hazardous,  and  were  therefore  generally 
disapproved.  Under  aseptic  conditions,  however,  the  danger  would 
doubtless  be  less  than  was  fornK-rly  supposed.  With  an  aseptic  field 
of  openition  and  thorough  gauze  drainage  in  the  uterus,  the  risk  should 
not  be  greater  than  for  other  o|>erations  involving  j>eritonejd  incisions 
of  eoual  extent. 

The  method  of  Thomas  to  ojien  the  abdomen,  and  especially  that  of 
Kiistner  to  o[ien  from  the  vagina  into  Douglas's  pouch,  in  order  to 
reach  and  directly  dilate  the  cervix  on  the  peritoneal  side,  have  fallen 
intr*  unmerited  discredit. 

Hysterectomy.  If  all  efforts  of  taxis,  elastic  pressure,  and  incision 
have  failed,  the  removal  of  tiie  uterus  nuiy  become  a  final  resource. 
The  operation  would  oi-dinarily  be  vaginal  hysterectomy,  and  would  be 
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performed  substantially  as  already  described  for  cancer.  The  writer 
fiuggests  that  after  the  posterior  and  anterior  incisions  have  been 
made  from  the  vagina  into  the  peritoneal  cavity,  another  attempt  at 
reposition  be  made.  Through  these  openings  great  force  could  be 
applied  by  the  mechanical  principle  employed  in  the  method  of  Tate. 
The  fingers  should  be  introduced  not  into  the  rectum  and  vagina,  but 
through  the  vaginal  incisions.  Counterpressure  could  then  be  most 
powerfully  made  direct  against  the  cervical  ring. 

In  treating  inversion  of  the  uterus,  one  should  remember  that  sus- 
tained elastic  pressure,  if  long  continued,  is  usually  effective  and  rela- 
tively safe,  and  that  more  rapid  and  radical  surgical  measures  are 
dangerous,  and  should  be  used  only  as  a  final  resort. 

HERNIA  OP   THE   UTERUS  AND   OVARY. 

Hysterocele,  or  hernia  of  the  uterus,  is  a  rare  and  remarkable  dis- 
placement. Cases  have  been  reported  by  Olshausen,  Leopold,  Rector- 
zik,  Winckel,  and  Scanzoni,  of  displacement  of  the  uterus  into  the  sac 
of  a  crural  or  inguinal  hernia.*  In  two  cases  the  displacement  was 
complicated  by  pregnancy,  which  continued  to  the  fourth  month. 

The  diagnosis  is  based  upon  the  absence  of  the  uterus  from  its  nor- 
mal place  and  the  presence  of  a  body  answering  its  description  in  the 
hernial  sac.  If  pregnant,  the  uterus  will,  until  relieved  by  abortion, 
progressively  increase  in  size. 

Tlie  treatment  is  the  same  as  for  any  other  form  of  hernia.  If  re- 
duction by  taxis  is  unsuccessful,  herniotomy  becomes  necessary.  This 
may  involve  removal  of  the  uterus. 

Hernia  of  the  ovary  may  occur  in  the  same  way  as  hernia  of  the 
uterus,  and  is  subject  to  the  same  principles  of  diagnosis  and  treat- 
ment. The  author  has  personally  seen  out  one  case ;  that  was  suc- 
cessfully treated  by  herniotomy  and  removal  of  the  ovary. 

1  Thomas  and  Mund&    DiBeases  of  Women. 
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PREMATURE    MENSTRUATION. 

It  is  clear  that  preooeioiis  menstrua  lion  could  not  occur  unless  the 
genital  organs  had  devflo]5ed  prt'iiiaturely  ;  and  that  absence  of  such 
development  would  leave  uo  data  except  the  flow  of  blo(xI  on  which 
the  fact  of  nienstniation  could  be  establLshed.  One  shouhl  be  caii- 
tious  in  ilrawing  conclusj«jii!>  from  the  mere  presence  of  a  red  stain  on 
the  napkin  or  clothing  ;  siu-h  a  stain  is  not  proof  of  nieastruation  ;  it 
may  bo  blood  from  vulvri-vaginitis,  uretliritis,  or  traumatisui,  or,  what 
is  more  fretjtient,  from  the  deposit  of  red  unites. 

Development  of  the  scKual  organs  ha^,  in  rarely  exceptional  cases, 
taken  place  Kmg  before  the  age  of  puberty,  atul  in  some  instances  haa 
l>een  observed  at  infancy.  Perieetly  devclopefl  mammse,  a  full  growth 
of  hair  on  the  inons  veneris,  much  development  of  the  external  gener- 
ative organs,  and  great  precocity  of  the  internal  organs  have  been 
observed  in  infancy  and  in  early  childhood.  In  many  instances  of 
precocious  development  ]>remature  menstruation  did  not  occur;  in 
others  it  made  its  api>eai-ance  sevend  years  before  the  normal  age  of 
puljcrty  ;  and  in  one  or  two  attested  cases  apparently  physiological 
menstruation  occurred  sottn  after  birth. 

The  appearance  of  a  bloody  discharge,  even  though  it  be  periodi- 
cal, is  not  necessarily  to  be  attributed  to  menstruation.     Such  a  dis- 

t  The  disorders  of  menstmaUon  and  Bt«rlUty  are  merely  Ainctlonal.  anrt  raiiRt  therefore 
be  conildered,  not  nj*  disfuacd.  but  as  symptoras.  In  «tiulyJnB  the»«'  *yra).t<im!«.  it  Is  «>&«entlal 
to  coniilder  them  rnuTi  Hit,-  »>UiiiI(xiiiU  rif  i1il>  inultironn  lemons  that  cmitie  them.  There  ta 
gearoely  a  gyncrolirgloftl  ilisoaso  that  may  not  liave  relation,  dirert  or  n-mote.  with  functiunal 
diaordere.  I'nrt  VT,  In  a  roriAin  nenae  thereforv.  Is  an  index  to  the  wh'iU»  sulijwl  of  gyne- 
Col«>ey,  In  c'tniuectioti  with  the  study  of  ihcsc  dlnordent,  U  will  Ik?  prolit»l>lu  to  ri-ad  th«'  firat 
chapter  of  the  hook,  which  fontiiiris  a  condensed  statctnent  of  the  phenomena  ofmenBtraation. 

The  author  is  indebti-d  to  Kdw«rd  It.  Snn<T  tm  valiiahli?  ab«trHCt»  from  the  periodical  litem- 
ttire.    Some  of  theat-  a^jatrttrts  hnvt'  bLH«t»  utitljtod  In  thw  preparation  of  Fart  VI. 

«  Syatvm  of  Gyueeulogy,  Allbutt  and  Flay  fair. 
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■charge  may  occur  as  the  result  of  tumors,  erosions,  ulcerations,  and 
other  pathological  causes,  at  any  period  of  life,  from  infancy  to  old  age. 

The  evidence  of  many  notable  examples  of  early  pregnancy  is 
unquestioned;  Croom*  tabulated  from  the  literature  a  series  of  twelve 
<»ses  in  which  pregnancy,  occurring  in  girls  of  ages  varying  from 
€ight  to  thirteen  years,  resulted  with,  one  exception,  in  the  delivery 
•of  mature  infants. 

The  Causes  of  precocious  sexual  development  and  premature  men- 
struation, especially  in  infantile  cases,  are  not  satisfactorily  explained. 
Among  the  alleged  and  authentic  causes  are :  1,  heredity ;  2,  immoral 
associations,  which  viciously  direct  the  attention  of  the  child  to  the 
generative  organs ;  8,  masturbation ;  4,  ascarides  in  the  rectum  and 
other  parasites  about  the  external  genitals  ;  5,  uncleanliness,  especially 
the  deposition  of  caseous  secretions  about  the  clitoris ;  6,  neoplasm  of 
the  generative  organs ;  7,  undue  nervous  and  mental  excitement. 

The  Treatment  is  implied  in  the  preceding  paragraph ;  it  consists 
in  the  removal  of  the  cause.  The  necessity  for  cleanliness  and  chastity 
is  self-evident.  A  young  girl  prone  to  precocity  should  be  guarded 
iigainst  all  influences  that  tend  to  stimulate  the  emotions  or  to  pro- 
voke sexual  excitation.  The  treatment  is  rather  regulative  than 
medicinal ;  it  is  chiefly  hygienic,  and,  as  such,  includes  careful  atten- 
tion to  diet,  exercise,  recreation,  sleep,  and  study. 

PROTRACTED  MENSTRUATION. 

The  normal  menopause  usually  takes  place  between  the  ages  of 
forty-five  and  fifty  years ;  it  may  occur  earlier,  or  as  late  as  the  fifty- 
third  year ;  but  cessation  of  menstruation  before  the  fortieth  year  or 
the  continuance  of  it  later  than  the  fifty-sec-ond  year  would  Le  pre- 
sumptive evidence  of  a  j)athological  cause.  Apparently  normal  men- 
struation, however,  has  been  known  to  continue  until  after  the  age  of 
fifty-seven.  The  coexistence  of  ovulation  with  late  menstruation  can 
in  a  given  case  only  be  established  by  the  occurrence  of  pregnancy ; 
of  this  occurrence  little  satisfactory  proof  has  been  recorded  after  the 
fifty -second  or  at  most  the  fifty-fourth  year.  The  evidence  is  con- 
-clusive,  therefore,  that  these  ages  are  the  practical  limit  of  possible 
fertility.^^ 

1  AUbutt  and  Tlayfair.    Syatem  of  Gynecology.  « Ibid. 


CHAPTER    LI. 

AMENORRHCEA  AND  SCANTY  MENSTRUATION. 

AMENOBRHCBA. 

Amenorrhcea  is  the  absence  of  menstruation.  The  subject  is  here 
restricted  to  amenorrhcea  dejiendent  upon  pathological  or  surgical 
causes,  and  will  exclude  the  physiological  absence  of  menstruation 
before  puberty,  during  gestation  and  the  puerperium,  and  after  the 
menopause ;  it  also  excludes  all  cases  in  which  menstrual  fluid,  having 
been  retained  by  atresia  in  the  genital  tract,  fails  to  make  its  appear- 
ance.    See  Chapter  XXXVIII. 

Clcussification. 

Two  general  divisions  of  amenorrhcea  have  been  recognized :  1. 
The  disorder  may  be  due  to  absence  of  the  reproductrve  organs  or 
to  failure  of  those  organs  to  develop  from  the  immaturity  of  infancy 
to  the  maturity  of  puberty.  2.  Menstruation  may  have  been  estab- 
lished at  puberty,  and  from  pathological  causes  may  have  ceased. 
These  two  divisions  are  designated  as  primary  and  secondary  amen- 
orrhcea. 

Etiolofiry. 

The  causes  may  be  divided  into : 
I.  Local  causes. 

II.  General  causes. 

I.  Local  Causes.  Chief  among  the  local  causes  are  absence,  im- 
perfect development,  and  atrophy  of  the  uterus  and  its  appendages. 
The  relative  extent  of  these  defects  may  be  greater  in  the  uterus  and 
less  in  the  appendages ;  or  greater  in  the  appendages  and  less  in  the 
uteriLs.  Absence  or  imperfect  development  of  the  genitals  may  coexist 
with  perfect  development  of  the  body  in  general.  There  are  two 
forms  of  uterine  atrophy :  concentric,  in  which  the  uterus  is  much 
contracted  and  its  canal  correspondingly  shortened  ;  and  eccentric,  in 
which  the  atrophic  process  has  resulted  in  a  thinning  of  the  walls 
without  decrease  in  the  length  of  the  uterine  canal.  Concentric 
atrophy  causes  permanent  amenorrhoea  and  absolute  sterility. 

EndomrtritiM  and  mftrifis,  especially  when  associated  with  an  in- 
fectious puerperium,  may  give  rise  to  atrophy  of  the  uterus  and  con- 
sequent amenorrhcea.  St^e  Chapter  XVIII.  Ovaritis  may,  as  a  cause 
of  atrophy  of  the  ovary,  produoo  the  same  result.    Microcystic  d^en- 
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cration  of  the  ovaries  and  ordinary  bilatem!  ovarian  cysts  are  fre- 
quently assoeiatetl  with  atropliy  of  the  ovary  and  amenorrhcea. 

Atrophy  of  the  ut^erus  aiu!  ovaries,  espeeiaUy  of  the  former,  had 
occasioually  been  observed  to  follow  sharp  curettage  for  endometritis.' 

n.  General  Causes  seldom  ]>rodiice  anienorrhtea  by  acting  direetly 
per  se;  they  ti.sually  do  so  indlreetly,  by  causing  atrophy  of  tlie  uterus 
or  ovaries,  or  of  botlu     They  may  be  classified  as  follows  : 

1.  Aeiile  infectious  diseases. 

2.  Chrc.mic  disorders. 
3«  Nervous  disorders. 

1.  Afufe  Ittfecliouji  DtMewteit  include  scarlatina^  diphtheria,  typhoid 
fever,  and  arthritic  rheumatism.  The  same  infection  that  produces 
these  diseases  may  also  produce  atropliy  of  the  litems  or  ovaries. 

2.  (Vrro/i/c  I}i^fn(h'i\H.  Among^  the  eliroiiie  di,<or<Iers  that  cause 
amenorrlnea  aiv  tul)ereulosjs,  diabetes,  syphilis,  anaemia,  nephritis, 
chlorosis,  myxfe<leina,  luafaria,  and  exophthalmic  goitre.  Amenorrha?a 
associated  with  these  disoixlei***  may  not  be  consequent  upni  atrophy ; 
it  may  be  simply  an  effort  of  nature  to  conserve  the  bloml  and  strentjth 
of  a  woman  whose  general  nutritiiin  would  suffer  even  from  slit»;ht  men- 
struation. Ill  simie  t'asL's  ana>mia  is  associated  with  uterine  hemor- 
rhage.    See  Chapter  LI. 

3.  Net^vom  niul  Mental  Diaordera,  The  psychost'fi,  espeeially  those 
causing  great  mentid  depression,  are  likely,  witii  or  without  atrophy  of 
the  uterus,  to  be  associated  with  araenorrhrca.  The  influence  of  the 
nervous  system  is  manifest  in  the  anienorrh<ra  of  prisoners  and  in- 
mates of  asylums.  Smhlen  emotion,  chill,  and  friglit  have  frecpiently 
been  known,  temporarily  or  permanently,  to  arrest  menstrua t ion. 

In  addition  to  the  above  causes  may  be  mentioneil  the  following  :■ 
excessive  hemorrhage,  especially  from  the  genit;ds  ;  sujx'Hn volution  ™ 
of  the   uterus   from   prolonged   laetiition  ;  tissue-change  of  unknown 
origin  ;    the    morphine-habit  ;    ami    faulty    hygiene^    es|teeially    such 
hygiene  as  comes  from  insutfu'ient  fu+Mj,  overwork,  aird  vitiated  air. 

Adiposity  in  aucemic  women  is  often  the  cause  of  amenorrh<ea  ;  the 
menstrual  disorder,   however,  fifteu  ilisappL'ars  with   removal   of  the 
cause.     The  physiological  atnenorrh<ea  of  the  menopause  is  followed™ 
not  uncommonly  by  the  deposition  of  fat.  ^ 

The  amenorrhieii  of  delayeil  puberty  may  occur  in  girls  whose 
generative  nrgtins  are  apjiarenlly  well  developed.  Failure  to  men- 
struate in  such  ea-ses  may  be  due  to  one  or  more  of  the  general  causes 
already  outlined.  fl 

\n  mita  few  cases  of  apparent  robust  health  the  patient,  for  reason*™ 
inikuowu,  fails  to  menstruate. 

Removal  of  the  ovaries  will  arrest  menstruation  immediately  in 
the  great  majority  of  eases.  The  causes  of  continued  menstruation 
after  double  ovariotomy  are:  1,  the  presence  of  a  supernumerary- 
ovary  not  observe*! ;  2,  failure  to  remove  all  of  the  ovarian  tissue  ;  3,. 
failure  to  remove  the  tubes  close  into  the  horns  of  the  uterus ;  4,  di 
eases  of  the  uterus,  (.  e.^  endometritis,  carcinoma,  and  fibroids ;  5j 
pereistence  of  habit. 
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Symptoms. 

Absence  of  menstruation  is  the  prime  symptom ;  associated  with 
this  may  be  numerous  disturbances  referable  to  the  nervous  system  ; 
among  them,  defective  vision,  ringing  in  the  ears,  hysteria,  paresis, 
sweating,  and  such  skin-eruptions  as  acne,  urticaria,  eczema,  and  her- 
pes. Araenorrhoea  often  is  associated  with  all  the  symptoms  of  men- 
struation except  the  flow — these  symptoms  taken  together  are  termed 
the  molimen. 

Vicarious  Menstruation  is  an  infrequent  occurrence.  Numerous 
remarkable  cases,  however,  have  been  reported  in  which  a  jx^riodic 
flow  of  blood  from  some  organ  other  than  the  uterus  api^rently 
took  the  place  of  normal  menstruation.  Such  a  flow  may  come  from 
the  nose,  ear,  bowel,  or  bronchi,  or  from  any  exposed  surface,  such  as 
an  ulcer  ;  it  may  be  accompanied  by  a  discharge  of  milk  from  the 
breasts  or  with  diarrhoea.  The  cause  of  vicarious  menstruation  is 
unknown. 

DiagnosiB. 

Inasmuch  as  amenorrhcea  is  a  symptom,  and  not  a  disease,  the 
object  of  diagnosis  must  be  to  recognize  the  lesion  or  lesions  that 
underlie  and  perpetuate  the  symptom.  These  lesions  have  already 
been  mentioned.  Amenorrhcea,  especially  that  cause<l  by  atrophy  of 
the  ovaries,  is  sometimes  characterized  by  the  presence  of  a  peculiar 
menstrual  molimen,  unaccompanied  by  a  flow  of  blood,  but  attended 
with  great  ovarian  hypogastric  and  lumbar  pain. 


Prosrnosis. 

The  prognosis  is  that  of  the  lesion  that  produces  the  amenor- 
rhcea. Primary  amenorrhoea,  due  to  absence  of  the  uterus  or  ovaries, 
is  permanent.  Full  development  of  the  rudimentary  organs  and 
consequent  menstruation  have  in  rare  instances  been  reported  ;  but 
these  reports  are  not  suflficiently  definite  to  have  practical  significance. 

Excentric  atrophy  of  the  uterus,  that  does  not  decrease  the  length 
of  the  organ,  but  only  thins  its  walls,  may,  on  removal  of  the  cause 
and  the  estal)lishment  ()f  correct  hygiene,  terminate  in  anatomical 
and  physiological  recovery ;  concentric  atrophy,  in  which  the  uterus 
is  uniformly  contracted,  is  permanent.  As  a  rule  atrophy  due  to 
infection,  especially  to  an  infectious  puer|>erium,  is  also  permanent. 

Amenorrlicea  due  to  prolonged  lactation,  or  to  nervous  causes, 
such  as  sudden  fright  or  violent  emotion  or  chill,  offers  a  favorable 
prognosis. 

In  general,  the  prospect  of  recovery  is  good  for  all  cases  in  which 
atrophy  of  the  uterus  or  ovaries  is  only  a  participation  in  a  general 
systemic  failure  of  nutrition.  In  cases  of  defective  local  development 
and  of  atrophy  due  to  locjil  causes,  especially  to  infection,  the  amen- 
orrhcea is  usually  permanent. 


718 


DISORDERS  OF  MENSTRUATION  AND  STERILITY. 


Treatment. 

The  treatmcut  must  vary  with  the  cause.  Certain  forms  of  amen- 
orrha^a,  racntiuiu'd  uikUt  ProgiioHis,  are  permanent,  and  therefore  in- 
curable liy  any  treatiuent. 

The  cunitilc  ca,ses  are  usually  th(»^  in  which  the  uterus  or 
ovaries  have,  because  of  some  wasting  disease,  sueli,  for  example,  as 
tubereulosis,  failed  to  perform  their  functions.  Ameiiorrhfea  tlien 
may,  asi  utready  stated,  he  only  an  eRVirt  of  nature  to  save  the 
woman's  l/hMKi  and  strength.  The  ill-!iealth  should  not  be  attributed 
to  want  t»f  nieiistruatton,  but  to  a  general  want  of  nutrition;  luider 
such  conditions,  tn-atinent  designed  to  re-establish  nienf?tnmtion  by 
local  stiniulatioji  is  clwirly  ettntniiindieated.  Such  treatment  would 
defeat  the  ctforts  of  nature  and  still  further  exhaust  the  woman*s 
vitality  and  strength.    The  treatment  should  be  not  local,  but  systemic. 

Systemic  Treatment,  It  follows,  from  the  foregoing,  that  the 
systemic  treatment  must  be  that  of  the  numerous  causal  diseases 
already  mentioned,  such  us  aujemia,  chlorosis,  niyxonlema^  exophthal- 
mic goitre,  malaria,  nephritis,  and  tuljereulosis.  Among  the  most 
reliable  medicinal  remedies  are  iron,  ai-senic,  manganese,  the  bitter 
tonics,  siilines,  and  mineral  waters.  Hygienic  remedies,  such  as 
nutritious  foo<l,  exercise,  rest,  bathing,  and  suitable  climate,  must 
have  ade<puite  attention. 

In  aruenorrhaMi  due  to  obesity  and  associateil  antemia  the  clear 
indication  is  to  improve  the  nutrition  by  the  cure  of  the  ameniia  and 
the  reduction  of  the  fat. 

The  distressing  nervous  syraptoms  mentioned  in  Chapter  I.,  tJiat 
sometimes  follow  the  menopause,  should  be  treated  on  general  prin- 
ciples. The  trc-attuent  iudtc^ited  f<»r  these  symptoms  is  the  same 
wbetfier  tlie.meno|>ause  occurs  from  natur.il  causes  or  is  artifi<'ially  jjro- 
duced  by  removal  of  the  uterine  appendages.  Tlie  ovarian  extract 
in  three  grain  doses,  taken  three  times  a  day,  has  apparently  given 
much   relief. 

Local  Treatment  is  generally  useless.  In  some  cages  it  appears 
to  have  l>ec'n  etfective ;  but  the  improvement  probaldy  resultea  from 
general  nutritional  changes.  Pelvic  congestion  sometimes  associated 
with  sup[U*ession  of  tlie  menses  may  be  relieved  by  rest  in  betl,  regu- 
lation of  the  bowels,  hot  water  vagiiuil  douche  (see  Chapter  r\  .), 
glycerin  tamponade  in  the  vagina,  scarification  and  leeching  of  the 
cervix.  Pelvic  amemia  ass4>eiated  with  anienorrhtea  is  an  indication 
for  pelvic  massage  and  gymnastics. 

Electricity  applied  to  the  pelvic  organs,  whether  from  the  owlinary 
battery  or  from  the  zinc  and  cupper  jx'ssary,  is  of  questionable  value. 


SCANTY  MENSTRUATION. 

Scanty  menstrutttion,  like  nientirrhagia,  is  a  relative  condition.* 
The  normal  flow  may  vary  for  ditterent  women  between  two  an<l  six 
days — that  is,  a   flow  of  two  days'  duration,  for  example,  may  be 

1  CriHjm.    System  oruyntcoU>(0',  Allbuu  nud  PLayfiiir. 
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normal  for  a  woman  who  cannot  afford  to  lose  much  blood,  while  for 
a  very  plethoric  woman  a  much  longer  period  of  flow  might  be 
normal.  A  material  decrease  or  increase,  however,  in  the  number  of 
days  or  in  the  amount  normal  for  a  given  individual  should  give  rise 
to  suspicion  of  a  pathological  cause.  The  woman's  menstrual  habit 
must  therefore  be  considered  in  the  diagnosis. 

The  causes  of  scanty  menstruation  are  identical  with  those  already 
laid  down  as  the  causes  of  amenorrhoea;  the  same  etiology  being 
established,  it  follows  that  the  pathology,  diagnosis,  and  treatment 
must  also  be  along  the  same  lines. 


CHAPTER  LII. 
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UTERINE    HEMORRIIAGE^MENORRHAGIA  AND  METROR- 
RHAGIA. 

MENORRHAGIA. 

Menorrhagia  is  excessive  loss  of  blood  from  abnormally  profuse 
or  abnormally  prolonged  menstruation.  Loss  of  hlwid  from  the 
uterus  in  the  interval  between  the  end  of  one  menstruation  and  the 
beginning  of  the  next,  whether  scanty  or  profuse,  is  known  as  metror- 
rhagia. Hemorrhage  from  such  eanses  a.s  plaeenta  pnevia,  degenera- 
tion tjf  the  ehorion,  and  inversion  of  the  uterus,  is  described  in  works 
on  obstetrics. 

The  terms  menorrhagiit  and  metrorrhagia,  although  in  general  use, 
cannot  always  he  a]>plied  wnth  accuracy.  Tlie  men>trua!  flow  may  be 
prolonged  throughout  the  gn'sitiT  jiart  of  tht^  nu>n»h,  or  may  cea«e 
altogether  for  intervals  of  hours  or  tlays.  It  is  iherefore  evident  that 
menstrual  hemorrhage — nienorrhagia — and  intermenstrual  hemor- 
rhage—metrorrhagia— may  be  indistinguishable. 

Etiology. 

Certain  disorders  which,  if  present,  are  apt  to  cause  menorrhagia 
will  be  found  described  more  fully  in  other  part*  of  the  book  that 
specially  treat  of  them.  Among  the  more  common  of  these  conditions 
are  : 

1.  Inflammations.  4.  Foreign  bodies. 

2.  Timiors.  5.  Systemic  disorders, 

3.  Displacements.  6.  Visceral  diseases. 

7.  Uterine  moles. 

1  Infl^ammations.  The  inflammatory  causes  of  menorrhagia  may 
be  uterine  or  extra-uterine. 

Ufrntie  Ittjfmiimafioiiit,  Chronic  glandular  endometritis,  as  described 
in  Chapter  XXI.,  is  characterized  by  fulargemeut  of  the  glandular 
and  vascular  structures  of  the  endometrium,  and  by  consequent 
excessive  glandular  secretion  or  hemorrhage,  or  both  conjbined. 
From  the  path<i]ogy,  therefor*^,  it  is  easy  to  understand  that  an  exces- 
sive flow  due  IfM'udimietritis  is  ordinarily  mixed  with  glandular  secre- 
tions ;  that  these  secretions  may  form  a  very  considerable  part  of  the 
abnormal  menstrual  discharge  ;  and  that  in  some  cases  in  which  the 
disease  is  more  glandular  than  vascular  the  discharge  may  be  almost 
entirely  a  profuse  uterine  leucorrhoea  composed  of  vitiated  mucus  or 
nuico-pus,  and  only  slightly  admixed  with  bloinl.  Such  a  dis<'harge, 
if  profuse,  even  though  it  contains  no  blo(xl,  may  be  quite  as  exhaust- 
ing as  if  it  were  of  a  pronounced  hemorrhagic  character. 
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Arterio-sclcrosis  of  tbe  uterine  vessels  alone  has  been  assiigned  as 
llie  cause  of  uneontrolahle  uterine  hemorrhage  by  Herman,  August 
Martin,  Reiiiscke,  and  Kiistuer.  After  a  careful  review  of  the  lew 
nu'orded  ciises,  Findley  eoneludes  that  arterio-sclerosis,  per  se,  is  not 
an  adequate  cause  of  uterine  hemorrhage.  In  all  the  reported  cases 
there  were  other  conditions  which  had  resulted  in  obstruction  to  the 
general  circidatiou,  Kueh  as  Bright's  diseasCj  heart  lesion?,  pulmonary 
infection,  and  thrombosis  of  the  uterine  vessels.  In  tlie  case  recorded 
by  Findley  arterio-sclerosiH  and  calcification  of  the  uterine  vessels 
undonbte<l!y  existed  long  before  tlie  beginnitig  of  the  hemorrhage. 
In  this  case  embolic  infarction  of  the  uterus  frtmi  a  thronilins  in  the 
heart  was  the  immediate  cause  of  hemorrhage.'    See  Chronic  Metritis. 

Extia-utevine  InJianwKfiions,  such  as  ovaritis,  salpingitis,  parame- 
tritis, and  perimetritis,  give  rise  to  |>elvic  congestion  and  to  a  conse- 
quent effort  of  natun^  to  obtain  relief  by  an  increased  flow.  Ovaritis, 
according  to  its  nature,  may  increase  or  diminish  menstruation. 
Parenchymatous  inflammation  in  the  cortical  substance  of  the  ovary 
may  increase  the  flr>w.  On  the  contrary,  the  atrophic  process  of 
interstitial  ovaritis  or  of  microcystic  degeneration  of  tlie  ovary,  tends 
to  induce  amenorrh<ea. 

2.  Tumors.  ITterine  tumors  cause  excessive  menstruation  in 
greater  or  less  degree  according  to  their  situation.  A  growth  begin- 
ning in  close  relation  with  the  endometrium  and  developing  within 
the  uterine  cavity  may  set  up  a  dangerous  |K^rj*Klical  or  constant 
bleeding;  if  .situateil  in  the  uterine  wall,  between  the  endometrium 
and  the  perimetrium,  it  may  excite  little  more  than  the  normal  flow  ; 
located  near  the  peritoneal  covering,  it  may,  especially  if  jkhIuucu- 
lated,  give  rise  to  m*  menstrua!  excess  whatever :  uterine  mytjma,  for 
example,  may,  according  as  it  is  submucous,  intramniYil,  or  subperi- 
t<»neal,  wiuse  much,  little,  or  no  menorrhagia.     S<h?  Chapter  XXVI. 

A  tumor  nniy  set  up  excessive  flnw  in  one  or  Ixith  of  two  ways  :  1. 
The  irritation  of  its  presence  may  give  rise  to  a  hemiuThagic  endttme- 
tritis.  2.  Ulce»"ative  processes  (»r  friability  of  the  tumor  itself  may 
cause  rupture  of  bloodvessels  and  heniorrliage.  In  cMte  way,  the 
blootl  comes  from  the  endotniHriuni ;  in  the  other,  fnmi  the  tumor. 
Myomata,  being  stow  to  ulcerate  atul  break  down,  are  little  liable  to 
bleed  per  ae ;  but  if  submucous,  they  irritate  the  endometrium  and 
set  up  hemorrhagic  endometritis.  Cancer  and  sarcoma  not  truly  cause 
hemorr!iag(<!  enthnnetrttis,  but  tboms^dves  iiipidly  undergo  necrotic 
ctianges,  and  thus  btn'otne  the  .source  of  hemorrhuge.  Extra-uterine 
growths  may  induce  menorrhagia  by  the  pelvic  irritation  and  conse- 
quent congestion  to  which  they  give  rise. 

3,  Displacements,  Deviations  of  the  uterus  and  its  appendages, 
through  tnii'tion  on  the  |)elvic  bloc k1  vessels,  may  so  obstruct  the  cir- 
culation as  to  cause  venous  congestion  ami  a  eonsexpieut  excessive 
menstrual  effort  to  lessen  the  quantity  (d'  blood  in  the  jwlvis.  The 
complete  relief  from  meuorrhagia  that  sometimes  follow^  the  C4>rrec- 
tion  of  a  prolapsed  or  flexed  uterus  by  means  of  artificial  support, 

1  Arl«tria-»eleroflla  of  the  uterus.  Fludlev.  Amerlc«n  Joumal  of  Qbstetrioa,  voL  iilUi.,  No. 
I,  l«)l. 
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and  the  prompt  return  of  excessive  menstruation  up<in  the  with- 
drawal of  tlie  siip[K)rr,  are  satisfnetory  proof  that  dis]>laeenient  niny 
causae  nienorrha^ia.  Fiirtlifr  information  on  this  subjeet  may  be 
found   in  J^rt  Y,,  on  I)ispl;icenieiit!>!, 

4.  For^^  Bodies.  Tents  .and  other  foreign  bodies'which  fintl 
their  way  into  tite  uterus  either  from  themj>eutie  or  eriminul  motives 
may,  by  their  irritating  presienee,  cause  excessive  flow.  An  enibryn 
detaehed  in  the  emirfH?  of  abortion  is  a  familiar  example  of  foreign 
btxly  in  the  iiteriiH. 

5.  Systemic  Disorders.^  Any  general  disonler  that  will 
ernban-ass  the  return  How  of  bloiMl  from  the  pehic  viscera  will  caii^e 
an  increased  vascular  pressure  that  may  result  in  henioi-rhage  from 
the  uterus.  Among  tlie  systemic  conditions  that  may  underlie  exces- 
.»iive  menstruation  are :  henuvrrliagic  diathesisj  scorbutus,  purpura, 
malaria,  lead-poisoiiing,  and  acute  infectious  diseases  such  as  scarlet 
fever,  diphtheria.  an*l  typlxiid  ft'vcr,  Menorrhagia  a.«S(K'iatcd  with 
such  causes  is  ot'ten  dillieidt  ti>  treat,  tjecause,  as  CrLKim  says,  these 
ctiUHes  interact  in  such  a  way  as  to  farm  a  vtcittus  eircle — the  dntin 
ou  the  system  from  the  hemorrhage  tending  to  aggravate  the  systemic 
condition,  wltich  in  its  turn  leads  to  the  menorrhagia.  Chnuiic 
mental  depression,  hysteria,  sedentary  habits,  and  residen<-e  in  high 
altitudes  or  the  tmpics,  all,  in  greater  or  less  degree,  disjiose  to  men<»r- 
rhagia.  lu  some  crises  auiemia,  although  usually  a  cause  of  anienor- 
rhoea  or  scanty  menstrualion,  may  eause  uterine  heniorrhage.  This  if* 
explained  possibly  by  the  low  specific  gravity,  tlKMliminished  coagula- 
bility of  tlie  blootl,  or  faulty  nutrition  of  the  vessels. 

6.  Vieceral  DiseaseB.  Ib'art  diseases,  such  as  hypertrophy,  dila- 
tation, mitral  iusutiicicney,  or  stenosis,  as  well  as  cirrh(^tic  changes  in 
the  liver  or  kidney,  are  assiK'iatcd  usually  with  sueh  organic  change 
or  functional  disturbaiu^e  in  the  bloodvessels  as  to  cause  embarniJ?*- 
meiit  of  circulation  and  hemorrhage  in  various  oipins.  Under  one 
or  more  of  tlie  disorders  just  name<I,  the  uterus,  being  the  seat  of  a 
normal  |>erio*lic  hemorrhage,  and  being  therefore  pre<lisposefi  to 
heniorrhage,  may.  especially  if  there  be  ilisease  tif  the  endometrium^ 
readily  become  the  motlium  of  exag^rated  menstruation. 

7.  Uterine  Moles.  Among  the  occagional  causes  of  uterine  hem- 
orrhage maybe  mentionwt  uterine  moles.  Tliere  are  tw(»  varieties : 
1,  fleshy  mole  ;  *2,  liydatifomi  mole,  sometimes  called  cydic  moUf 
and  sometimes  wrongly  railed  ntfrine  hifdaiith. 

blinJnj  Mnh\  The  so-called  fleshy  mole  is  associated  wmietimcs 
with  hemorrhage  froui  tlie  uterus,  juid  when  so  as.*ociated  gives  rise 
to  abnormal  signs  <tf  [iregnancy.  It  may  be  rcct^nized  uj>on  spon- 
taneous expulsion  or  removal. 

Htffhdifonn  mofi'  is  the  result  of  cystic  degeneration  of  the  chorionic 
villi.  It  gives  rise  to  pronounced  and  constant  or  almost  conii>tant 
hemorrhage,  and  is  a.sfto<Mated  with  rapid  increase  in  the  sir.r  of  the 
uterus,  together  with  the  usual  signs  of  pregnaney.  The  diagnosis 
will  depnid  npttu  the  expuNion  of  a  part  or  all  of  the  vesficleji. 
Although  liydatitbrni  mole  and  hydatids  (eehinococcus)  resemble  one 
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another  in  ^ross  appearance,  thev  have  no  otiier  chamctGristic  in 
common.  Uterine  hydatids  (echinococx^as)  have  been  observed^  but 
they  are  of  very  rare  occurrence. 

Wlicii  the  causes  of  nieimrrha^ia  arc  so  obscure  that  they  cannot 
be  detected,  the  henirtrrhai>;e  ha?^  been  termed  idiopathic.  The  u&e  of 
8Uch  a  term  explains  nothiug.  It  is  better  to  say  outright  that  the 
symptom  is  of  unknown  origio. 


Diagnosis. 

Before  deciding  what  constitutes  an  excessive  loss  of  blood,  it  is 
necessary  to  adopt  at  least  an  approximate  standard  of  tlic  normal 
amount.  As  already  stated  in  the  chapter  on  scanty  menstruation^ 
menorrha^ia  is  a  rehitive  condition.  An  anicmic  woman  whose  blood 
is  saircely  sufficient  to  meet  the  fixed  requirements  of  nutrition  can 
ill  afforrl  to  spare  what,  in  a  robust  state,  would  be  even  less  than 
normal  ;  and,  for  such  a  woman,  araenorrhcpa  may  bo  a  means  of 
saving  much  needed  blond,  and  in  a  relative  sense,  therefore,  may 
be  considered  uormaL  On  the  other  hand,  in  an  exceptional  case  of 
plethora,  eight  or  nine  days  of  free  menstruation  may  cause  no  ill- 
effect — may,  indeed,  Ite  beneficial,  and  therefore  normal.  We  may, 
however,  for  i>ractical  purpHjses  arbitrarily  limit  the  normal  duration 
of  menstruation  to  six  days,  and  the  number  of  napkins  soileil  in  that 
time  to  about  fifteen. 

In  the  diagnosis  of  menorrhagi:i,  one  must  exclude  all  bleeding 
from  extra-uterine  s(nirces,  such  as  the  bleeding  from  hemorrhagic 
vulvo-vagiuitis,  from  traumatism  of  the  vulva  or  vagina,  and  from 
varicose  veins  of  the  vulva. 

The  mere  discovery  of  menorrliagia  is  only  tlie  recognition  of  a 
symptom.  The  pnictical  diagnosis  includes  as  well  the  discovery  of 
the  cause  or  causes  of  that  sytnjitom.  Only  in  this  way  Is  a  rational 
prognosis  or  effective  plan  of  treatment  made  possible.  The  causes 
that  pnxluce  meuorrhagia,  and  that  have  already  in  a  general  way 
been  outlined  in  previous  paragraphs  of  this  chapter,  wil!  be  found 
more  fully  discussed  in  the  other  chapters  that  sj>ecially  treat  of 
them. 

The  diagnosis  of  nuniorrhagia  will  vary  according  to  the  age  of  the 
patient  somewhat  as  follows  : 

The  Mnioirhatjia  of  (rirh.  Inasmuch  as  the  menorrhagia  of  girls 
and  of  very  young  unmarried  woruen  is  in  a  very  large  projiortion 
of  cases  due  to  general  systemic  couditious,  it  is  obvious  that  uterine 
examinations  in  such  eases  shoald  at  first  be  avoided.  If  the  geneml 
examination  has  failed  to  disclose  the  causative  lesion,  or  general  treat- 
ment has  failed  to  give  relief,  a  [xdvic  examination  may  Ik?  the  only 
means  of  diagnosis,  and  therefore  may  be  ion>erative.  It  does  not, 
however,  by  any  means  follow  that  local  disease, even  though  coexist- 
ent with  meuorrhagia,  should  he  made  the  w^casion  of  hK-al  treatment. 
Such  trtMitmrut  may  ito  great  liurrti  aud  no  go«xl.  A  case  in  point 
may  be  cited  from  the  writer's  experience.  In  this  case  there  were 
coexisting  menorrhagia  aud  endometritis,  ami  both  promptly  dlsa})- 
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peared  upon  correction  of  a  lateral  curvature  in  Ihc  lumbar  region 
of  the  spine.  The  endometritis  and  hemorrhage  were  probably  l)oth 
due  t*t  iliulty  general  nutrition^  and  this  in  turn  was  j>erpetuated  by 
the  curvature. 

IJierme  hemorrhage  during  the  period  of  mafuriti/  is,  in  a  majority 
of  caBes,  dependent  solely  or  partly  upon  loeal  pelvic  disease  sueh  as 
infL'ction,  dis]>];iL'ements,  tumors,  and  products  of  conception.  Very 
commonly  the  iocal  disease  coexists  with  general  disorders.  Such 
cases  frequently  dchiand  local,  general,  or  ft|K.'rative  treatment- 

Uterine  Hcmofthdi/t  tluring  the  Mmopauni.  I^'o  avoid  repetition,  the 
reader  is  referred  to  a  jiartial  discussion  of  the  subject  In  Chapter  I. 
If  the  nienojvaitse  is  characterized  by  u  long-continued  series  of  hem- 
orrhages or  by  constant  licmorrhage^  tlic  probability  is  that  endo- 
metritis, inflammation  of  the  uterine  appendages,  or  a  timictr  exist*;, 
and  retards  tlu-  atrophic  process  and  consequent  normal  amenorrha'a 
which  at  this  time  should  take  place.  It  may  be  laid  down  a^  a 
general  proposition,  moreover,  that  an  abnormal  menopjiuse,  even 
though  not  hctnorrhagie,  is  a  positive  indication  for  thorough  exam- 
ination, both  local  and  general,  with  a  view  to  accurate  and  adequate 
diagnosis.  This  indication  is  strengthened  by  the  fretpient  develop- 
ment, during  tliis  critical  periwi,  of  malignant  disease  and  nicD^ 
disorder. 

Treatment. 

The  foregoing  iMiragniphs  on  etiology  and  diagnosi."*,  when  coosid- 
cred  in  their  relations  to  treatment,  shonUl  lead  to  the  following  gen- 
eral statement,  to  whirh,  however,  numenms  i;xceptiou8  will  arise  : 

The  treatment  of  uterine  iiemorrhage  in  girls  and  young  women  is 
often  that  of  a  systemic  cause  •  the  treutmcut  in  married  women  of 
the  childbearing  age  is  usually  that  of  endomptritis,  Ix-uign  tumors, 
or  displacements  ;  the  treatment  of  the  menorrhagia  of  spinsters  is 
commonly  that  of  benign  tumor's  ;  and  o(  women  bt-tweeu  the  ages  of 
forty  and  fifty  years,  often  lliat  of  malignant  growths  or  myomata ; 
the  treatment  (luring  sj-nility  is  often  that  of  malignant  disease. 

The  thera|>eutic  measures  most  frequently  employeti  comprise  ; 

1.  Systemie  treatment. 

2.  Liwal  treat  meat. 

3.  Elect rothcni|ieiitics. 

4.  Surgical  operations. 

1.  Systemic  Treatment.  Rest  in  Iml  during  the  most  excessive 
[lart  iii'  the  How,  frecilora  from  mental  disturbance,  bathing,  |)assive 
exercise,  the  use  of  nutritious,  nc>n-irritating  food,  the  avoidance  of 
stimidants,  and  residence  in  a  temperate  or  cold  climate  ut  or  near 
the  sca-lcvel,  are  the  principal  hygienic  measures.  Drugs,  such  a:» 
salines,  ergot,  tligitalis,  cinnamon,  and  hydni.stia  canadensis,  may  be 
gelected  ac(^onling  to  sjwcial   indications. 

2.  Local  Treatment.  The  Jiot-water  vaginal  douolio  and  vaginal 
and  uterine  tatuponadc,  as  described  in  C'hajjters  IV.  and  XX\  II., 
are  the  two  most  satisfactory  means  of  hw^d  treatment.  The  latter, 
especially  as  a  temporary  measure,  is,  if  properly  applie<l,  most  cffw- 
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tive.  Intra-uterine  injections  of  strong  astringents,  such  as  concen- 
trated solutions  of  iodine  and  tincture  of  iron,  are  used  frequently, 
and  may  in  some  cases  be  promptly  effective;  but  the  liability  of 
setting  up  painful  uterine  contractions  and  the  danger  of  invasion 
of  the  Fallopian  tube  and  of  possible  pelvic  infection,  are  serious 
objections  to  their  general  use. 

3.  Electrotherapeutics.  The  subject  of  electrotherapeutics  has 
already  been  mentioned  in  the  treatment  of  endometritis  and  myoma. 
Chapters  XVII.  and  XVIII.  The  value  of  it  has  been  much  over- 
estimated. 

4.  Surericcd  Operations.  The  operative  treatment  is  usually  not 
directly  that  of  the  mere  symptom,  hemorrhage ;  but  rather  of  such 
diseases  as  endometritis,  metritis,  myoma,  cancer,  and  sarcoma.  The 
sultry  of  these  diseases  may  be  found  discussed  in  other  parts  of 
the  book. 

METBOBBHAGIA. 

Metrorrhagia  has  already  been  defined  as  a  non-menstrual  uterine 
hemorrhage  taking  place  in  the  interval  between  the  end  of  one 
monthly  period  and  the  beginning  of  the  next.  As  has  been  explained, 
it  is  associated  not  infrequently  with  menorrhagia,  and  cannot  always 
be  separated  from  it.  The  causes  and  treatment  are  the  same  as  those 
of  menorrhagia. 


CHAPTER   LTII. 


DY8MENORRH(EA  AND  PERIODIC  INTERIVIENSTRtTi 

PAIN. 

DYSMENOERHCEA. 

Definition  and  Qlasaification. 
Dysmenorrhoja  is  painful  menstnmtion.     This  definition  d\ 


not  iuclmie  the  slight  heaviness  in  the  hiins,  tlie  j;f  tienil  malai»€^  the 
vague  sense  of  liiscomfort,  and  the  irritability  that  go  to  make  up 
^' the  unwell  feeling"  of  healthy  women  diuing  tlie  menstrual  week. 
The  slight  "  unwell  i^yuiptoms''  so-calledf  although  tiotuetimeg  absent 
in  normal  cases,  are  not  evidences  of  disease,  and  may  therefore  be 
disregarded. 

The  numerous  attempts  to  classify  dvi^menorrli^ea  have  led  to  the 
use  of  a  complicated  and  abundant  nonienelatnre,  of  which  each  term 
is  taken  t«i  designate  a  partJeiilar  variety  of  jiainful  menstruation. 
Dysmeuorrhtea  has  accoraiiigly  been  variously  eharacterizetl  as  tubal, 
ovarian,  membranous,  inflammaton',  congestive,  neuralgic,  siwismodic, 
intermenstrual,  mechanical,  or  constitutional.  Such  designation^^, 
although  useful  for  purposes  of  description,  arc,  Avheu  considered 
from  the  standpoint  of  claRsification,  wbctlly  misileading.  Tlie  morbid 
comlitions,  associated  with  painful  menstruation  aiT  to  a  considerable 
extent  eommon  to  most  of  the  s(M\*dled  varieties.  l''or  example, 
dysmenorrha-a  of  inrtammatory  eaiitiation  might  originate  in  the 
ovary,  tube,  or  uterus.  It  would  necessarily  be  asst»ciated  with  con- 
gestion, it  migbt  take  place  in  the  intermenstrual  period,  or  might 
he  aggravated  by  causes  of  a  n>echaiitcal  or  constitutional  nature. 
Almost  any  one  of  tlie  above  names,  therefore,  might  with  equal 
pro|>riety  be  applied  to  designate  this  sonralled  variety.  The  other 
terms  pro]>c>sed  to  designate  s|Kfial  varieties  are  subject  to  similar 
criticism.  Furthermore,  the  difficulty — not  to  say  impossibility— of 
making  in  the  present  state  of  onr  kntiwledge  a  scientific  or  practical 
classification  of  dysmcnorrhcca  will  Ijceomc  even  more  apparent  from 
what  follow^s. 

Clinical  History  and  Diagnosis. 

Degrees  of  Pain.  Pain  associated  with  menstruation  varies  in  the 
widest  limits  from  the  general  rnahmc  of  the  **  unwell  week  "  to  the 
most  in  tense  agony-  In  many  cases  the  pain  is  associated  with  def- 
inite h'sions,  and  upon  the  cure  of  those  lesions  disii|)ijears.  In  other 
cases  the  suH'ering  is  wholly  out  of  proportion  tn  the  as-s^x-iated  di.<*- 
ease — that  is,  a  woman  presenting  the  most  exaggerated  evidence  of 
pain  may  upon  careful  examination  disclose  little  or  no  disease  to 
account  for  it ;  on  the  other  hand,  extensive  disease  may  exist  and  yet 
give  rise  to  little  or  no  dysmeuorrlKea. 


n 

thp  ^ 


• 


DYSMENORRIKEA. 


727 


Character  of  Pain.  It  is  usual  in  the  taking  of  histories  in  gyne- 
coK»Hrie-nl  pmctice  t*)  noto  tbo  chanurter  of  tlie  jmitis,  aiul  to  tU'signate 
them  I>y  siieh  wordn  asdi.stliiet,  sharp,  dull,  heavy,  radiatiug,  dragging, 
bearintjf-tlown,  and  lahor-liko.  Tlie  maximum  jKiin  may  he  in  the 
back,  loiri!*,  or  pelvis^ ;  it  may  he  wmstatit,  intermittent,  or  remittent ; 
it  may  eotne  on  or  be  most  intense  before  or  during  menstruation  ;  it 
may  eea.-^e  e)r  may  inerease  with  the  estalilishment  of  the  tlow  ;  it  may 
continue  only  during  the  first  day  or  two^  or  may  with  varying  degrees 
of  intensity  outlast  the  period. 

Unfortunately,  the  conditions  that  determine  the  variation  in  the 
ilegree  and  ejiaraeter  of  the  pain  are,  for  the  most  pirt,  not  very  defin- 
itely known.  So  far,  however,  as  the  conditions  are  known  and  have 
a  pnietieal  clinieai  value  tliey  will  be  eonsidered  later. 

The  toHowing  four-fohl  statement  relative  to  the  phenomena  of 
normal  menstruation,  if  read  in  etvnneetion  with  Chapti-r  I,,  will  per- 
haps help  the  stmlent  to  understand  the  variations  oi  dysmenorrlKea.' 

1.  There  is,  in  normal  mensfruatitjn,  a  general  premenstrual  and 
menstrnal  eongestion  of  the  pelvie  orgiins. 

2.  Ovulation  is  usually  a.ssociated  with  menstruation,  but  is  not  an 
essential  faetor  of  it. 

3.  There  are  slight  premenstntal  enlargement  and  softening  of  the 
uterus  assoeiated  with  conge.stion  and  swelling  of  the  mueorta,  reach- 
ing their  maximum,  aceording  to  Herman,  on  the  fourth  day  of  the 
flow,  and  eontinuing  f<>r  a  short  time  after  the  bleeding  stops. 

4.  The  menstrual  fluid  is  composed  chiefly  of  blood,  but  with  ad- 
mixture of  cast-off  epithelial  cells  and  lymph  corpuscles. 

In  the  abseniM>  of  a  seientific  and  adequate  classification,  one  may 
consider  dysmenorrhfea  in  its  relations  with  certain  associated  lesions  j 
these  lesions  are  designated  under  two  heads,  as  follows  : 

A.  Local  diseases,  usnally  situated  in  the  pelvis. 

B.  General  diseases,  usually  faults  of  nutrition. 

Painful  menstruatton  may,  in  rarely  exce]iti(tnal  instances,  exist 
imassociated  with  any  demonstrable  lesion.  In  the  vai=it  majority  of 
cases,  however,  careful  examination  and  close  analysis  will  disclose 
either  a  local  or  a  systemic  cause,  or  both  combined. 

A.    DysMEMORRIIfEA    ASSOCIATED    WITH    I^tKAL   DISEASES. 

The  locid  diseases  commonly  associated  with  dysmeuorrh<ea  are : 

1.  lufiainmatioD. 

2.  Tumors. 

3.  Obstructions. 

4.  Malfonnntirvns, 

1 .  Injfnmmaiion, 

Chronw  Endomdntin.  The  most  pronotmeed  type  of  dysmenor- 
rhcra  dependent  upon  inflammation  is  deserilK'd  in  Cliaptrr  XVI., 
and   is  known  as  ntembranons  dysmenorrhfra  ;    il   is  fine  to  an  ex- 
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foliative  endometrilis,  which  results  in  tin."  casting  out,  either  com- 
plete or  m  jihrcils,  of  an  entire  menihraiums  hiyer  from  the  uterine 
mueosa.  Tliis  exCoiiation  is  consequent  upon  an  intense  inteixtitial 
enilonietritis  which  so  nuKlifies  tl»e  siij)erru*ial  hiyer  tliat  the  bloocl, 
nut  bein^x  ^ihle  to  pass  throngli  it,  aeeumulates  at  soiue  jM)int  behiml 
anti  forcibly  strips  up  a  jM>rtion  of  it.  There  is-  then  an  effort  of  the 
uterus  to  ex|K'i  the  partially  detaelied  fwrtion  ;  ant!  as  this  is  forced 
toward  the  external  os  it  strips  off  and  dra^s  aft^-r  it  tlie  remaining 
uudetaehed  portion.  The  stripping  off  anil  expulsion  thruujrh  the 
narrow  cervical  canal  of  the  entire  layer  are  assiK'iati.Nl  with  very 
Btr^mg  intermittent  uterine  cojitractions  and  conseqiieiit  sf^Kis!ao<lic 
pain  of  the  most  intense  eliaraeter.  If  the  mendinine  is  detached 
and  c:ist  otl*  in  shreds,  the  pain  will  be  less  severe ;  if  it  is  cast  off'  in 
minute  |)articles,  the  paid  may  be  very  slight.  ^lenibranous  dys- 
meuorrh'ea,  therefore,  for  different  individuals  and  at  different  times 
for  the  same  individual  uiay,  aeconlinf^  to  the  size  of  the  exfoliated 
masses,  be  very  slight  or  nictst  intense. 

Projections  into  the  end<unetriuni  of  granulation-tissue,  the  product 
of  chronic  endometritis,  may  stiraidate  the  swollen  irritable  uterus  to 
spasmodic  contractions  similar  to  those  of  membranous  dyMnenor- 
rha?a,  though  usually  less  severe.     See  Chapter  XVI. 

Chronic  Metritis  Dysmenorrhfea  when  jiss(X"iated  with  chronic 
metritis  may  be  attributed  to  the  presence  of  an  almonnal  amount  of 
fibrous  tissue  ;  this  tissue  is  so  dense  and  nuyieldiug  that  it  prevents  the 
normal  premenstrual  softening  of  the  uterus  and  the  widening  of  the 
uterine  canal,  and  in  this  way,  especially  when  the  organ  is  congested, 
may  exert  jwiinfid  |)ressure  on  the  uti-rine  nerves.  Metritis  dtyos  not 
necessarily  cause  tlysmenorrhtea.  The  symptom  may  result  from  the 
complieiUions  of  metritis,  such  as  displacement,  fixation,  or  stenosis 
of  the  uterus,  iiif!annnatit>n  of  the  uterine  appendages,  chronic  cellu- 
litis, chronic  peritonitis,  or  some  neurosis. 

Chronic  Sfifpiuqith.  No  siitisfaetorv  explanation  has  been  given 
of  the  severe  dysmenorrlnea  that  somitimes  aeeumpanies  salpingitis. 
Cases  in  which  the  tube  is  mtMlerately  distended  with  }His  are  usually 
more  [Kitnful  than  those  in  which  thciv  is  great  distention.  More- 
over, severe  sjdpiiigitis  may  exist,  and  yet  give  rise  to  no  dysmenor- 
rhcea.  For  further  iTiformatictn  on  the  subject  tlie  reader  is  referred 
to  Chapters  XXI,  and  XXII. 

Chronic  (JvavUh  is  almost  insepamble  from  inflammation  of  other 
pelvic  organs.  Its  influence  therefore  as  a  cause  of  <lysmenorrhfra 
cannot  be  accurately  estimated.  Painful  menstruation  ass<M'iateil 
with  ovaritis  is  often  chaitieterized  by  a  period  f>f  premenstrual  suf- 
fering variable  in  duration,  by  rather  i>ronounced  nervous  symptoms, 
and  by  mammary  tenderness.  Ovarian  pain  is  especially  apt  to 
nidiate  to  the  thighs  and  nates.  Pain  referred  to  the  nvariea  is 
common,  and  often  exists  in  the  absence  of  a  demonstrable  lesion  in 
the  ovary.  Removal  of  the  ovaries  under  such  conditiotLs  seldom 
gives  permanent  relief. 
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2.   Tmnora, 

The  tumors  most  frequently  associated  with  dysmenorrhoea  are 
uterine  tny<inKita  of  tlie  intnimiiral,  submucous^  or  intra-uterine 
variety.  These  tumors  may,  ey|K'('inlIy  during  the  period  of  men- 
strual eongt*sti(j]i,  cause  pain  iti  the  folhtwiii^  ways  : 

L  An  intra-ut«'riii('  or  intniinnral  tumor  may  stimulate  the  uterus 
to  attempt  \is  exjJul.siiHi  hy  painful  uterine  eontraetion. 

2.  A  tumor  may  by  its  weight  produce  displacement  of  the  uterus 
and  eoniieqnent  painful  menstruation. 

3.  A  tumor,  if  it  tills  the  |>clvis,  may  produce  pressure  symptoms; 
and  these  symptoms  may,  owing  to  the  menstrual  congestion,  be 
a^ravated  during  tlie  catamenia. 

■  Displacements  of  the  uterus  as  associated  factors  in  dysmenarrhcea 
rare  further  considered  in  Part  V.     In  this  connection  the  reader's 

attention   is  specially  directed  to  the  subject  of  anteflexion  as  laid 
down  in  Chapter  XL V 111. 

■  3.  Obdt'ucthn. 

■  Stenosis  within  the  cervical  canal,  and  consequent  obstruction  to 
the  outflc>w  of  ljl<Mjd,  have  held  a  large  place  in  the  controversial  litera- 
ture of  4lysmern)rrh(ea,  The  elaiiuants  for  the  meehanieul  theory^  on 
the  one  hand,  have  sijmetimcs  attributed  all,  or  nearly  all.  jminful 
menstruation  to  narrowing  of  the  uterine  canal ;  while  their  oppo- 
nents have  n<tt  infretpteutly  altogether  denied  to  this  cause  any  con- 
eideraljle  jilaee  in  the  causation  of  dysmenorrh^ea.  It  may  be  suf- 
ficient, without  going  over  the  arguments  for  and  against  the  mechan- 
ical theory  of  (lysmenorrhfea,  to  say  that  contraction  of  the  cervical 
canal  has  prf>perly  been  almost  excluded  as  a  direct  mechanical  cause 
of  dysmenorrlKea.  Tlie  following  paragraph  will  show,  however,  that 
this  exclusion  does  not  by  any  means  dispose  of  mechanical  obstruc- 
tion as  a  frequent  indirect  cause  of  painful  menstruation. 

Two  forms  of  obstruction  may  be  due  to  anteflexion.  One  is 
obstruction  in  the  uterine  canal,  and  is  due  to  collapse  and  sometimes 
stenosis  of  the  uterine  canal  at  the  point  of  bending  ;  the  other  is 
obstruction  in  the  blotjrtl vessels,  and  is  due  to  collapse  iif  tlie  w^alls  of 
the  vessels  also  at  the  point  of  bonding.  Either  form  may  give  rise 
to  obstructive  dysmenctrrhiea  :  the  one,  less  frequently  in  the  uterine 
canal  ;  the  other,  more  frequently  and  more  severely  in  the  collapsed 
and  obstructed  blomlvcssels  of  the  flexed  uterine  walls. 

Some  aiithi>rities  deny  that  dysmenc>rrhn[«a  when  associated  with 
flexion  is  in  any  sense  due  to  obstruction  either  in  the  uterine  canal 
or  in  the  vessels  ;  they  attribute  the  pain  whully  to  the  associated 
uterine  or  extra-uterine  inflammation.  It  is  true  that  inflammation 
in  a  sense  causes  the  pain  ;  but  it  is  also  true  that  it  causes  the  flexure^ 
and  that  the  flexure,  once  formed,  tends  to  keep  up  the  inflammation. 
The  two  together  constitute  what  has  been  called  a  vicious  circle;  tlie 
former  producing  the  latter,  ami  thr  latter  reacting  to  aggravate  and 
perpetuate  the  former.  A  more  full  statement  of  the  two  forms  of 
obstruction  may  be  found  iu  Chapter  XLVIIL 
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4.  Mftfformttt toils. 

Mul formations  of  the  pelvic  nrg^aiis  may  lie  associated  with  dys- 
nienorrlKi^a  in  tbo  following  way  :  there  may  he  atresia  Komowhere  in 
the  genital  tmct,  with  eoiiyeqyent  retention  of  racustnial  tioid,  so 
that  daring  suec'essi%'e  periods  the  Idood  accumulates  with  steadily 
increai?ing  and  painful  ih.<3tei)tion. 

B.   Dysmenorrhcea  Associated  with  General  Diseases. 

The  strong  surgical  bias  in  gyneeologieal  jiractice,  emphasized  by 
the  remarkable  resiihs  that  have  been  obtained  by  operative  and 
mechanical  nieabnrcs,  and  by  the  relative  safety  of  such  measures 
when  useptienlly  emjvloyed,  lias  ledj  (hiring  the  hist  g<'neratJon,  to 
an  undue  estimate  of  the  value  of  surgiciiH  pr*><^ed»ires,  and  to  a  cor- 
responding aegh^et  i>f  general  therajieiitie  requirements.  Aceoixlingly, 
there  has  l)een  during  the  past  thirty  years  a  strong  movenient  along 
surgical  and  mechanical  lines,  and  a  corresjMuiding  dis|>osition  to  dis- 
regard the  chiims  of  internal  me<lteine.  To  ignore  extrapelvic  causes 
of  pelvic  }>ain  or  to  disregard  ]xdvic  causes  of  systemic  disturbances 
would  be  manifestly  absurd.  In  either  case  most  embarrassing  blun- 
ders in  diagnosis  and  treatment  would  necessarily  follow. 

Many  constitutionnl  and  systemic  conditions  predispose  to  painful 
jnienstruation  ;  they  may  he  associated  with  dysmenorrhrea  with  or 
Avithout  deraonstrable  local  lesions.  In  stvnie  cases  in  which  ]ov&\ 
disease  is  not  present,  or,  if  present,  is  not  sufficient  to  account  for 
the  menstrual  |min,  the  dysmenorrrhrea  must  be  chiefly  or  wholly 
attributed  to  general  eatjses.  Among  the  genr-ml  dis*>rders  often 
associated  with  dysmenorrbo\a  are  rheumatism,  gout,  amemia,  cblo- 
rosis^  nudaria,  neurasthenia,  and  hysteria.  What  Cioodell  aptly 
called  the  intjiugible,  imjjonderable,  invisible  pelvic  pains  of  neu- 
rotic women  are  esjiecially  liable  ti>  increase  nuring  menstruation.] 

In  one  pronounced  class  of  cases  the  reproductive  organs  niay, 
from  lack  (»f  proper  innervation  an<l  nutrition,  liave  failed  to  nuiture 
at  the  age  of  puberty,  and  may  therefore  prrform  the  menstrual  func- 
tion imperfeetly  ;  the  defect  declares  itself  not  infrequently  in  the 
form  of  an  intensely  painful  cttorf  to  menstruate — that  is,  a  jiainfid 
rjiidimen  with  little  or  no  How,  The  lack  of  innervation  and  nutri- 
tion in  such  cases  is  not  often  eonlined  to  the  (lelvic  tjrgjins  ;  it  is 
usually  systemic.  Dysmen€>rrhopa  of  this  kind,  therefore,  lias  both 
a  systemic  and  a  local  source. 

Anu>ng  the  neuroses  nii>st  frequently  associatwl  with  dysnienor- 
rhcea  are  neuriisthenia  and  hysteria;  the  one,  characterized  by  ex- 
cessive hypenesthesia  and  involving  motor  weakness ;  the  other, 
characteri/.ed  by  loss  of  power  and  coordination  over  automatic 
movements  and  by  an  excessive  respimsiveness  to  suggestion.  Eitlicr 
of  these  neuroses  may  cfK'xist  with  dysmenorrluva  in  C4ises  tJwit 
present  no  Iftcal  disease,  or  locnl  disease  so  slight  thai  in  an  otherwise 
normal  woman,  it  would  have  little  4)r  no  recognition. 


Dt/»tatutot'rhcea  AHuoeiated  wilh  Memtraal  Utiflcxen.^ 

Relation  of  Nose  to  Ghenital  Orgrans.  The  ussertion  raade  by 
Fliess,  in  1897,  of  a  cltise  relationship  iK^twt'tMi  the  misul  mucous 
membrane  and  tlie  genitiil  organs  in  woman,  neonis  to  hv  fully  fon- 
firined  by  Schitf/  of  Vii'nna,  who  undertiwk  in  skepti<'al  spirit  the 
investig:uion  of  this  siil>jec;t.  It  will  l>c  renieinlKTi'd  tliat  Flit'ss 
fountl  **  genital  sjiots "  on  the  infc'rior  turbinattnl  and  ou  the  uasiil 
septnm,  which  showed  swelliuitr,  I'un^estion,  and  sensitiveness  duriuj^ 
menstruation.  In  cases  of  dysnienorrhiwi  it  was  found  possible  to 
prevent  the  pains  in  the  abdomen  and  loins  by  applying  cL»caine  to 
the  nasal  "  spots,"  and,  indeed,  entirely  to  cure  these  symptoms  by 
cauterization  of  this  nasal  region.  Sctiiff  reports  that  in  41  cases  of 
severe  dysmenorrlirea  [wsitive  results  were  obtained  in  35  cases,  and 
the  findings  in  some  instarjces  showed  that  treatment  of  the  tuhercula 
septi  favorably  influenced  pains  in  the  loins,  and  treatment  of  the 
inferior  turbinated  aifwted  pains  in  the  hypijchondrinm.  Of  tliose 
cases,  17  were  eauterizftl  later  nasally  by  trichloracetic  acid  or  bipolar 
electrolysis,  and  complete  cures  obtained  in  12.  Three  women  who 
were  great  suiFerers  previously  have  remained  quite  free  fruin  men- 
strual pain  for  one  and  a  half  to  two  arnl  a  half  years.  Treatment 
with  etjcaiuc  consists  in  the  application  )>f  2  drojis  of  a  20  per  cent, 
solution  on  cotton  applied  tlirough  a  si>eculum. 

Meitbanieal  tlysmenorrhiea — that  is,  whert;  the  pain  stojw  after  the 
flow  is  established — is  not  denied  by  f^chiff ;  but  in  all  cases  in  which 
the  discomforts  persist,  cocaine  treatment  should  be  attempted  and 
guotl   results  may  be  expected. 

The  question  of  menstrual  nasal  reflexes  was  discussed  at  great 
length  at  the  July  meeting  of  tlie  Leipzig  (iusellscbaft  fur  Geburts- 
hulfe.  Windsclieid^  dwelt  on  the  vagueness  of  the  so-called  gen- 
ital reflexes,  the  main  point  of  his  argument  Ix-ing  that  the  reflex 
nature  of  many  tlisturbances  attributetl  to  genital  conditions  was 
entirely  without  proof.  Heymann  asserted  that  the  nose  is  pecu- 
liarly a  reflex  organ.  The  bloo<]vessels  and  its  mucous  membrane 
receive  the  dilator  nerve  fibres  directly  from  the  me<lulhi  by  way  of 
the  trigeminus  and  the  sympathetic  nerves.  The  well-known  vicari- 
ous epistaxis  of  araenorrhcea  is  sufficient  to  prove  the  relationship  be- 
tween the  genital  organs  and  the  nose. 

Kronig  went  most  thoroughly  over  the  ground  of  dysmenorrhoea 
in  its  relation  to  nasal  reflex  neurosis.  He  thinks  that  in  some  cases 
of  dysmenorrhrea  there  arc  no  objective  pathologic  findings,  and  that 
we  must  look  to  the  nervous  system  for  the  explanation  of  such  condi- 
tions even  when  hysteria  or  other  neuroses  are  apparently  not  present. 
He  thirdis  that  mental  suggestion  is  not  responsible  for  the  cure  of 
dysmenorrhtca  by  nasal  treatnu'nt,  liecauso  Sch iff  caiv fully  undertook 
to  rule  out  that  fnctor.  He  has  had  experience  with  8  teases  which 
he  observHt  carefully  for  a  c<msi<lerable  pprin<l,  and  these  fully  con- 
firm the  findings  of  Flicss  and  Schift'.     The  eflbct  of  the  cocaine  after 
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tlie  first  treatment  appears  to  be  less  pronounced.  The  pains  in  the 
pelvis  and  loins  always  tlisiipjiear,  but  sometimes  the  headache  and 
lack  of  appetite  remain. 

The  anienort"[nea  of  post-puliertal  life  lias  been  investigtited  by 
Koblank.'  He  lind,s  onanism  of  etiologic  moment.  He  has  lately 
observed  35  cases  in  which  this  seemed  to  be  the  direct  cause.  He 
maintains  that  poi^itive  signs  of  onanism  were  found  in  |»ainful  hyjxjr- 
tropliy  of  the  left  lobe  of  the  tiiyroid  ghuul  and  swelling  of  certain 
part-s  of  the  nasal  mucous  nienibrane.  F<)r  the  euro  of  amenorrhoea 
of  tliis  type  he  proposes  to  c^iuterize  the  nose,  and  reports  8  cases 
with  5  successes. 

Treatment. 

There  are  two  possible  errors  that  may  be  maae  m  connection 
with  treatment.  One  is  that  a  distinct  nervous  or  other  genend  dis- 
order closely  H'lated  to  the  causation  of  the  ]iain  may  be  overlo».>kcd 
or  neglected  ;  the  otlu-r  is  that  exaggenitwl  impttrtauce  may  be  given 
to  some  instgtTificant  local  lesion,  that  this  exaggenitiim  may  result  in 
an  error  of  judgment,  and  that  niucfi  local  treatment  of  what  is  known 
as  the  tinkering  kind  may  be  adopted  or  that  unnecessary  operations 
may  be  performed.  Of  course,  the  opposite  mistake  may  be  made — 
that  is,  nnnei-essarv  genend  treatment  may  \%v  employed  to  the  ex- 
clusion of  necessary  local  or  snrgicjd  treatment." 

The  treatment  of  dysmenorrhrea,  like  the  cause,  is  either  local  or 
general,  or  botli. 

Local  Treatment.  The  term  h)cal  treatment  here  used  is  extended 
beyond  the  usual  meaning,  and  includes  both  non-surgicul  and  sui^ical 
measures.  These  measures  are  described  in  various  chapters  of  thi» 
book. 

The  General  Treatment  is  that  of  the  constitutional  and  systemic 
conditions  already  outlined  among  the  pt^ssible  causes  of  painful 
menstruation.  The  subject  is  almost  coextensive  with  the  whole  field 
of  general  internal  medicine,  and  eaunot  therefore  adenuateiy  be  dis- 
cussed within  the  limits  of  a  gynecological  treatise. 

PERIODIC  INTERMENSTRUAI,  PAIN. 

(German ,  Mlthhrh merz. ) 

Periodic  pain,  resembling  the  pain  of  obstructive  dysmenorrhoea, 
recurring  regularly  with  each  intermenstrual  period^  and  continuing 
for  a  detinite  time,  is  a  condition  tliat  idh-n  defies  analysis  and  treat- 
ment. All  explanations  of  this  plK'nomeuon  are  more  or  less  specu- 
lative.    The  two  most  rational  theories  are  that  the  pain  is  caused  by  : 

1.  Sclerosis  and  contraction  of  the  ovary. 

2.  S;ilpingitis  prolluens. 

1.  Sclerosis  and  Contraction  of  the  Ovary.  Hyperplastic 
thickening  and  toughening  of  the  superficial  structure  covering  the 
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Gmafiau  foUick'S  mny  ott'cr  such  resistance  tn  the  bursting  of  ujature 
frtllicles  as  t4>  eause  pain.  It  is  nv^fnl  that  there  is  uo  periodicity  iti 
the  maturing  and  burstiuff  of  tho  foil ioles,  and  that  the  sclerosis  tli'ere- 
fore,  while  it  miglit  aecount  for  the  paiii^  enuld  not  aotuiunt  for  the 
p«'ri<Klicity  of  it ;  a  speculiilive  reply  to  this  objcetion  would  he  that 
ovulation  from  some  unexplained  eause,  jierhaps  reversion  to  a  former 
tyjje,  may  in  rare  iustances  preserve  a  regular  periodieity,  and  that  in 
sueh  exeeptional  cases  sclerotic  toughening  would  aceount  for  the 
perimlie  intenneustrual  pain. 

The  writer  once  removed  a  gclerotte  right  ovary  and  tube,  with 
entire  relief  to  the  pttent,  from  a  most  exeruciating  Mitfehchmerz  that 
had  for  a  long  time  resisted  all  other  treatment.  TIte  relief,  how- 
ever, continued  only  through  the  two  j>eri<i4ls  immediately  following 
the  operation.  The  pain  at  the  time  of  the  third  and  fourth  [teriods 
recurred,  and  was  nearly  as  severe  as  before  ;  but  since  the  fourth 
period  there  has  been  almost  entire  relief* 

2.  Salpingitis  Profluens.  In  num<!rous  instances  iutermeustrual 
pain  of  long  standing  liHSflisap|veared  permanently  upon  the  removal  of 
leaky  Fallopian  tubes — hydrosalpinx  or  pyosalpinx.  The  periodicity 
of  the  jwin  in  wises  of  this  class  is  explained  by  (he  assertion  that  a 
certain  definite  number  of  dayw  after  each  menstruation  would  be 
required  for  the  tube  to  fill  with  secretions,  and  that  being  filled  it 
discharges  its  contents  witli  regularly  recurring  piins.  There  is  no 
evidence  in  these  cases  to  show  absence  of  eirrliosis  of  the  ovary, 
hence  the  cause  of  the  paiu  may  have  been  ovarian  and  not  tubal. 
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CHAPTER  LIV. 

8TERILJTY. 

Definition. 

Excluding  the  physiological  stertlitv  of  infancy  and  senility,  one 

may  tlofint!  st<>rtlity  a.s  the  iniibility  of  tlie  iiuli vidua!  to  produce  off- 
spring. In  a  brtuid  sense,  a  woman  is  wterile  who  cannot  become 
pr(>gnant,  or,  if  pregnant,  cannot  produce  a  viable  child.  A  man  i» 
sterile  who  cannot  prmhice  yemen  that  will  fertilize  an  ovnm.  In  a 
narrow  sense,  a  wnmaii  who  can  tnmeeivt?  and  imbed  the  ovnm  in  the 
endometrinm  sUonld  not,  if  the  ovum  then  dies  and  is  east  off,  be 
classed  as  giterile.  The  eomlition,  strictly  spt/aking,  would  be  not  one 
of  sterility,  but  of  aixirtion.  From  the  clinical  standpoint,  however, 
.su<'h  early  abortion  in  not  easily  separable  from  sterility,  for  Itabitiial 
abortion  may  occur  verj''  early  in  pn-gnancy — so  early  that  the  preg- 
nancy eouhl  not  have  been  recognized.  Sterility  in  tiu*  male,  except 
as  it  may  have  a  gyneeoltjgical  signilieance  in  diagnosis  or  prognosis, 
will  not  be  discussed. 

Statistlce. 

Pathological  sterility,  as  tiistingnishefl  from  the  physiological 
sterility  of  infancy  and  senility,  is  properly  confined  to  the  years 
between  the  end  of  puberty  and  the  beginning  of  the  menopause — 
that  is,  to  the  period  nf  maturity  ;  in  the  majority  of  cases  the  limits 
are  even  more  confined,  for  the  capacity  to  hear  children  is  seldom 
fnlly  devehjiR'd  until  thrre  or  four  years  after  puberty,  and  it  gener- 
ally ceases  some  veal's  before  the  rneuopaiise.  Failure  to  bear  ehildren 
therefore  in  the  early  years  of  maturity  or  in  tlie  late  years  nf  the 
menopause,  even  though  it  might  indiemte  latctiess  in  the  development 
of  sexual  vigor  or  premature  decadence,  sliould  not  be  considered 
pathological,  and  for  this  reason  it  should  not  enter  into  the  statistics. 

It  is  said  that  10  or  1*2  per  cent,  of  all  marriages  are  sterile  ;  this, 
howevrr,  is  not  an  index  to  th<'  freipicucy  of  female  sterility.  One 
must  also  reckon  with  the  (aet  of  male  sterility.  Tlu;  pifjportion  of 
cases  in  which  the  fault  is  in  tlie  male  lias  never  been  the  subject  of 
thor<iiigh  investigation,  but  the  estimates  range  from  7  to  40  i>er  cent. 
The  percentage  is  undoubtedly  very  large,  ami  has  greatly  added 
to  the  popidar  estimate  of  female  sterility. 

Olassifl  cation. 

The  varieties  of  sterility,  according  to  the  causes  or  associated  ci»n- 
ditions,  have  been  designate4l  jis  r<>l]t>WK : 
L  (V)m]>letc  or  absolute  sterility. 
2.   Incomplete  or  contingent  sterility. 
Sorae  authors  have  made  a  further  classification  of  congenital  unti 
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acquired  sterility  ;  these  varieties,  however,  are  only  subdivisions  of 
conijilete  iiiul  eontingeiit  sterility,  ami  should  therefore  be  coiisidertHl 
with  thcni. 

1.  Absolute  or  Complete  Sterility.  Sterility  is  absolute  when 
due  to  foiigenitiil  defeets,  or  dis^ouj^e,  or  surgical  nprrattoiiw  that  render 
the  generative  ivrgans  permanently  ine£i|iable  of  perlorming  their 
reproduettve  fimetion.s,  Tlie  organs  may  be  eongenitally  deleetive  or 
absent,  or  may  be  impotent  fn.nn  disease,  or  may  have  been  removed 
by  surgery. 

2.  Relative  or  Partial  Sterility.  Sterility  is  relative  or  partial 
when,  on  aeeount  of  some  defect  in  dt'velopnient  or  nutrition,  the 
funetions  of  the  reprmluctivc  organs  are  inadi-qnately  performed.  The 
condition  may  be  oidy  temporary,  and  may  disai>pear  upon  improve- 
ment of  the  general  health  or  M]Min  the  removal  of  eome  obstrnetion  or 
disease  in  the  genital  tract.  To  this  ehiv-^s  belong  cases  of  pregnancy 
o<'eurriug  after  years  of  sterile  marriage.  Some  observers  designate  as 
relative  only  that  variety  in  which,  on  account  of  sexual  or  other 
defeets,  sueh  as  marital  or  mentd  ineompatibiltty,  a  man  and  woman 
are  unable  to  at^t  together  in  reproilueti<m.  In  sucli  eases  each  may 
immediately  become  fruitful  after  n  seeond  marriage.  Tlie  qurstion 
would  then  be,  not  whether  the  individuals  are  positively  sterih-,  but 
rather,  what  is  tlic  explanation  of  the  sterile  union  between  ihein. 
Investigation  would  usually  sliow  that  the  faikire  was  due  rather  to 
anatomical  or  pliysiolMgieal  defects  tlvan  to  mere  iueom]>atibility. 
Moreover,  the  ovum  of  a  sexually  defective  woman,  although  not 
impregnable  by  a  ilelective  man,  might,  when  brought  in  contact  with 
the  semen  of  a  normal  man,  readily  beeome  fertilized;  aiul  vice  rerm^ 
the  semen  of  a  defective  man  might  fertilise  the  ovum  of  a  normal 
woman, 

Btiologry. 

A  knowledge  of  the  raeehanism  of  conception  is  easentiul  to  an 
appreciation  oi'  the  causes  of  sterility.  A  hirge  [portion  oi  the 
eortiral  sulistauee  ni  the  ovary  is  <x*eupied  by  GraaHau  tbiUcles  in 
all  perioils  of  growth  j  each  follicle  contains  a  fluid,  called  liquor 
follieuli,  and  the  ovum.  As  the  follicle  and  its  contained  ovum 
mature  the  former  gradually  becomes  distemled  with  the  fluid,  ap- 
pears beneath  tlie  suriju'e,  ruptures,  and  discharges  its  eutitcnts. 
Tlie  ovum  is  now  washed  out  into  the  pelvic  cavity,  and  under 
normal  cmiditions  reaches  the  Fallopian  tube  and  passes  along  the 
lube  toward  the  uterus.  If  at  this  time,  under  normal  conditions, 
coitus  takes  place,  and  seminal  fluid  containing  virile  spermatozoa  is 
de|iosited  in  the  upper  part  ^rf  (he  vagina,  the  sp4Tmatozoa,  of  their 
own  power  of  moyement,  enter  the  eudometriimi  aud  work  their  way 
upward  along  the  genital  tract  toward  the  descending  ovum.  The 
exact  meeting-place  of  the  two  orirauisnis  is  not  known.  There  h 
strong  rejison  to  inler  tieat  it  is  in  the  l""all(rpian  tube,  perhaps  at  the 
abdominal  end,  aud  that  the  persistent  and  virile  spermatozoa  may 
consume  aeveraldays  in  traversing  the  long  distance;  they  have  been 
observed  at  the  abdominal  end  of  the  tube  as  late  as  five  weeks  after 
the  hist  sexual  intercourse 
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There  afe  two  necessary  conditions  for  normal  eono<?ptjon  :  one, 
that  the  ovum  as  it  passes  down  the  genitiil  tract  shall  meot  the  s|»er- 
niatozoa,  and  by  thein  hoconie  fertiliztxl ;  the  otluT,  ihut  the  fertilized 
ovum  siiall  find  in  the  cnd<^metriuni  a  plaee  favomhle  to  further 
cJevelopmeut,  an*l  tliere  beeuine  linhediletL  If  by  rea.s<in  of  any  defect, 
general  or  loeal,  either  one  of  these  conditions  be  absent,  eoneejitinn  is 
impossible.  The  oAiini,  failinirto  reaeh  the  tube,  may  be  de^^tmyeil  in 
the  peritotund  cuvitv  ;  nv,  having  rt.'at;hed  it,  may  ptiss  d<iwn  thegi.'uital 
tract  and  fail  to  be  fertilizetb  The  sjterniatozoa  may  not  lie  suf- 
iieiently  virile  to  Hnd  thoir  way  upward  from  the  vagina ;  or,  if  they 
reach  the  ovum,  they  may  not  be  able  to  fertilize  it.  The  two  orj?au- 
i^ms  may  siierumb  to  hostile  environment  or  to  some  anatomieal  defect 
that  will  ohstruet  their  movements.  As  indieatcd  in  the  furegoing, 
a  sterile  marriage  may  result  fnira  : 

1.  Ab:^MK*e  of  virile  f<perraat«zoa, 

2.  Faulty  general  nutrition  in  the  woman, 

3.  Defwtivr  reproductive  organs  in  the  woman. 

4.  Intermetliate  causes. 

1.  The  Absence  of  Virile  Spermatozoa. 

Old  age,  wasting  diseases,  congenital  defects,  and  venereal  diseases 
(especially  gonorrhcra)  may  ineai>afitiite  the  man  to  produce  virile 
spermatozoa  or  may  entirely  destroy  the  prm-reative  |>ower.  Many  a 
womuii  has  suffered  useless — not  to  say  injurious — treatment  for  sup- 
posed sterility  when  the  fault  was  entirely  with  the  husband.  An 
examination  of  the  husband's  ivproductive  organs,  int^luding  uiiero- 
seopic  examination  of  the  semen,  may  disclose  orchitis,  stricture  of  the 
uretfiHi,  hypospadias,  or  some  otla-r  defect  that  may  adequately 
aeeouut  for  the  sterile  marrijige.  A  carefid  incjuiry  should  be  made 
also  into  the  man's  general  eontlition.  Tubereidosis  is  a  not  infrequent 
oatise  of  sterility. 

2.  Faulty  General  Nutrition  in  the  Woman. 

Chronic  wasting  diseases  and  such  nutritional  <tisturbanc««  ts 
chlon>sisand  amemia,  and,  above  all,  the  accumulation  of  fat,  esjiecially 
the  peculiar  adiposity  of  anemic  women,  due  to  faully  metabolism, 
but  giving  tiie  false  appearance  of  plethora,  may  lead  to  sterility. 
Enteric  fever,  senrlatiua,  eh(tl('ra,  variola,  diabetes,  and  nephritis  are 
among  the  diseases  fnM|uently  asswiatod  with  sterility.  Premature 
nienojjnuse — that  is,  permanent  atrophy  of  the  reprmluctive  orgims 
and  ecmsequent  steriiity — may  residt  fr<»m  acute  iidtn^tiuus  disease. 
See  Non-pueriJeral  Atrophy,  Chapter  XVIII. 

3.  Defective  Reproductive  Organs  in  the  Woman. 

Defects  in  the  reproductive  organs,  both  congenital  and  acquired, 
may,  according  to  their  nature,  give  rise  to  the  two  varieties  of  sterility 
di'signated  as  complete  and  iueompiete. 
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Congenital  Defects  in  the  Reproductive  Organs  Causing  Complete  or 

Absolute  Sterility. 

1.  Absence  of  the  ovaries,  Fallopian  tubes,  or  uterus. 

2.  Rudimentary  ovaries.  Fallopian  tubes,  or  uterus. 

3.  Inoperable  atresia  in  the  genital  tract. 

Congenital  Defects  in  the  Reproductive  Organs  Causing  Incomplete 
or  CotUhigent  Sterility. 

1.  Immaturity  or  innutrition  of  the  ovaries,  Fallopian  tubes,  or  uterus. 

2.  Stenosis  or  atresia  in  the  genital  tract,  as  in  the  cervix  uteri, 
vagina,  or  vulva ;  infantile  vulva ;  abnormal  backward  location  of 
the  vulva. 

3.  Opening  of  the  vagina  into  the  bladder  or  rectum  or  double 
vagina,  preventing  coition. 

4.  Displacements,  especially  flexures. 

5.  Elongation,  shortening,  or  conical  shape,  and  other  irregular 
developments  of  the  cervix  uteri.  This  includes  lengthening  of 
one  lip  of  the  cervix  uteri,  so  as  to  form  a  flap  over  the  os  uteri 
externum. 

6.  Imperforate  hymen  or  cribriform  hymen,  transverse  vaginal 
septum. 

7.  Excessive  convolutions  or  increased  length  of  the  Fallopian 
tubes. 

8.  Double  uterus. 

9.  Gynandry. 

Discussion  of  Congenital  Causes. 

For  a  more  cxtontlcd  description  of  congenital  defects  the  student 
18  referred  to  Chapters  XXXVlI.  and  XXXVIII.,  on  Congenital 
Malformations  and  Gynatresia. 

A  rudimentary  condition  or  absence  of  the  ovary  may  coexist  with 
a  well-developed  uterus,  and  vice  versa;  either  combination  is  a  cause 
of  complete  sterility.  Absence  of  one  ovary,  if  the  other  is  normal  or 
approximately  normal,  is  not  necessarily  a  cause  of  sterility. 

Septate  or  double  vagina,  with  the*  septum  so  disjwsed  as  to  divide 
the  vagina  into  unequal  parts,  may  permit  imj)regnation  if  the  larger 
part  is  capable  of  coition.  The  smaller  part  may  only  serve  for  men- 
struation. One  side  of  a  <lonl)le  uterus  adequately  developed  may 
receive  the  impregnated  ovum  aiul  carry  it  to  maturity. 

Absence  or  impermeability  of  both  Fallopian  tubes,  unless  they  can 
be  surgically  opened,  causes  complrte  or  absolute  sterility  ;  this  defect, 
however,  is  usually  associated  with  absent  or  rudimentary  uterus. 
Unicorn  uterus  jx-rinits  normal  pregnancy,  utero-gestation,  and  partu- 
rition. Iiiiniaturity  and  innutrition  of  the  ovaries,  rendering  them 
incapable  of  pHxhu-ing  mature  ova.  are  generally  associated  with  some 
defect  in  the  gcncnd  systemic  development.  Rare  instances  have  been 
reported  in  wiiich  the  re])ro(lu<'tive  organs,  seemingly  undeveloped  at 
the  age  of  puberty,  have  later  dev<'lo])ed  and  become  fruitful. 
47 
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Aftput'cd    Defects    in    the    Reprodadlvi'   Ort/atis  Chtudiu/   Completf  or 

Abaobitc  SierUiti/. 

1.  Surgical  removal  of  the  uterus,  Fallopian  tubes,  or  ovari<«. 

2.  Permanent  atrophy  of  the  uterus  or  ovaries, 

3.  Perinanent  ami  iiirurable  o<JcltisioH  of  the  Fallopian  tubes  «ir 
uterus. 

4.  Complete  destruction  from  disease  of  thi*  functionatiufj^  part 
t cortical  siil)stance)  of  the  ovary  and  microcystic  degenerati«in  of 
thf*  (vvary. 

AtHfiired  DffeHs  in  tlw  Reprodtu-tivr   Oiyanit  Cfumuff  Incomplete  or 

(_  'old  inf/ad  Stcfilitif. 

The  aecpiircMl  defects  that  may  produce  ineoiiiplete  Bterility  are  so 
numerous  and  varied,  so  intemctive  and  coniplie^t<:'d,  that  they  some- 
times defy  analysis;  they  may  be  generally  designated  as  follows-: 

1.  Infiatntnation  in  the  genital  traet  and  its  results,  such  ai!  dis- 
placements, a<lhesioiis,  pathological  secretions,  stenosis,  atresia,  kinking 
of  the  Fallopian  tubes,  tuberculosis  and  syphilis  of  the  genitiil  tract, 
hyperfrophy  and  hyperphtsia,  atrophic  changes,  microcystic  degvne- 
ratiim  of  the  ovaries,  aud  mechanical  conditions. 

2,  Tumors  of  tlie  generative  organs,  aud  the  organic  and  mechaui- 
eal  changes  that  the  tumors  prmlncc 

;i.  Faulty  innervation  and  innutrition  of  the  orgaus  of  reproduction. 
Vaginismus  aud  pruritus  vulvae  are  possible  examples. 

DiHCUssioN  OP  Acquired  Sterility. 

Surgwal  Operathns.  The  surgical  removal  of  one  ovary  or  Fal- 
lopian tube  dws  not  cause  sterility  ;  if  both  are  removed,  sterility  is 
alisobite  ;  if  a  small  part  of  one  ov^ary  remains,  jiregnancy  n»ay  (xvur. 
TIk'  removal  of  both  tubes  would  niit  necessarily  cause  sterility.  Preg- 
nancy has  followed  the  removal  of  bfith  tubes  bv  ligjiture  plaee^l  cIohk* 
to  the  uterus;  in  these  eases,  the  ligatured  stump  having  slonghe<l  off, 
the  extreme  uterine  end  of  the  tube  remained  sufficiently  open  to 
transmit  the  ovum.  Excision  of  the  uterine  ends  of  the  tubes  and 
•union  nf  the  peritoneal  surfaces  over  the  wmnids  in  bdth  uterine  cornna 
would  ciuise  alfsolut*'  sterility.  Pregnauey  may  nccur  in  a  uterus  of 
which  a  part  has  been  removed,  especially  tlic  cervioal  part.  Kven 
considerai>h?  pitrtitjus  of  tlic  wall  of  the  corpus,  as  in  myomectomy,  may 
l>e  sacrificed  without  causing  al)sohite  sterility.  There  is  a  reoognixed 
persistence  in  the  ovaries,  tubes,  and  uterus  that  sometimes  enables 
them,  even  though  mutilated  and  mostly  destn»yed,  to  pc^rform  the 
n^produetive  functions.  Numerixus  conservative  ttperafions,  thcref(»re, 
designed  to  preserve  in  whole  or  in  fKtrt  (he  uterus  and  itsapjH'udages, 
have  been  substituted  for  the  radicid  operation  of  removal.  Sec 
Myomectomy^  Salpingo-stomatomie,  liescction  of  the  i)vary,  and  Vag- 
inal  Incision  and   Dniinage. 

Injfammaf nnf  di/^orders  o(  thv  litems,  Fallopian  tubes,  or  ovaricjr*  urr 
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L'iak>d  witli  a  great  majority  of  rases  of  aeqiiired  gterility.  Ovaritis 
may  result  ia  atrophy  or  other  organic  changes  that  will  if  iider  the 
ovary  sterile  or  iaoa[)al>h^  of  prLwlLiciiig  iiiaturf  ova.  Atrophy  of  the 
ovaries,  general  or  aapiireil,  may  or  may  not  be  associated  with  atro- 
phy of  the  uterus. 

Salpingitis  may  set  up  thiokeningj  adhesions,  kinking,  stenosis^  or 
atresia  of  the  tube,  and  in  this  way  may  imiaetle  the  ovum  in  its  pass- 
age to  tlic  uterus  or  pathological  secretions  may  destroy  it.  Inftani- 
matory  tliiekening  of  the  niui+ruhir  layer  may  cmharntss  the  tuhe  in 
passing  the  ovum  toward  the  uteruir.  Endosatpingitis  may  destroy 
the  cilia  of  the  tubal  epithelium,  so  that  they  {-annot  aiit  in  the  tnins- 
mission  of  the  ovum.  Catarrhal  salpingitis  may  cause  tempo nir}'" 
obstruetiou  of  the  tube,   from  swelling  of  tlie  mucosa. 

Endometriti.s  may  producer  pathological  secretion  so  abundant  and 
so  hostile  to  the  impregnated  ovum  as  to  [ire vent  implantation — may 
even  destroy  it  and  sweep  it  out  of  the  uterus;  or,  if  imbedding  take 
place,  the  ovum  may  be  umibte  to  survive  tlie  hostile  environment. 

Sterility  caused  by  gonorrhceal  or  syphilitic  salpingitis  and  endo- 
metritis may  be  relative  or  absolute  ;  more  frequently  tlje  latter.  This 
is,  perhaps,  a  wise  provision  of  nature  to  limit  reproduction  in  that 
direction, 

Endocervicttis  produces  a  cervical  plug  of  gelatinous  mucus  that 
mechanically  prevents  the  ingress  of  spermatozoa  to  the  endometrium. 

General  metritis  still  further  renders  the  uterus  unfit  for  gestation. 

Exfoliative  endometritis  (membranous  dysnH'nfirrhcra)  generally 
t-auses  complete  sterility. 

Pelvic  peritonitis  may  cause  obstruction  of  the  tube  l>y  closure  of 
the  fimbriated  extremity  ;  or  may  so  draw  it  aside  by  adhesions  that 
f<*r  mechanical  reasons  it  amy  fail  to  transmit  the  ovum 

Parametritis,  execjjt  as  it  is  apt  to  Iw  assm-iated  with  iuHauunatiou 
elsewhere,  is  not  very  significant. 

Vaginitis  may  prodtice  a  hyperacid  secretion  that  Is  hostile  to  the 
s|)ermatozoa,  and  may  induce  incomplete  sterility  by  cicatricial  stenosis, 
and  by  adhesions  of  the  vaginal  portion  of  the  c»'rvix  to  the  vaginal 
fornix,  ami  by  cicatricial  shorteiii ng  nf  the  vagina.  Vaginitis  and 
vulvo-vagiuitts  prevent  (viitiiuii  or  reinler  It  painful  and  ira|)erfect,  and 
are  therefore  not  infretjuent  causes  of  incomplete  sterility. 

Painful  caruncle  of  the  urethra  and  kraumsis  vulvjeare  other  causes 
of  dyspareimia  and  consetpient  incomplfte  sterility.  The  [vrescuce  of 
urine  in  tb«'  vagina  from  a  vcKifo-vaghi*il  Jhiula  would  destroy  sperma- 
tozoa, botli  by  its  own  toxins  and  by  the  vaginitis  that  it  would  cause. 

Atrophy  oi'  the  uterus  may  be  eitlicr  conceutrie  or  excentric  ;  both 
cause  sterility,  the  former  more  positively  than  the  latter.  See  Atro- 
phy of  the  Uterus  in  chapter  on  .\meuorrho^a.  Vnrettmft'  has  occa- 
sionally been  followed  Ity  atrophy  of  the  uterus. 

Tumors  of  the  genital  t*rgans,  by  their  mechanical  eflects  or  by 
their  depressing  systemic  influence,  may  induce  sterility ;  but  the^ 
more  commonly  (h»  so  b}'  the  inflammatory  or  other  organic  changes 
they  set  up.  The  irritating  presence  of  a  uterine  myoma  causing 
endometritis,  ami  the  comiih-te  destruction  of  ovarian  tissue  by  the 
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presence  nf  ;ui  ovarian  tiiTimr,  are  laiuiiiar  examples.  One  case  hafl 
been  re]>(«"teil  uf  a  woman  wlio  had  given  birth  to  twelve  children,  of 
whom  liie  la^t  was  only  tliree  numtliti  old  at  the  time  of  the  remnval 
of  two  dermoid  ovaries.  This  «ase  ilhiHtmte*f  the  faet  that  an  ovarhin 
cyst,  although  it  may  cause  partial  sterility,  yet,  indess  it  has  destroyed 
the  entire  eortie^jl  siihstiince  of  the  ovary,  does  not  cause  eompK'te 
sterility.  The  two  signj?  oixliniirily  constant  in  atrophy  i>f  the  ovary 
are  decrease  in  size  of  the  organ  and  anienorrh(ea  ;  in  caj»e  of  com- 
plicating ovarian  tnmor  tlie  former  sign  is  reversed. 

Ditipfacemcnfx  ami  fitcnosh  of  the  Hfcrita,  especially  flexions,  arc  very 
commonly  assoeiated  with  incomplete  sterility.  It  is  highly  prt>bable 
that  these  lesions  cause  sterility  rather  from  the  emh>nietrilis,  salpin- 
gitis, and  perimetritis  they  set  up,  than  from  any  direct  iutluence  they 
exert  ptr  tse, 

.  The  above  statement  is  especially  true  of  ]>athological  anteflexion 
and  stenosis  of  the  os  uteri  extt*rninTi.  Spermatozoa  >vill  pass  throiig'h 
very  minute  openings,  but  catjirrhal  conditions  above  may  destroy 
them.  \i\  sonndtng  the  uterus  fur  the  diagnosis  of  atresia  or  stenosis, 
care  should  be  taki-n  lest  tbe  sound,  by  catcliing  in  a  fohl  of  cervical 
mucosa,  make  tbe  caual  appear  impcriorate.  It  is  also  important  to 
observe  wbetlier  tlie  sound  pnsses  on  by  pushing  {iside  an  unrecognized 
valve-like  flap  of  mucosa,  which,  if  left  undisturbed,  might  make  a 
complete  oljstmctiou. 

4.  Indeterminate  Causes. 

In  some  cases  the  reprotluctive  function  has  always  been  absent,  or 
is  suspended  or  lost  without  discoverable  cause.  These  cases  tnxMipy 
an  indefinite  ground  l>etween  al)S<»lute  aiul  contingent  sterility.  Tt>  sjiy 
that  there  is  imperfect  eo-(»rdinatiou  between  itnportaut  oi*gans  in- 
volved, or  that,  owing  to  incompatibility,  the  husband  and  wife  do  not 
act  together  etticiently,  in  nowise  accounts  for  the  failure.  Absence  of 
orgasm  on  the  part  of  the  woman  has  in  some  cases  been  offered  as  an 
explanatir>n  ;  but  there  is  abundant  proof  that,  although  it  may  have 
Bomc  inHucnce,  orgasm  is  l>y  no  means  essential  to  impregnation. 

DiagTiosis,  Prognosie,  and  Treatment. 

The  diagnosis,  prognosis,  and  treatment  of  tbe  symptom,  sterility, 
necessiirily  rontonu  to  the  various  diseases  that  give  rise  t<»  it :  and  are 
set  forth  at  length  in  t!ie  preceding  eha|JteT's  that  treat  of  those.*  dis- 
eases.    To  these  fhaptxTs  the  student  is  referred. 

The  ddai^noBiB  includes,  tirst,  a  careful  examination  of  the  husl>an<l. 
If  the  fault  lies  with  him,  as  it  frequently  tloes,  the  case  is  not  gyne- 
eologieat,  and  shoidd  not  be  made  tlie  oeeasion  for  examination  or 
treatment  of  the  wile. 

In  (^\amining  the  woman  for  sterility,  it  is  usually  necessary  to 
make  not  only  a  careful  conjoine<l  examintition  of  all  the  reproductive 
or^ns,  but  as  well  of  the  systemic  condition.  The  loea.1  exandnntinn 
will  generally  include  accurate  measurements  with  the  sound  of  the 
length  and  diameter  of  the  utr-rine  i-anal. 
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Progrnosis.  Disease  associated  with  sterility  may  offer  a  favorable 
prognosis  for  anatomical  cure,  and  even  for  the  relief  of  pain  and  other 
annoying  symptoms ;  such  a  result,  however,  does  not  always  include 
successful  pregnancy.  The  prognosis  of  sterility,  therefore,  does  not 
necessarily  conform  to  that  ot  the  associated  lesions. 

Treatment.  The  treatment  is  that  of  the  associated  lesions,  and  is 
in  no  respect  modified  by  the  fact  that  the  object  of  treatment  is  im- 
pregnation. The  indication  will  always  be  to  secure  an  open  genital 
tract,  a  normal  state  of  the  reproductive  organs,  and  a  good  systemic 
condition.  The  treatment  of  sterility  by  mechanical  aids  to  pregnancy, 
such  as  the  transfer  of  seminal  fluid  from  the  vagina  to  the  endo- 
metrium by  injection  immediately  after  intercourse,  has  been  tried  ; 
the  methoa,  however,  is  both  revolting  and  useless. 
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ABDOMEN,  sponges  lo«t  in,  128 
precautions  against,  130 
Abdominal  cavity,  flushing  of,  138 
washing  out  of,  138 
contractions,  diflerentiated  from  ova- 
^  i-ian  cyst,  456 
crainage,  141 
dressing  secured  by  adh^ive  plaster, 

132 
fat  differentiated  from  ovarian  tumors, 

456 
fixation  in  treatment  of  retroversion 

of  uterus,  671 
incision,  122 

exploratory,  122 
myomectomy,  381 
organs,  displaced,  differentiated  from 

sactosalpinx,  284 
pregnancy,  490,  491 
section,  119,  324 

aseptic,  pi-eparation  for,  40 
hysterectomy  by,  419 
wound,  bandage  for.  130 
closure  of,  125 

by  buried  suture,  127 
by  subcutaneous  suture,  127 
dressings  for,  130 
Abortion,  incomplete,  differentiated  from 

carcinoma  uteri,  402 
Abscess  of  Bartholin's  glands,  184 

pelvic,    diffeivntiated    from    ovarian 

cyst,  4(»0 
stitch-hole,  127 
suburethral,  'Mi2 

treatment  of,  332 
tubo-ovaiian,  277,  444 
Accessoiy  ovaries,  4% 

uterus,  501 
Acquired  anteflexion,  686 
Adeno-carcinoina,  394,  401 

of  the  vulva,  354 
Adenoma,  benign,  225 

of  Fallopian  tubes,  476 
of  ovary,  435 
Adenomyoma  of  the  Fallopian  tube,  441 
Adhesions,  124 

breaking  up  of,  124 
technimu'  in,  305 
Adhesive  plaster,  [)erf()nited,  a  substitute 

for  binder,  133 
Alexander's    opiT.ition,    oontniindications 
for,  (><'.3 
indications  for,  (56.3 
prepanitory  treatment  for,  664 


I  Alexander's  operation,  technique  of,  664- 

I      671 

;  Amenorrhtea,  20,  715 

!  classification  of,  715,  716 

I  diagnosis  of,  717 

etiology  of,  715,  716 
pathological,  20 
physiological,  20 
prognosis  of,  717 
symptoms  of,  717 
treatment  of,  718 
local,  718 
systemic,  718 
Ampullar  pregnancv,  483,  484 
Amesthesia,  68,  lOO' 
by  chloroform,  100 
by  cocaine,  100 
by  ether,  100 
local,  100 

by  Schleieh's  solutions,  100 
Androgyny,  513 
Annular  hymen,  505 
Ano-vaginal  fistula,  608 
Anteflexion,  67 

classifications  of,  682 
complications  of,  682 
course  of,  682 
diagnosis  of,  685 
acfpiireil,  686 
o()n^>nital,  686 
etiology  of,  682 
noniial,  681 
pathology  of,  682 
symptoms  of,  682 
treatment  of,  686 
Antevei-sion,  678 

chronic  metritis  a  cause  of,  678 
diagnosis  of,  (579 
etiology  of,  678 
normal,  678 
pathological,  678 
prognosis  of,  679 
symptoms  of,  678 
trcjitment  of,  679 
Antiscpti(r  s<wp,  41 
•Vnus,  examination  of,  78 
malformations  of,  505 
Aj>]K»ndagi^,  removal  of,  in  treatment  of 

Hjyjmia,  37(5 
ApiH.'n<licitis  differentiated  from  pelvic  cel- 
lulitis, 267 
from  sactosalpinx,  283 
Arlwtr     vitjp     arrangement     of     cervical 
mucosa,  198 
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Arteries,    ligature    of,    in    treatment    of 

myoma,  376 
Arterio-flclerosis,  254,  721 
Ascites  difiFerentiated  from  ovarian  cvBt, 
462 

encysted,  differentiated  from  ovarian 
(jyst,  462 
Asepsis,  28 

Aseptic  abdominal  sections,  40 
preparation  for,  40 

dressings,  45 

gauzCj  46 

technique,  31 
Aspirator,  exploration  by,  78 
Atresia,  516 

diagnosis  of,  516 

prognosis  of,  520 

results  of,  516 

symptoms  of,  516 

treatment  of,  520 

of  vagina,  504,  505 
Atrophic  celhUitis,  chronic,  263 

lines  in  abdominal  skin,  460 
Atrophy  of  uterus,  717 
Auscultation,  68 
Autointoxication,  120 

BACILU  ooli  communis,  30 
Bacteria  of  lactic  acid,  173 
Bandage  for  abdominal  wound,  130 
Bartholin's  glands,  abscess  of,  184 
diagn<isis  of,  184 
in  ehildrcn,  gonorrho?a  of,  177 

latent,  184 
in  vulvitis,  183 
Becknell  on  treatment  of  pelvic  cellulitis, 

268 
Benign  adenoma,  225 

timiors  of  bladder,  480 
Biconiate  ])rop:nancy   diflerentiated   from 
ovariaui  cyst,  458 
uterus,  5()1 
Bimanual  oxiuiiination,  63 
Bladder,    curottape    of,    in    treatment    of 
cystitis,  3l() 
distended,  difU'rentiated  from  ovarian 

cyst,  4o7 
extension  of  carcinoma  uteri  to,  4(l5 
foreign  binlies  in,  47i< 
tuinoi-s  of.  -ISO 
beni;rii,   l!^'* 
rn:iliLMiaiit,  481 
l{lo(Mlves>;cIs,  iMfi-ctioii  of,  1()6 
Bonited  u:ni/.e,  Ki 
Bowels,  ol>striictiori  of.  KWi,  150 
("inses  of,  1  •")<) 
diatniosijs  of,  l.'iO 
]lrou'•ll(>^is  of,  1">(I 
trejitineilt  of,  lo] 
Brand's  nH'thiwl  of  ninsstL'c,  294 
Broinl  li^anieiit,  cyst  of,   ll.'i 
inyoiiiiita,  .JSl 

dniinnu*'  in,  IJS') 
stnniiw,  in  livstenHiivoniectoniv, 


Broad  ligament  stumps,  end-to«nd  ap- 
proximation of,  in  hystero-myomec- 
tomy,   389 

Broad  ligaments,  tumors  of,  476,  477 

Browne,  J.  Berrand,  operation  for  inver- 
sion of  uterus,  710 

Bulbo-cavemous  muscles,  529 

Butyroides,  423 

CACHEXIA  in  carcinoma,  399 
Calcareous  degeneration  of   ovarian 
cyst,  437 
Carcinoma,  adeno-,  of  the  vulva,  354 

difiercntiated  from  endometritis,  234. 

235 
of  Fallopian  tubes,  476 
of  urethra,  479 
uteri,  394 

adeno-,  394 
advanced,  401 
cause  of  death,  404 
clinical  history  of,  400 
course  of,  398 
cylindrical  cell,  394 
diagnosis  of,  399,  400,  401 
difiercntial,  401 

from    chnmic  metritis, 

403 
from  endocervicitis,  402 
from  endometritis,  402 
from     hypertrophy    of 

cervix  uteri,  402' 
from     ichthyosis    uteri, 

403 
from    incomplete    al>or- 

tion,  402 
from   laceration  of   cer- 
vix, 403 
from  myoma,  401 
from  rctaine<l   placenta, 

402 
from  sarcoma,  402 
from  synliilis,  402 
from  tulKM-cuhwis,  4<)3 
recnn-ence  of,  4(J4 
difll'rentiate«l    from  ovarian   o'st, 

459 
etiology  of,  397 
extension  of,  4(1} 
to  1  (ladder,  40  "> 
fnmi    cervix    to  broad    liga- 
ments. 395 
to  coi-i)ns  nteid,  395 
to  iliac  ^dnnds,  395 
to  n-nal  orirans,  35>5 
to  vaginal  vault,  .'595 
to  vesico-vaginal  si>ptum, 
395 
from  coi-](ns,  397 
to  iliac  iflands,  405 
to  lumUir  f:lands,  405 
by  ineta.staMs,  405 
to  parametria,  405 
to  rectum,  405 
to  vagina,  405 
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Carcinoma  uteri,  gland,  394,  hysterectomy 
for,  mortality  of,  419 
metastasis  of.  397 
pavement  cell,  394 
pathology  of,  394 
physical  signs  of,  400 
prognosis  of,  404 
recurrence  of,  404 

after  hysterectomy,  420 
squamous,  394 
symptoms  of,  398 

cachexia,  399 

hemorrhage,  398 

pain,  399 

uterine  discharges,  398 

visceral  disorders,  399 
treatment  of,   by    hysterectomy, 
405 

local,  421 

Ealliative,  420 
y  vaginal  hysterectomy,  405 
of  vagina,  367 
of  vulva,  353 

cylindrical  cell  variety,  354 
pavement  cell  variety,  353 
treatment  of,  Ji54 
Carcinomata  of  ovary,  431 
Carcinomatous  ulcer  of  cervix  uteri,  218 
Garuncle  of  urethra,  328, 478 

as  a  cause  of  sterility,  734-739 
Case  records,  forms  of,  52 
Gasper's  cystoscope,  87 
Ghitarrh,  cervical,  213 
Oatarrhal  cystitis,  337 

vulvo-vaginitis,   172 
Oatgut  ligatures,  125 
sterilization  of,  44 

by  foi-maldehyde,  45 
by  heat,  44 
sutures,  buried,  125 
Catheterization  of  ureter,  82 
Cellulitis,  chronic  atrophic,  263 

differentiate<l  fn>m  sactosalpinx,  283 
diffuse,  of  Pozzi,  262 
pelvic.     See  Pelvic  cellulitis. 
Cervical  catan-h,  213 
endometritis,  213 
epithelium,  erosion  of,  215 
mucosa,  arlM)r  vitae  of,  198 
myoma,  365 
Cervix,  erosion  of,  215 

laceration  of,  diflerentiated  from  car- 
cinoma uteri,  403 
uteri,  caulifhiwer  exoroscence  of,  562 
cystic  degeneration  of,  215 
enlargement  of,  215 
glandular     enlargement    of, 
215 
elonKiition  of,  558 
erosion  of,  '■A\'l 

follicular,  562 

granular.  562 

pnpillarv,  562 

excoriation  of.  562 

granulation  <if,  562 


Cervix  uteri,  hvpertrophy  of,  558 

differentia  ted     from     carci- 
noma uteri,  402 
lacerations   of.     See   Lacerations 

of  cer>'ix  uteri, 
polypoid  enlargement  of,  215 
resection  of,  575 
ulcer  of,  217,  562 
varieties  of,  217 

carcinomatous,  218 
chancre  and  chancroid,  218 
decubitus,  217 
tubercular,  218 
Chancre  of  cervix  uteri,  218 
Chancroid  of  cervix  uteri,  218 

of  the  vulva,  182 
Chloroform  for  anaesthesia,  100 
Chorion,  ectodermal  layer  of,  428 
Circumcision  in  the  female,  510,  612 
Cleveland's  modification  of  Sims'   specu- 
lum, 69 
Cloaca,  peraistent,  507 
Cloves'  crutch,  99 
Cocaine  for  ansesthesia,  100 
Colica  scortorum,  279 
Colpeurynter  in  inversion  of  uterus,  709 
Concentric  atrophy  of  uterus,  717 
Condylomata.     iS^  Papillomata. 

flat,  352 
Congenital  anomalies,  509 
anteflexion,  686 
malformations,  496 
sterility,  736 
Conjoined  examination,  61 
Corsets,  156 
Cribriform  hymen,  505 
Curatulo  on  resection  of  ovary,  324 
Curettage,  117 

of  bladder  in  treatment  of    cystitis, 

346 
dangers  of,  117 
for  diagnosis,  78,  117 
technique  of,  117 

for  endometritis,  243 
therapeutic,  117 
in  treatment  of  myoma,  375 
of  utenis,  245 
Curettes  117 
dull,  117 
sharp,  117 
Sims',  117 
Thomas',  117 
Cylindrical  cell  carcinoma,  394 

cystoscope,  82 
Cyst  of  broad  liKament,  443 
dennoid,  433 

diagnosis  of,  diflTerential,  454 
of  ovary,  438 
of  Fallopian  tulK's,  476 
hydatid,  ditierentiated    from    ovarian 

"  cyst,  4r>2 
intnilijnimentous,  removal  of,  474 
ovarian,  diagnwis  of,  diflerential,  454, 
455 
ivuioval  of,  467 


^H                                                               ^^^^^^H 

^^H           C^,  ovarian,  ruptuiv  of,  448 

^^^1                    pancraitie,  cuiTerentiiitf^I  Troni  ovurian 

Deciduonia  nui lithium,  etiology  of,  428         ^^M 

pathology  of,  428                      ^^^^^^ 

^^H 

prolix  RHis       428                       ^^^^^| 

^^^^^^             pH^illotiiiUouHi,  of  ovary,  -i'-VA,  44D 

svniploruK  of,  428                       ^^^^^M 

^^^^^^H           pirov;inati,  4^1,  4-12 

of,  428                       ^^^^^1 

^^^^^^H                  i]in^riinsiK  iif,  difrerential,  4'r>4 

I>efurdHtJou,                                             ^^^^^| 

^^^^^^H            runtil,  dtttercntiatei]  t'liiiu  ovariuu  cv»l, 

IX-rmoid  cyst,  433                                                 ^^M 

^^^H 

diagnosis  of.  diiTeivntial,  454    ^^^^B 

^^^^^^H           iif  txmnd  li^miuenl,  44.%  478 

of  ovary,  438                              ^^^^H 

^^^^^^H            tiitKMivarmn.     Set  TiilxM»vurian  t-ysl. 

I>iu^no8lii-  cun>tiage,  78  ^^^^^H 
I>ifltjse  Kitnruttm,  423                                 ^^^^^| 

^^^^^^^           of  vajjituv 

^^^H^                    of  vulva,  3''j*) 

Dijcital  t-xun]ination,  50                            ^^^^H 

^^^H            Cyetie  degcnemtiun  of  cervix  utin-i,  "ll'y 

DiJsitution  of  ntenis,  78                             ^^^^^H 

^^^M                          of  ovary,  4^5 

Diphtheritic  viilvo-vuginitis,  170,  179           ^^M 

^^^^^^             enkrgeraent'  of  oen-ix  uteri,  215 
^^^^^L           glandular  cnlnrfcement  of  cervix  uteri, 

treatment  of,  17*.*                                 ^^M 

Doederletn  on  lartic  acid  bacteria,  1(»4           ^H 

^^^V 

iti  vagina,  173                           ^^M 

^^^^^^^             ovurian    tiiniors    differentiate*!    fnHu 

Bonelie,  93                                               ^^^M 

^^^H                         ^^al-tos;ll|>inx,  'JS.H 

^^^^H 

^^M           Cjetitiii,  333 

niotk-M  of,  9>'»                                ^^^^^H 

^^^B                    catarrluil,  3:^7 

cunlrain<iicalions,  1H3                        ^^^^^| 

^^H                    clas^iiication  of,  uitHtomical,  336 

<langi'i-s  of,  9r^                                      ^^^^^H 

^^^H                            lKi(>U'ri:tl,  :t-'{7 

hot  water,  03                                       ^^^^^H 

^^^H                             patbi)1«>^ii"a],  337 

ind)cntion^',  95                                   ^^^^^| 

^^^B                   cystoHcopv  it),  335 

pan,  Lorrls',                                           ^^^^^H 

^^1                   diagnoHi»'of,  :iS.\  3:i6 
^^^1                    ctioloicv  of,  ii^^ 

I>n{)ti:ip',  evils  of,  130                              ^^^^^| 

^^^M 

^^m                    e^ifoHatiye,  338 

ubdouiinul,  141                           ^^^^^H 

^^^1                      i'XjdoRitton  iit,  ^Vi 

cniiillar>\                                   ^^^^^| 

^^^m                     exudittivc,  338 

^t112C,                                                    ^^^^^H 

^^^1                     fmiT)  {insure,  331> 

^^^^^H 

^^^H                      from  fort^i^i  ImhIv,  33^ 

^^^^^H 

^^^B                    ^roiiryrriiiL>:d,  330 

indiuuion!^         139                          ^^^^^| 

^^H                    in^itniitu'iitiiiion  in,  334 

infc<iioiiK(-a>M%  135                      ^^^^^H 

^H                      leucopUiia,  339 

in  major  ojR'ratiorm,  185                   ^^^^^| 

^^^1                     ]iiitliolo^y  of,  335 

niyornectoniy,  'iS4                      ^^^^^M 

^^H                     e^iiperliciiil,  337 

in  noii-infi-ctious  caA«A,  136             ^^^^^| 

^"                        Btippunilive,  337 

of,  135                                    ^^^^H 

treatment  of,  340 

Dret*',                                                         ^^^H 

by  ciirt'ltage  ftf  bladder,  S-ltl 

hygienic,  156                                     ^^^^^| 

bv  dilaUitiuTi  of  iiri'tlira,  343 

refoitn,  l-W                                                  ^^| 

by  oilnivesiral  ftiRTJlioiifi,  346 

Drejssing-foiveps,  Emuiet's,  74                        ^^M 

by  irrifT'itioii,  341 

Dressings  for  alRloniinal  wound,  130               ^l^ 

bv  litl]o1oinv,  'M6 

Dudley,  E.  C.f  chiuip  ojKTaJion  lor  ureiero- 

vaginril  tisiut:t,  (UKt                                   ^J 

by  Jitliutritv,  346 

medical,  34 U 

intestinal  nna-stoimisiri,  .307                          ^H 

propbylartir,  3-10 

methotl  of  diluting;  the  u(eru$>,  112          ^H 

MirKiml.  343 

o|.H>nition  fftr  anteflexion,  600                   ^H 

f                                        topieni,  341 

for  rentovnl  of    uterine  ip|jcnd>  ^H 

by  vn^nal  rvKloroniy,  344 

ugm,  3U1                                         ^M 

tubercular,  33^ ► 

pad;  48                                                ^^^B 

iilcerative,  3,3.s 

^^^^^M 

in  veMcrHVjiK'niiI  fistula,  oWO 

vaginal  niyoinectomy,  379                ^^^^^H 

Cy-Rtocele,  .V251,  r>3f>,  m,  622 

DyHnienorrlKi'fl,  r>8-l,  726                          ^^^^^H 

CVBt<i«:o[»e,  Casjier'.H,  87 

clK.s^ificAtion  of,  72(>                         ^^^^^| 

fylindriciil,  K2 

clinicnl  hiHtont'  of,  726                     ^^^^^H 

eiectrioal,  87 

dcfintdou        726                              ^^^^^H 

IxnteHs,  H7 

diiigno-^iK  u(y  726                               ^^^^^H 

Nituc'fl,  87 

treutmenl  of,  731                              ^^^^H 

CvBtoecopy,  82 

^^^^M 

T}i"/,FMA  vnlvR>.  188  ^^^H 
Li          ircatinent  of,  1.H8                                       ^H 

T\ECIin"AL  emlometrilis,  2;il 
U     iKciduo  cellnhiHCj  428 

Iv!i4>oblf<  on  AlexnwIer'M  o}>«iration,  665  ^H 
»U'hobk'  method    of   cloeitig  abdominal  ^H 

Deciduomn  inultKiiiint,  42K 

clifflgnosif!  of,  428 

uonnd,  125                                               ^^^^H 
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ElaMtic  pi-essure  in  inversion   of  uterus, 

709 
Electrical  cystoscope,  87 
Electricity  in  treatment  of  endometritis, 
241 
of  pelvic  peritonitis^  2i)4 
Electrolysis  in  treatment  of  myoma,  374 
Elephantiasis,  350 
diagnosis  of,  351 

difTerential,  351 
treatment  of,  351 
Elongation  of  cervix  uteri,  558 
Elytrorrhaphy,  lateral,  632 

contraindiirations  to,  636 
Dudley's,  632 
Emmet,  on  cystic  degeneration,  216 
on  elongati<m  of  cervix  uteri,  558 
on  laceration  of  cervix,  552 
on  niorcellation  of  myomata,  377 
on  treatment  of  invewion  of  uterus, 
706 
Emmet's  dressing-forceps,  74 
pessaries,  660 
scissors,  103 
Emollient  glycerin,  51 
Emphysematous  vaginitis,  186 
treatment  of,  187 
vulvo-vaginitLK,  170 
Enchondroma  of  vulva,  355 
Endocervicitis,  elii-onic,  213 
etiology  of,  213 
pathology  of,  213 
diagnosis  of,  217 

by  exaniinatiun  of  secretions,  217 
by  microscope,  217 
by  sight,  217 
by  si)eculum,  21 7 
by  touch,  217 
differcntiated   from   carcinoma  uteri, 

402 
polypoid,  treatment  of,  220 
symptoms  of,  216 
treatment  of,  218 
Endometritis,  227,  684,  715 

as  a  cause  of  sterility,  734-739 
chronic,  classification  of,  222 
etiology  of,  222 
histological  forms  of,  224 
pathology  of,  222 
clinical  forms  of,  227 
decidual,  231 
exfoliative,  227 
post-a>K)rtive,  227 
si'uile,  229 
sentic,  231 
tUDcrcular,  231 
in  corpulent  women,  238 
diagnosis  of,  233 

from  carcinoma,  2.'?4,  235 
diftemitial,  233,  235 
micmscopic,  2154 
fmni  saix'onia,  2115 
differentiated   from   carcinoma   uteri, 

402 
glandular,  224 


Endometritis,  interstitial,  224 
polypoid,  225 
prognosis  of,  235 
symptoms  of,  232 
treatment  of,  237 

by  bitter  tonics,  237 

by  calomel,  238 

by  caloric  flushings,  238 

by  cauterization,  240 

by  electricity,  241 

by  hysterectomy,  250 

by  ichthyol,  242 

by  injections  of  alcohol,  242 

intra-uterine,  240 

by  iron,  237 

by  laxatives,  237 

by  manganese,  237 

by  massage,  237 

by  mercuric  chloride,  238 

by  mineral  waters,  237 

by  salines,  237 

surgical,  237 

by  curettage,  243 
systemic,  237 
topical,  237,  239 

objections  to,  2:J9 
in  vii-gins,  238 
£<ndometrium,  epithelium  of,  199 

degeneration  of,  after  currettage,  248 
Endosalpingitis,     routes  of  extension  of, 

273 
Endosalninx,  270 
Endothelioma,  422 
Enterocele  vaginalis,  anterior,  626 

posterior,  626 
Enteroplosis,  155 
Enteroptosis,  637 

as  a  complication  of  uterine  descent, 
637 
Enucleation  of  myoma,  377 
Epididymis,  441 
Episiotomy,  527 
Epispadias,  508 
Epithelioma,  401 
of  vulva,  3-53 
Epithelium,  cervical,  ei-osion  of,  215 
Erosion  of  cervical  epithelium,  215 
follicular,  216 
papillary,  215 
simple,  215 
Ervsipelas  malignum  internum  of  Virchow, 

202 
Erysijwlatous  vulvo-vaginitis,  170, 178, 179 
Ervtliematous  vulvo-vaginitLs,  178 
Ether  for  aniesthcsia,  100 
Examination  of  anus,  78 
bimanual,  63 
conduct  of,  58 
digital,  59 
instrumental,  69 
|)hysical,  57 
position  for,  58 
(»f  rectum,  78 
of  urinary  organ,  79 
of  young  "girls,  58 
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Excentric  atrophy  of  uterus,  717 
Exfoliative  cjratitis,  338 

endometritis,  227 
Exploration  by  aspirator,  78 

by  needle,  78 
Exploratory  incision,  92, 122 
Exploring  needle,  78 

Extopic  pregnancy.    See  Tubal  pregnancy. 
Extra-uterine  pr^nancy.    See  Tubal  preg- 
nancy. 
Exudative  cystitis,  338 

FACIES  ovariana,  450 
uterina,  450 
Fallopian  tubes,  adenoma  of,  476 
adenomyoma  of,  551 
ampulla  of,  270 
carcinoma  of,  476 
cyst  of,  476 
fimbriae  of,  270 
fimbriated  extremity  of,  270 
isthmus  of,  270 

malformations  of.    See  Malforma- 
tions of  Fallopian  tubes, 
myoma  of,  441,  476 
normal  anatomy  of,  270 
resection  of,  322 
sarcoma  of,  476 
tumors  of,  476 
same  as  uterine  tubes,  204 
Fascia,  recto-vesical,  525 
Fatty  tumors  of  vulva,  355 
Fecal  accumulations  differentiated  from 
ovarian  cyst,  457 
from  sactosalpinx,  284 
fistula,  136,  152 
Fibroma,  359 

of  round  ligament,  478 
of  vulva,  355 
Fibromatsi  of  ovary,  431 

of  vagina,  355 
Fibromyoma,  359 
Fibn)sjircoma,  423 
Find  lev,  on  arteriosclerosis  of  the  uterus, 

254  ' 
Fissure,  cystitis  from,  339 
Fistula,  ano-vaginal,  HOS 
fecal,  13r.,  152 
rectcHvaginal,  579,  606 
causes  of,  606 
diagnosis  of,  r»06 
open t  ion  for,  (SOI 
j)rf)gnosis  of.  607 
uretero-vajjinal,  579 
iiretliiiHVajrinal,  579 
vesico-uloriiie,  579 
v»'si('(>-uteri>-va<:inal,  579 
vc>ic(Hva>,Miial,  579 
Fi-tiilu'.     S,;  <M-iiilal  fistula*. 
Fl;it  <()ii(lylumata,  .■!'»2 
KlL'xinii,  liitfnil,  ti77 
Follicular  <-ni-icMi,  2l(i 
vulviii>..  Is.", 

licattiu'iit  of,   1.S5 
vulvo-\ai^iiiiti>,  170 


Force-pressure,  124,  406 
htemostasis  by,  406 
in  hysterectomy,  419 
Forceps,  dressing-,  74 
Emmet's,  75 
Foreign  bodies,  cjrstitis  from,  339 
Freund  on  chrome  atrophic  cellulitis,  263 
on  treatment  of  pelvic  cellulitis,  268 
Fritches*  operation  for  pinhole  os  uteri, 

221 
Furuncular  vulvitis,  186 
ti^tmentof,  186 
vulvo-vaginitis,  170 

GALL-BLADDER,  enlarged,  differenti- 
ated from  ovarian  cyst,  461 
Gangrenous  vulvo-vaginiUs,  179 
Gartner's  ducts,  441 
Gauze,  46 

aseptic,  46 
bora  ted,  46 
sublimated,  46 
Gebhard  on  anatomy  of  menstruation,  21 
Genital  fistula,  causes  of,  580 

varieties  of,  579 
Gland  carcinoma,  394 

of  Naboth,  557-563 
Glands,  removal  of,  in  hysterectomy  for 
cancer,  420 
Skene's,  327 

gonorrhoea  of,  327,  328 
infiammation  of,  327,  328 
uterine.    See  Uterine  glands. 
Glandular  cyst  of  ovary,  435 
endometritis,  224 

hyperpla.stic,  224 
hypertrophic,  224 
niixed,  224 
enlargement  of  cer^•ix  uteri,  215 
cystic,  215 
polvixml,  215 
vulvitis,  183 

in  Bartholin's  glands,  183 
ti-esitinonl  of,  185 
in  ui-ethnil  crypts  183 
in  vulvar  ghinas,  183 
vulvo-vaginitis,  170 
Gloves,  rul)l)ei-,  42 
CJlycerin,  emollient,  51 
Goitre  of  jiuWrty,  24 
Gonococeus,  30 

of  Neisser,  16.S,  203 
Gonorrluea,  lt)3 

of  liiirtholin's  glands,  184 
course  of,  165 
in  the  female,  163 
latent,  164 
in  prostitutes,  164 
i-eniote  efl'ects  of,  164 
of  Skene's  ^'lands,  327,  328 
statistics  t>f,  164 
Gonorrluval  evstitis,  336 
urethritis,  326,  330 
vulvo-vafrinitis,  170,  177 
diagnosis  of,  177 
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Cronorrhoeal  Tulvo-vannitis,  treatment  of, 
177 

warts,  351 
Goodell's  dilators,  114 

operation  for  anteflexion,  691 
Graaban  follicles,  433 

development  of,  23 
Granular  vaginitiH,  174 
Grape-like  sarcoma,  423 
Green  soap,  41 
(Tynandry,  513 

(jynatreRia,  congenital.    See  Atresia. 
Gynecology,  definition  of,  17 

meddlesome,  51 

H HEMATOCELE,  489 
differentiated  from  pelvic  cellulitis, 
267 
Ilsematocolpos,  516 

operations  for,  521 
Hematoma  of  the  vulva,  350 
Hsematometm,  516 

differentiated  from  ovarian  cyst,  460 
Hfematosalpinx,  275,  516 
Heemostasis,  124 

by  force- preHrtU  re,  400 

intraperitoneal,  124 
Harris*  segregator,  90 
Hemorrhage  in  carcinoma,  398 

management  of,  JJ05 

secondary,  treatment  of,  146 

by  hvpodennoclysis,  146 

treatment  of,  by  tamponade,  96 
Hemorrhage  vulvo-vaginitis,  172 
PIcmorrhoids,  450 
Hermaphrodism,  513 
Hernia,  136 

of  ovary,  711 

umbilirail,  450 

of  uterus,  711 

ventral,  152 
Herpes  vulvse,  189 
History  of  a  case,  54 
Hodge's  pessaries,  <)61 
Hot  hip  pack,  294 

water  douche,  93 
Howard,  H.  C,  on  recurivnt  gonorrlui'ii, 

328 
Hydatid  cyst  diffcifntiatetl  from  ovarian 
cvst,  4(»2 

of  Slorg-apni,  411,  444 
Hydatids  of  uitTus,  722 
Hydrocele,  ovariiin,  444 

of  round  ligiinient,  478 
Hydroneplirosis,  405 

difTercntiat».'<l  from  ovarian  cyst.  465 
Hydrops  tuba*  {dofliu-ns.     .s'«c  .Silpinjritis 

pn)fluens. 
Hydrosalpinx,  275,  317 

aspinitioii  of,  317 

tcclinique  of,  317 

conscrvativu  o|K'ratitin  for,  322 

diHbrentiati'd  Ifoiii  ovarian  cy^t,  400 
Hygienic  »livs<,  loO 
Hymen,  nialfonnations  of,  505 


Hypersesthesia  vulv»,  196 
ti-eatment  of,  196 
Hypertrophy  of  cervix  uteri,  658 

differentiated  from  carcinoma 
uteri,  402 
Hypodermoclysis  in  treatment  of  secondary 

hemorrhage,  146 
HyposjMidias,  508 
Hystenectomv,  314,  636 
abdominal,  306,  419 
indications  for,  314 
for  inversion  of  utenis,  710 
mortality  of,  420 
objections  to,  314 
radical  operation,  420 
in  treatment  of  carcinoma  uteri,  405 
of  endometritis,  250 
of  metritis,  250 
vaginal.     See  Vaginal  hysterectomy, 
after-ti-eatment  of,  418 
section,  419 

in  treatment  of  canunoma  uteri, 
415 
of  njyonia,  377 
Hysterical  vomiting,  treatment  of,  148 
HystenHnyomectomy,    complete     abdom- 
inal*,  389 
supravaginal,    386 
techni(|ue  of,  387 
Hysteropexy  in  treittment  of  retroversion 

of  uterus,  (571 
Ilysterorrhaphy,  technique  of,  674 

in  treatment  of  retroversion  of  uterus, 

671 
vaginal,  675 

ICHTHYOSIS   uteri   differentiated  from 
carcinoma  uteri,  403 
Iliac  glands,  extension  of  careinonia  uteri 

to,  405 
Incision,  cxplonitory,  92 
Infancy,  IK 

iKiricMl  of,  18 
Infantile  uterus,  500 

auatomv  of,  18 
Infection,  MH 

of  bl<MHlvcss<'ls,  160 
cause's  of,  102 
exciting,  103 
pn-disposinjr,  102 
classification  of,  1(57 
by  continuity  of  iiuicosii,  165 

of  prepuce,  HJo 
(lelinitioii  of,  101 
etioloiry  of",  102 
geneiai,  1  18 
localizcl,  148 

by  lynipli-  an«l  bloodvessels,  165 
I  of  lyriij>batics,  ItiO 

jiicvcniion  of,  l.')7 
M'plic,  2S 
'  Intlainnialion,  acute,  108 

can-.cs  <if,  102 
j  chronic,  lOH 

I  classitieati(»n  of,  167 
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Itillnniiii;i(i<<ii.  (U-linltion  of,  Ifil 

of  ovary.     jSc*-  Uvuriti.'.. 

[K-lviL'.     See  Peine  inHamitifttioiiM. 

of  rcjtroductive  or^atos,  Itil  • 
Inlljuiimatitry   tiunoi^  (HfTfivntiute*!   fnmi 

nvaiiiiii  c-vsl,   loG 
Iiiyi«a"tion,  ^'^ 
Instruiaii'nt  poufhes,  Xi 
Iiistruiiifnlal  ^'xnniinaiion,  6H 
Intunm'nstnuil  pain,  7H1 

[KTuxiic,  7H1 
Inttrstitial  emloiiietritL's  'i24 

myoma,  3(52 

pregnancy,  48.'{ 
Intustinal  u^1a^ton)o^i^  S07 

opening:,  ttchniqiip  in,  3<^H) 

tiuuorH  (litJei-uutuitfd    from    floctoaal- 
liinx,  •iS4 
Intestines,    adliercni,  differentiated    from 

stu'tomilpinx,  *J:84 
IntraligiiineiUons  cyst,  rcuioval  of,  474 
Intruiiiunil  niyoiim,  'M2 
lnti»\n.n'hom"A  hu-uuwta.sis,  1*24 
Intra-uteriia-  sly^jtit's      in      treatment    of 
myoma,  374 

tamjwinadlo,  Vfi,  242 

in  Iniitmenl  of  invonHi.  374 

treiiUuent  of  t'Tidomctritis,  240 
In  vera  ion  of  ulfrns,  (i*.>7 
Isthuiic  jin'unanry,  483,  484 

KP'LIXXi<i    cm    Alt-xnnder's   operation, 

Kelly,  on  tnLs|>enslo  uteri,  673 
Ktdlv's  rvHtosoope,  80 
f«id/4S 

pmetnwo[)e,  79 
Kidney,    dwplace*!,    differentiated     from 
ovanan  cyst,  4t)0 
diNpltirenit'iit  of,  4Go 
in  hoi!(tw  of  siKTum,  405 
Kobfll'ti  tubules,  441 
Kolj>o-kli^i.sis,  o!)5 
Kniskf's  iixclKion,  134 
Kraurosis  vidvjp,  171 

pntholojEry  of,  169 
trtsatment  of,  101 

LACERATION'S  of  cervix  lUeii,  552 
anterior,  553 
bil.'iteml,  553 
I'aoHes  of,  .>')2 
ilinKiiosis  of,  5f>2 

difTorential.  5«?6 
direi'liorr  tA'  teiir,  553 
extent  of,  553 
tnteral,  5-j3 
pjitlioltufv  of,  552 
]M)HU<nnr,  553 
propfiylniis,  506 
rewidLs  of,  552 
8ynii)tom.H  of,  5<31 
tresiitn»eii(  ttf,  5(i(5 
unilutenii,  554 


liicenitiong  of  jperineitui.     Set  Perineum, 

laeeratiodiH  of. 
Liiftic  arid  Iwrteria,  173 

ii(  relation  to  ra^nnitis,  173 
Liingbuiib,  layer  of,  42S 
Lapurotoniy,  sinuses  tollowing,  151 
Large  round-cell  narcuaia,  424 
Leiomyoma,  351) 
I^iter's  cysttw'Oije,  87 
Leucupliikia  cyslilis,  XW 
Levator  ani  nmJH.4e,  functions  of,  526 
LigaluiTWJ,  ealgut,  125 
in  hvwterectomv,  41U 
silk,'l25 
Lipoma  of  vulva,  355 
Lithotomy  in  trentnient  of  ry.Mtiti.-*,  34*J 
Lith*»tritv  in  tix-atmeiit  of  eystiiis,  34«» 
Liver,  enlarged,  ditlerentiated  from  ovarian 

cyst,  401 
Local  ti\-atnient,  f>3 
Ijomnn  on  troTiorrha?a,  164 
Longtiiidinal   ineision   of  cervix    uleri  iu 

removal  of  myoma ta,  379 
Ixm^'eiir,  on  kinnrosis  vulvae,  189 
LordH'  douche  pHn,  ^'i 
Lubricants,  51 
Luinlwir  glandK,  extension  of  earcinoma 

uteri  lo,  405 
Lupiisof  vulva,  180,355 
Lympliutie*,  infection  of,  166 

MACKENRIUjTS'  operation  f..r  vesict^ 
vngitnd  tL>*tnla,  5St'.J-(l(H 
Major  ope  nit  ix>ii«,  119 

after-ti^eatment  of,  143 
bludder  in,  144 
bowels  in,  144 
by  ftHKi,  145 

by  hy|>fH!emm«"Iysiji,  146 
pain  in,  144 
by  tv^l,  M3 
i*c**nn(iarv     hemorrhage     in, 

1 W 
fslowk  in,  145 
tliirst  in,  444 
dniinatre  iti,  135 
preiHinitory  tniitment  for,  120 
siniiMes  folinwin^,  151 
ppnti/rex  in,  12H 
Malformation.*!  of  anus,  505 

eonjirenital.    S<^  Ck>U|jreni(Al  nuilfomuk* 

tiotis. 
of  Fnllopiiin  tubes,  498 
absene^  of,  4i>8 
acce»*ory,  4V>H 
increased  lenKth  of,  498 
,  rudimentary  development  of, 

498 
sui>enumiemry,  4^ 
of  hymen,  505 
annular,  505 
ort^f'entie.  505 
cribrifomi,  505 
feDet»tntle«l,  505 
fragile,  5(*5 
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Ihlfonnadoos  of  faTmen,  noicbeil,  oO-3 
thick,  5(6' 
tbin,S(lo 
toagfaf  -505 

of  ovaries,  4t*6 

of  uterasi,  acceKoix,  501 

faioornaUf.  501 

doable,  501 

in&ndle  uterus.  500 

premature  dev^lopinent  of,  50S 

deltas,  502 

muGomis,  503 
of  vagina,  504 
of  vnlTa,  505 
Malignancy,  diagnmis  ot,  in  ovarian  cvst. 

Malignant  tumors  of  bladder,  481 
Mal-Mcations  of  uterw,  500.     &re  Uterus, 

mal-locatioQS  of. 
Martin,  X.,   on   resection  d    ovarv,  im^ 

323 
Masaage  for  dii<p]acement«,  294 
for  ovaritis,  294 
for  pelvic  inflammation,  294 
for  peritonitJH,  294 
*  for  salpingitis,  294 
Ma«tarfaaticHi,  oaib«:is  of,  512 
Mature  uterus,  2:^,  24 
Maturity,  period  of,  25 
Menopause^  abnormal,  27 
anatc»ny  of,  26 
normal,  27 
perik  of,  27 
period  of,  26 
phenomena  of,  27 
physiology  of,  26 
symptoms  of,  27 
Menorrhagia,  72U 
diagn<)i«is  of,  723 
etiologj'  of,  720 
of  girls  72:i 
treatment  of,  724 
electrical,  725 
local,  724 
surgical,  725 
systemic,  724 
Menstrual*  discharge,  amount  of,  30 
Menstruation,  1«».  (W,  713 
anatomy  of,  20 
dl«>rden>  <if,  713 
fretiucnt,  20 
phenomena  of,  19 
precocious.  20 
prematuiv,  71.*»,  714 
protrsKttvl,  20.  713,  714 
scanty,  20,  71s 
stages  of,  19 
vicarious,  717 
Metastatic  cancer,  397,  4o.", 
Metritis,  19S,  250,  715 
acute,  203 

i-auses  of,  203 
exciting,  203 
predisposing,  203 


►  of,  207 


t  Mecritis,  acute,  diai 
I  edokiccr  <^.  :»3 

patlKJ^i^  of.  216 
pfognae«>  ^W.  AC 
»\-m|itoniatok^  «L  A^ 
tivatment  of.  iSlC 
chronic.  251 

a  caujie  of  anievenaoo.  67S 
cirrhotic,  252 
diagn<ei;^  of.  255 

differential.  255 
differentiated     &vhu     caictDoma 

uteri.  403 
edology  c^,  252 
hypeitropfay  of.  252 
intei^itiaL*252 
patholof^  4^,  252 
physical  signs  of.  255 
symptoms  i^.  255 
tKatment  of,  256 
clasdtication  of,  2in 
anatomical,  201 
etiological,  2lU 
patholt-tgii^^l.  AH 
differentiatctl  fnun  ovarian  cy«,  459 
nomem'bture  of.  2(.>2 
treatment  of.  25t» 

by  hy.-itereottwny.  25(.» 
Metrorrhagia,'  720,  725  ' 
Minor  operations.  98 

prepaiatorv  tivatment  for,  l*it 
tables  for,  99 
Mole,  cystic,  of  uterus,  "22 
fleshy,  of  utenvs,  722 
hydatifomi,  of  uterus,  722 
Mootx'vstic  ovarian  timiors.  435 
Morcellatit»us  of  myoma.  377 
Morcel  lenient  of  niymnata,  377 
MoTgagiii,  hydatid  of,  441 
MuciXis  lK>lyj».  225 
Muller  s  ducts  or  canals.  497 
MultiKx*ubir  ovarian  c\-st,  4,'V5 
Multiple  o|x'nitions.  U»5 
Muscles,  hulKvcavemoiis.  52l> 

tninsvcrsus  jH'rinei.  52\^ 
Myitises  of  vulva.  1S2 
Myelitic  vulv^vvaginitis  170,  1^1 
diagii<v.ls  of,  ISl 
symptoms  of.  ISl 
intitmont  of.  181 
Myoma,  ;Vv< 

anatomy  of.  ;V»8 
tvrvii-.il.  3«i.") 
clasMtii*:nion  of.  ,3l»l 
diajnuisis  ol".  3j>8 

by  otiijoincd  exanunation,  3(>8 
bV  curi'tlc,  3r>9 
differential,  .3t»9 
by  inspection.  3»>8 
by  ]vtl))ation.  3tiS 
by  S4»und,  3t>9 
ditTemitiatetl   fn»m  carcinoma   uteri, 

401 
enucK'!»li«>n  of,  377 
etiok^y  of,  358 
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Myoma,  of  the  Fallopian  tube,  441,  476 
histogenesis,  359 
histology  of,  359 
interstitial,  362 
intramural,  362 
location  of,  361 
morcellations  of,  377 
pathological  anatomy  of,  368 
pedunculated,  364 
prognosis  of,  373 

non-operative,  373 
post-operative,  392 
of  round  ligament,  478 
Harcomatous  degeneration  of,  427 
secondary    changes,    calcification  in, 
360 
cystic  degeneration  in,  360 
fatty  degeneration  in,  360 
malignant  change  in,  360 
mucoid  degeneration  in,  360 
septic  infection  in,  360 
small  pedunculated,  376 
removal  of,  376 
treatment  of,  376 
submucous,  362 
subperitoneal,  364 
symptoms  of,  366 
hemorrhage,  366 
miscellaneous,  368 
pain,  367 
pressure,  367 
traction,  367 
treatment  of,  374 
by  curettage,  375 
by  electrolysis,  374 
by  intra-uterine  styptics,  374 
by  intra-uterine  tamponade,  374 
by  lijrature  of  arti-rv,  376 
by  manipulation,  374 
by  medication,  1^74 
by  palliative  opt-rat ions,  375 
l>v    nidical    vaginal     o{)enitions, 

by  removal  of  appendages,  376 

snrgieal,  H7"i 

by  vaginal  hysterectomy,  !>77 
uteri  (lifTerentiated  from  ovarian  cvft, 

4')!) 
uterine,  67 
vaginal,  oj>enitions  for,  377 

removal  of,  contraindications  for, 

Myomata  of  ovary,  4ol 

radical  ojH'ratioiis  for,  .'Wl 
Myoiiicctoiny,  alHlominal,  .'Wl 
dniina^e  in,  ;?Sl 
vatritial.  .".SI 
<birin<:  ]ircLMiaiicy,  '.VXl 
Myosilpinx,  I'TO 

Mvxoiiiatons  de^rcneration  of  ovarian  cvst, 
4:57 

YAIU/nilAN  -lands  ">".7- ".f.:'. 

11      Ncedio,  1(;7 

Nc'isser,  gonococcus  of,  ;»<),  Id:?,  '1{Y.\ 


Nephrectomy,  309 

Nephritis^  347 

Nerve,  sciatic,  palpations  of,  65 

Neuroma  of  vulva,  355 

Nitze's  cystoscope,  87 

Noeggerath  on  chronic  gonorrhoea,  164 

OBSTRUCTION  of  bowel,  136,  150 
causes  of,  150 
diagnosis  of,  150 
prognosiiT  of ,  150 
treatment  of,  151 
Operating  tables,  99 

Operations,  extravesical,  in  treatment  of 
c;fstiti8,  346 
major,  119 

after-treatment  of,  143 
bladder  in,  144 
bowels  in,  144 
by  food,  145 

by  hypodermoclysis,  146 
pain  in,  144 
by  rest,  143 
se<>ondarv    hemorrhage    in, 

146 
shock  in,  145 
thirst  in.  144 
drainage  in,  135 
preparatory  ti-eatment  for,  120 
sinuses  following,  151 
sponges  in,  128 
minor,  preparatory  treatment  for,  99 

tables  for,  99* 
multiple,  105 

plastic^  for  mal-locations  of  uterus,  t>31 
preparation  of  patient  for,  46 
radical,     vaginal,     in     treatment     of 

myoma,  376 
for  ret-to-vaginal  fistula,  t>07 
vaginal,  for  myoma,  377 
ju-eparations  for,  49 
Ovarian  cyst,  4:i3,  434,  451 

adhesion  of,  diagnosis  of,  453 
aspiration  of,  453 
clinical  historv'of,  451 
conjoiiHxl  examination  of,  452 
contents  of,  4;57 
degeneration  of,  437 
calcarc«tus,  437 
fatty,  434 
malignant,  437 
niyxomatotis,  437 
diagnosis  of,  451 

differential,  454,  455 

from  alHlominal  contrac- 
tion, 456 
from  ascites,  462 
from      bicomate     preg- 

•nancy,  458 
from    oircinoma     uteri, 

459 
from    I'vst    of    uraehus, 

4«il 
fnmi    dilated    stomach, 
457 
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Orarian  cyst,  diagnosis  of,  differential,  from 
displaced  kidney,  461- 
465 
from  distended  bladder, 

457 
from    encysted    ascites, 

462 
from  enlarged  gall-blad- 
der, 461 
liver,  461 
from   fat   in   abdominal 

wall,  456 
from  fatty  timiors,  461 
from     fecal    accumula- 
tion, 457 
from  hnematometra,  460 
from  hydatid  cyst,  462 
from  hydrometra,  460 
from       hydronephrosis, 

458,  465 
from  hydrosalpinx,  460 
from    inflammatory'  tu- 
mors, 456 
from  metritis,  459 
from  myoma  uteri,  459 
from    pancreatic     cyst, 

459 
from  parametritis,  460 
from  ixjlvic  abscess,  460, 
from  ])eric8ecal  abscess, 

460 
from  peritonitis,  460 
from    phantom   tumors, 

456 
from  physometra,  460 
from     pregnancy,    456, 

458 
from  pyometra,  460 
from  pyosalpinx,  460 
from  renal  cyst,  462 
from  sarcoma  uteri,  459 
from   tubal    pregnancy, 

458 
from  tym{)anite8,  457 
from     uterine     tumors, 
456 
malignancy  in,  -ioS 
incision  of,  exploratory,  45.*} 
inspection  of,  451 
measurements  of,  453 
multilocular,  4:i5 
palpation  of,  452 
percussion  of,  452 
proenosis  of,  453 
proliferating,  435 
removal  of,  167 
tapninj;  of,  453 
unilocular,  434 
hydrocele,  444 
tumors,  44(),  451 

cystic,  (liHcrentiated  from   sacto- 

salpinx,  2^3 
infection  in,  446 
monocystio,  435 
polycystic,  435 

4P 


Ovarian  tumors,   pressure   symptoms  of, 
450 

rupture  of  cyst  in,  448 

secondary  changes  in,  446 

symptoraatolo^,  449 

twisting  of  pedicle  in,  447 
Ovaries,  absence  of,  497 
accessor}',  496 
malformations  of,  496 
Bupemumerary,  496 
Ovariotomy,  467 

as  a  cause  of  sterility,  734-739 
complications  of,  473 
for  intraligamentous  cyst,  474 
during  pr^[nancy,  475 
Ovaritis,  285 

diagnosis  of,  287 

differential,  287 
etiology  of,  286 
modes  of  infection  in,  286 
pathology  of,  286 
physical  signs  of,  287 
symptoms  of,  287 
treatment  of,  288 
Ovary,  adenoma  of,  436 
anatomy  of,  22,  433 
carcinomata  of,  431 
contraction  of,  731 
cortex  of,  433 
cyst  of.    iSee  Ovai-ian  cyst, 
cystic  d^eneration  of,  435 

tumors  of,  433 
dermoid  cyst  of,  437 
displacement  of,  497 

congenital,  497 
fibromata  of,  431 
glandular  cvst  of,  435 
Graafian  follicles  of,  433 
heraia  of,  711 
hilum  of,  433 

inflanmiation  of.     See  Ovaritis. 
me<lullary  zone  of.  4;W 
myomata  of,  431 
papilloma  of,  431 
])apillomutn  of,  439,  440 
papillomatous  t-yst  of,  439,  440 
resection  of,  323* 
rudimentary,  497 
sarcomata  of,  431 
sclerosis  of,  7.31 
solid  timiors  of,  431 

diagnosis  of,  432 
treatment  of,  432 
vascular  zone  of,  433 
0\'ula  Nal)othi,  216 
Ovulation,  21 

theories  of,  21 

!  l).\rHYDP:KMA,  350 
J       diagnosis  of,  351 
Pachv|H'ritonitis,  290 
Pad,  "Dudley's,  48 

Kelly-;,  48 
Pain  in  carcinoma,  399 

intermenstrual,  731 
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Piil|>ation,  08 

P(infi^t?atic  vyift  dilUTeiitijiUHl  fn«u  ovaiiun 

l*u[»illnmu  of  ovanr,  4!il 
i*iipillijiuutoiii<  cyst  of  ovarv,  -l^W,  4411 
I^tnwnetria,  extt-iwioM  nf  mrf inonia  uteri 

(.1,  4<l'» 
I*ar,i)iK'tritls  ;i.-%  ;i   i.-aiist'  of  f^ivrilitv,  7:^4- 

7:v.i 

(liUfivntiatctl  frutii  uviiriaii  cvat,  4tiO 
[Vrnvjigioilis,  IK" 

irtntiiieJil  i»ft  1^7 
Pupovamri  i-yat,  4'S.\  441,  442 

diagutwis  of,  dilieroiitml,  454 
Pnrovariiun,  43:1 
Pavfment  oull  riirt'iiiatitu,  .'iy4 
IVtlirlf,    iMislinj;   <if,    in   oviiriau   tiiiuors, 

447 
PediuKMiluU'J  myoimi,  'M'A 
Pulviu  uhst;w*s  «tiillerenliatetl  i'ruiii  <jvai-iaii 
lysl,  4tiO 
celfidiJis,  '1(H) 

niintiiiiiy  of,  2<j() 
diagncwis  ni",  2(i4 
diilerentiul,  'itkJ 

from  jipiHiidicitus  207 
troiu  hii'niiiliK-elf,  2117 
fmni    jH-lvir    |K.Titonitis, 

2t»a 
fiiiuii    |>eri.sy|»hdiiti<'    nlt- 

HffSij  2(!7 
from  [)Mii!i.H  al»i4v^«4,  2<>7 
frnju  pyosiilpiiix,  2fi7 
from    rt'Ufj-uterint'  (n'ri- 

tonUi.s26<i 
from  wiHtiuu"oiLH  mvotim, 
2ti7 
etiolo^'-y  of,  2^'il 
patliolugy  of,  2()1 
8_\TnptnniH  «>f,  2(i4 
floor,  anatoniv  of,  013 

iiil1:Lniiiiuliun,  el'uilnfry  of,  258 
roiili'f*  oft  2^i7 
-iiiTiiifiranc^  of,  2'5<> 
IK-rihinitiH,  2KH 
adln-sivr,  2SH 
di)iK"ot»i.s  of,  2^U 
exndaliv.',  2WK,  !i8fl 
jilnulu",  2KH 
syniptoiij-M  of,  2W 
trfjilnmnt  of,  25>1 

by  electricMiy,  294 
by  hoi  liij)  |>uck,  294 
\ty  niiixsjiuv,  294 
medical,  2V12 
iion-stirgiLnl,  292 
Hurjrienl,   hv   alKlonunul   ««et'- 
tioii,"  'IW 
by  lai«irotoniy.  2'.*7 
titben-ular,  299 
Pelvirt,  fOUiHitive  iifihiie  of,  HI  It 
Percufwion,  <W 

wave  of  ovarian  «'y»t,  4d2 
Perilyntphaiiffitis,  201 


Periiuelritiw  »n  a  caiue  of  literiUty,  734-730 
Perineorrhaj^hy,  582,  035 
afk-r-itvaliot-nl  of,  546 
ojmpli^li',  .VI9 

after-trtatiiifiU  of,  551 
cleniidalinri  in,  55<.J 
|U].ssiji>;  of  siiturus  in,  5'>1 
prejtanilory  trt-jitjijem  for,  550 
daj>-*j.iliuiiiy,  546 
leclim.nK-  i>f,  532-&I3 
Perineum,  o24 

anuloitiy  of,  524,  525 
fmiftioixH  of,  525 
Ijn't'rationK  of,  527 
cauac's  of,  527 
itrnjiilelt',  527 
prevention  of,  527 
a-MiIlM  of,  52^ 
MurxtT)'  of,  5^^2-543 
Periphlibilis,  201 
PerisalpJnx,  270 
PvriH^ihilittc  ahmvHe*   differenlialvd   frotii 

(»t4vir  colliilitits  207 
Pe)-jt«vneiini,  gyiifiitl  infection  of,  148 
Peritonitiii   as  a  laase  of   Hterilitv,   734- 
739 
ditli'rfmiatt>d  fnaii  ovarian  vvisl,  460 
|M.!v)(-.     .SVt'  Pelvif  peritonitu*. 

ditlervmiated    from  pelvic  cvllu- 
litiw,  200 
ivtro-uti.'rini',  diflerentieted  fmiii  jiel- 

vic  rolIulili.H,  20<i 
st'ptjr,  139 

trtiitiiH'nt  of,     S«-f  Pelvic  i)entonitiN. 
Ptassiries  jidjiisittnent  of,  057 
v\iUrl  Smith's,  60O 
EmuK-t"?«,  t)(»U 
fuiutions  of,  <MiI 
Ho<tKc*'s.  001 

in  rual-l<Katit>iw  of  uterius,  030 
Si4iidl2f's,  fi02 
Th<irna»*,  *>01 
PliniUom     tiiiiio»>     diffetviitiattii      from 

ovarian  tyt»t,  450 
Phy^*iolo^M^•a  I  i»erio{in,  17 
Phvw^iiH'tr.i    (liffi-rt-ntiatwl    from   ovarian 

JvHt,  4m 
Pin-hole  «»  iit«ri,  FriU-lit*'  operation  (or, 

221 
Pliicent.1,  rt'tained,  difTeivntintcd  fivmi  car- 

cinonia  utfri,  402 
Pneuiuoc(K"L'ii8.  30 
Polk  on  re!*e«'tJOH  of  ovitrj*,  324 
Polycystir  ovarian  tiunors,  435 
Polyp,  nnii'ous,  225 
polypi  of  urethra,  479 
PoIypoi<l  i*nd«imHrifis,  225 

"••nbirKt'ini'nt  ol  i-crvix  ut4.Ti,  215 
Po?it-al)onuin  t*ndoniftritii«,  227 
Poiirlics,  iiiMtninient,  35 
Po7,«i,  ditltiisi*  (tdlulilis  of,  262 
Pn'<'<H-ioiis  riionsmmtion,  20 
Presnanry,  alMl(»niiniil,  41K),  4VU 

bicorinatc',  difTerentJatecl  from  orarian 
cvHi,  45K 
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Premianov,    ditlerentiated    from    ovanan 
cyit,  456,  458 
iiiyoniectomy  during,  392 
operations  during,  105 
ovariotomy  during,  475 
tubal.     See  Tubal  pregnancy. 

differentiated  from  ovarian  cyst, 
458 
from  sactosalpinx,  283 
Prepuce,  adherent,  513 
anomalies  of,  509 
redundant,  512 

treatment  of,  512 
Probe.  75 

Procidentia  uteri,  623 
Proctoscope,  Kelly's,  79 
Prognosis  of  myoma  after  ojiemtion,  392 
PiT)lifcratiag  ovarian  cysts,  435 
I*rotracted  menstruation,  20 
Pruritus  vulvae,  191 

cauHes  of,  192 

circulatory,  192 
mechanical,  192 
parasitic,  192 
thei-mic,  192 
secretory,  192 
diagnosis  of,  193 
etiology  of,  192 
pathology  of,  192 
symptoms  and  course  of,  193 
treatment  of,  194 
Pteudodiphtheritic  vulvo-vapnitis,  170 
P^toas   abflcess  difTerentiated  from   pelvic 

cellulitis  267 
Puberty,  18,  23 
cjtre  during,  23 
goitre  of,  24 

treatment  of,  24 
period  of,  18,  23 
Puerperal  atniphy  of  the  uterus,  254 
Pvwmia,  29 
pyelitis,  347 

treatment  of,  347 
IVometra  difTei'entiated  from  ovarian  cyst, 

460 
Pyoaalpinx,  275 

differentiated  from  ovarian  cyst,  460 
from  iielvic  cellulitis,  267 

REtX)RD  of  a  cswe,  53 
Rectal  touch,  65 
Rectocele,  529,  5:W,  621,  622 
Rec'to-vaginal    fistula,    579.     See.   Fistula, 

rectivvaginal. 
RecUvvesical  fascia,  525 
Ri'ctum,  examinati<m  of,  78 

extension  of  carcinoma  uteri  to,  405 
Renal    cyst    differentiated    from  ovarian 

cyst,  462 
Ret'roflexion,  639 
course  of,  643 
diagnosis  of,  644 

differential,  645 
etiology  of,  643 
pathology  of,  643 


Retroflexion,  symptoms  of,  643 

treatment  of,  t»46 
Retroversion,  course  of,  640 
degrees  of,  642 
description  of,  639 
diagnosis  of,  641 
etiology  of,  639 
prognosis  of,  641 
symptoms  of,  640 
treatment  of,  642 

by  abdominal  fixation,  671 

by  Alexander's  operation,  663 

by  Brand's  method,  646 

by  hysteropexy,  671 

by  hysterorrhaphy,  671 

by  manipulation,  646 

by  massage,  646 

methods  of,  646 

obstacles  to,  646 

by  pessaries,  656 

by  surgical  operations,  662 

by  suspensio  uteri,  671 

by  ventral  fixation,  671 
Round  ligament,  cyst  of,  443,  478 

fibroma  of,  478 

hydrocele  of,  478 

myoma  of,  478 

shortening  of,  663 

tumors  of,  476 
Rudimentery  ovary,  497 

SACRAL  resection,  134 
Sactoealpmx,  275 

diagnosis  of  adlu^ions  in,  284 
by  anwsthesia,  284 
differential,  283 

from  adherent  intestine, 

284 
from  appendicitis,  28^i 
from  ceUulitiR,  283 
from  cystic  ovarian  tu- 
mor, 283 
from   displaced  abdom- 
inal organs,  284 
from     fecal    accimnila- 

tions,  284 
from   intestinal  tumors, 

284 
from  solid    tumors  of 

tubes,  283 
from   tubal    pregnancv, 

283 
from  tumors,  284 
from    uterine   displace- 
ments, 284 
hsemorrhagica,  275 
purulenta,  275 
Herosa,  275 
Salpingiti-s  270 

as  u  cause  of  sterilitv,  734-739 
classification  of,  272' 
diagnosis  of,  280 
differential,  283 
etiology  of,  273 
fidlicufar,  278 


^M                   ^^V                 ^^^^^^^^^1 

^^H               liklfdligitis  islhiiui'!)  (iimIoni,  441 

Siinft'  ftirette,                              ^^^^^^H 

^^H                       |)Allinlitfiry  III',  'J7.S,  277 

IxHition^,                                       ^^^^1 

^^M                       pliysicul  exuininntiun  in,  2^1 

enrrect,                                    ^^^^| 

^H                       |tmfliu>ii.-s  2.H(I,  7:Vi 

iticorrtH't,                                 ^^^^| 

^^1                       pm^niioLH  itr,  2K4 

l.itenv|irone,                             ^^^^H 

^^^                      syiiiploiiis  of,  278,  280 

.sj>efuliini,  t»i»                                    ^^^^B 

^^m                     tn-a(nit')ii  of,  28;*) 

Sinuses,  ftdlowiut;  kipiimtouiy,  lol              ^H 

^^1                       InUrctilar,  281 

major  openitious,  I.'il               ^^^H 

^^1                           iHivj^riiiKLs  of,  (lifTei-entia!,  283 

prevention  of,  l.'il                            ^^^^| 

^^H                       Vi«gi>tjius,  278 

Skene's  gbnd^,  327,  47U                        ^^^1 

^^H                Sttl]iiiipi-Mtijnmlnnik<,  ^^22 

;;onorrho>a  of,  177                   ^^^^| 

^^m               .Silr  solution,  iinniuil,  138 

Siimlt  nvunrUvll  t^ireonm,  423             ^^^^| 

^^H               Smii^t  (Ml  ^ruiitirrhifu,  1(54 

.Snikli'H,  Albert,  pessaries  660              ^^^H 

^^H                Sn|Hv  vitHtlis,  42 

Soimd,                                                     ^^^^1 

^^M              8Npm'iui;i, 

intHNliietion  of,  77                           ^^^^| 

^^m               Snri'onjH    di  He  ten  tinted    fmin     eareinonia 

tS]>eeu1ujri,  Siimni's  7o                             ^^^^H 

^H                                  uteri,  402 

^^^H 

^^m                              from  i'TuloiiielHliH  2.'^') 

ttKHJiliefltion  of,  69                   ^^^^B 

^^H                        of  tUr  K»]loi));in  tulies,  47{) 

devebin<rK,  69                  ^^^H 

^^H                         111'  ntvthm,  -I7U 

««eir-ret;tiiiing,  69                     ^^^^| 

^^M                        ntcti.  eunixi'  of,  424 

Spermatozoa,  735                                   ^^^^| 

^^m                             ittit^niMJs  of.  424 

ahrtenee  of,  735                               ^^^^| 

^H                               ilitTervntiiilotl   froni  ttvtn-iiiii  evKi, 

^^^^H 

V                                   159 

SpinrlleHM.'!!  mreoiiia,  42>'i                       ^^^^H 

r                                        hislo^-ueisis  of,  12.'l 

Spiral  spring  in  inversion  of  ntenis,  709      V 

f                                           hiixi"  i"<>tinii  rell,  42::,  424 

Sfiuuiuous  cell  ciirt'inonia, 3iH                         H 

1                                        j«ilhi>fo),'i«iI  itnalimty  ni\  423 

Sta]>Iiyloctx'eu8, 2i)                                          ^M 

f                                       small  roiiiul  ('ell,  424 

Sieain'  Kterilixer^,  hi{i;h-preit(iur«,  33             ^M 

M                          _               h|ijmltt'  irll,  423 

Sterility,  t)84,  713,  733                           ^^H 

-.yfiijiloms  of,  424 

absolute.  I'M                                       ^^^^H 

lix-ntitient  of,  427 

734                                    ^^^^1 

viirifiii-s  of,  423 

eau.«^  of,  7^(4-739                            ^^^^| 

of  viiKinii.  "t'l? 

lu-quireil,  71^731)                    ^^flH 

\                               of  vulva,  o.'i-l 

ejinincle  of  urethm,  734-739          V 

in>!itiiii'iil  of,  ',M}4 

eoTijfenitiil,  734-730                   ^^^H 

Sitt'onrntii  of  ovary,  4;J1 

endojuetritis,  7^^-739             ^^^^1 

'                      S«'«mv  iiu'ustniutioii,  2l\  718 

intermedinte.  737                     ^^^^| 

!                      8chl««>cli'ii  Holutloiis  of  i'ltoaini?  for  ansea- 

ovnrioioiiiy,  7.'14-7.'{9                ^^^^H 

)                         thoMn,  UN) 

ItsinitiietritiM,  734-739             ^^^^| 

[                     Hcltroedor  on  Bo«u»rrhn'!i,  ltt4 

perimetritis,  7.')4-739              ^^^^| 

1                       S'Urooiler's  melhcKl  of  <]iliiliii|;  the  ut*ni«, 

{Peritonitis,  7^H-739                  ^^^H 

5              1^-. 

1                              o[«'i7ilK>n  on  ei-rvix  uteri,  57.'> 

ratpinj^ltis.  734-739                   ^^^H 

tumors,  734-739                              ^^| 

for  emitK-ervieitin,  219 

uterine  atrophy,  734-7;j9  ^^^H 
cla^Kiru-aliiiti  of,  733                          ^^^^M 

'                       S'lniltr'f*  (iielhi^l  of  exaiiiinntion  of   cer^ 

vinil  vnt-n-nous  217 

eon^^eiutal,  73fi                                   ^^^^H 

1                               ttesssirie^,  <iri2 

r                      S»>iiitie  nerve,  [wiliwition  of,  rt5 

deiinition  of,  733                              ^^^^| 

dLi);ni**^i^  <'^  ~39                               ^^^^H 

'                        Selei-osis  of  ovuiy,  731 

etiology  of,  734                               ^^^^| 

Si'ifivKiUiiui,  IH> 

progiiosiin  of.  739,  740  ^^^^| 
reliitiTe,  73-1                                    ^^^^| 

iS-nile  en«lo^^elriti^  221^ 

1                               uterus,  2*^ 

HtatiHtii-M  ^if,  71ii\                              ^^^^M 

vtilvit-va^iuitits  170,  183 

tiY^itment  of,  739-740                    ^^^H 

1                     Senility.  di*rmlet"»»  of,  27 

Steriliziiliou,  41                                        ^^^^| 

iM'Vioil  of,  2fl 

of  jtp^iliunces,  44  ^^^^| 
of  assl!«Uints,  41                                   ^^^^H 

S<.psi)s2S,  148 

Seplwie  uieni\  o()2 

of  lieiinl,  43                                         ^^^^| 

Sejitie  emlouietntU,  881 

«tl>:o),  44                                     ^^^^M 

infeetiou,  28 

dre<«tn^,  44                               ^^^^H 

|ie>ilonl(it,  139 

43                                       ^^^^H 

S*'|ilieieinin.  2^* 

handn,  41                                        ^^^^H 

S'ltitiiml  tumors  -128 

of  iiiKtnmient«t,  44                          ^^^^H 

Silk  li|nitim>i,  l2.^ 

^^^^H 

Silkworm  nilk'ut,  NlvriUnliun  itf,  44 

(i|H'n)iiir,  41                                ^^^^H 

Simon'*  s|M<eu)uni,  7*> 

i 

^^^^1 
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Sterilization  of  silkworm  catgut,  44 

of  sponges,  44 

of  towels,  44 

of  water,  44 
Sterilizer,  Dudley's,  86 

steam,  37 
Stitch  abscesses,  152 
Stitch-hole  abscesses,  127 
Stomach,  dilated,  differentiated  from  ova- 
rian cyst,  457 
Streptococcus,  30 
Styptics,    intra-nterine,    in   ti-eatment  of 

myoma,  374 
Subinvolution,  555 
Sublimated  gauze,  46 
Submucous  myoma,  362 
Subperitoneal  mvoma,  364 
Sub-urethral  abscess,  332 

treatment  of,  332 
Superficial  cystitis,  337 

vulvo-vaginitis,  182 
Supernumerary  ovaries,  496 
Suppurative  cystitis,  337 

vulvo-vaginitis,  172 
Supravaginal  hysteromyomectomy,  386 
Suspcnsio  uteri  in  treatment  of  retrover^ 

sion  of  uterus,  671 
Sutures,  api)lication  of,  110 

removal  of.  111,  152 
Syncytioma,  428 
Syncytium,  428 
Syphilis    differentiated    from    carcinoma 

uteri,  402 
Syphilitic  vulvfvvaginitis,  170,  182 
treatment  of,  182 

warts,  351 

TABLE,  examining,  57 
Tables,  operating,  119 
Tremlelenburg's,  119 
Tait's  flap-splitting  oi)eration,  548 
Tampon,  95 
Tamponade,  95 

indications  for,  96 
intra-uterine.  96,  242 

in  treatment  of  myoma,  374 
in  treatment  of  hemorrhage,  96 
vaginal,  96 
Tates'  treatment  of  inversion  of  uterus,  708 
Taxis  in  treatment  of  inversion  of  utenis, 

706 
Technitjue,  aseptic,  31 
Tenaculum,  uterine,  <»4 
Tents,  113 

dangei-s  of,  113 
perforation  of  uterus  by,  116 
sesi-tanprle,  1 1 3 
sponge,  113 
tupelo,  113 
Thomas'  curette,  117 

IK'ssjiries,  (>61 
1  forceps,  64 
Topical  applications  to  uterus,  97 
to  vajjina,  98 
to  vnlva,  98 


Torsion  of  uterus,  696 
Trachelorrhaphy,  5t>6 

after-ti-eatm'ent  of,  578 
in  atypical  caae,  575 
denudation  in,  570 
preparatory  treatment  for,  567 
results  of,  578 
secondary  operations,  567 
sutures  in,  571 
Transversus  perinei  muscles,  529 
Traumatism,  523 
etiology,  523 
non-puerperal,  523 
pueqHjral,  523 
symptoms  of,  523 
treatment  of,  523 
Treatment  of  acute  metritis,  207 
abortive,  208 
expectant,  208 
palliative,  208 
pn>phylactic,  207 
surgical,  208 
of  acute  inversion  of  titerus,  705 
aftei^,  of  major  operations,  143 

of  vaginal  hysterectomy,  418 
of  amenorrha»a,  718 

local,  718 

systemic,  718 
of  anteflexion,  686 
of  anteversion,  679 
of  atresia,  520 

of  carcinoma  uteri  bv  hysterectomy, 
405 
vaginal,  405 

of  the  vulva,  1^54 
of  chronic  metritis,  256 
of  cystitis,  340 
of  deciduoma  malignum,  428 
of  diphtheritic  vulvo-vaginitis,  179 
of  dysmenorrhcea,  731 
of  eczema  vulvse,  188 
of  elephantiasis,  351 
of  emphysematous  vaginitis,  187 
of  enoocervicitis,  218 

bv  Schrocfler's  o|K^mtion,  219 
of  eufloinctritis,  237 
of  funmcular  vulvitis,  186 
of  glandular  vulvitis,  1S5 
of  goitre,  24 
of  gonorrhd-al  urethritis,  330 

vulvo-vaginitis,  177 
of  hemorrhage  by  tam])onadc,  96 
of  hyiwnesthesia  of  the  vulva,  196 
of  hysterical  vomiting,  148 
of  kraurosis  vulvje,  191 
of  laceration  of  cei-vix  uteri,  566 

of  i)erineum,  232-543 
local,  93 

of  carcinoma  uteri,  421 
of  nial-locations  of  uterus,  (52t) 
of  menorrhajfia,  724 
of  metritis,  250 
of  mycotic  vulvo-vaginitis,  181 
of  myoma.    See  Myoma,  treatment  of 
of  obstruction  of  liowels,  161 


^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^H 

^^m                                                                                        ^^^^^^^H 

^^H          Tretttoicnt  of  ovaritiii.  2A8 

Tubemibr  vulvo-vairinitifi,  trentineot  of,     ^H 

^^^^^^B            palliative,  of  ciuvimmisi  uteri,  4'iO 

^H 

^^^^^^B                 pantTajy^nitiH, 

Tubercu](M<li!>  diiferentialvd  from  carcinouiH      ^^M 

^^^^^^H           (jf  pclvif  {>eritoiuti,H,  21<] 

uteri,  403                                               ^H 

^^^^^^H          of    pin-hiik'    m    uteri     liv    Frifdi(.V 

4ff  vulva,  355                                               ^^H 

^^^^^^H               operation, 

TubetvuUui8  vulvt^vva^utis,  170                      ^^H 

^^^^^^H           of  polypoid  LMidtx'ervicitU,  -!in 

Tubes,  Fallopian.     Same  as  I'ej'ine  tube%    ^^| 

^^^^^^H           pit'ttiinitnrv,  (or  iiiujor  14K■r:ltil>ll^,  12U 

^M 

^^^^^^H                   for  minor  o])enitions,  W 

uk■I^^^.^  iSiiuR'  us  Fiillopian  tiibos  204       ^H 

^^^^^^M          of  priiritUK               11)4 

Tubo-IijsamfUtouK  prfgiuinty,  487                            J 

^^^^^^m              pyelitis,  .'M7 

TubtHjviiriHU  uliM-ess,  277,  444                 ^^^^^J 

^^^^^^H           of  ixilundant  ptvpuce,  '112 

^^^^1 

^^^^^^K          of  rHniHexioii,  (j4(i 

Tuiuo'ts  of  bladder,  480                              ^^^^1 

^^^^^^B          of  rvtroVfrHion,  (>42,  l>4<i 

benign,  480                                   ^^^^^H 

^^^^^^^M          of  Malpingitih,  2Hb 

malignant,  481                            ^^^^H 

^^^^^^M          of  saii'otiin  Htvri,  427 

ofbroud  lignment.s,  47rt,  477             ^^^^^| 

^^^^^^1                    of  the  vulva,  3'>4 

118  a  dkUHf  of  HteriJity,  734-789          V^^^^f 

^^^^^^1           of  tDecomlun' iK'iiinj-rhiigi^,  H^i 

cystic,    ovarian,    (li'fftTtntiMte<l    fnin^^^^B 

^^^^^^H           of  ^niiill  pe<itiDei)Inti'«l  itiyouia,  37() 

sactoMilpinx,  2K1                                ^H 

^^^^^^H           of  stolid  tumors  itf  ovurv,  tHU 

of  ovary,  4;W                                        ^H 

^^^^H 

of  Fallopian  tubes,  47(>                                ^^M 

^^^^^^H           of  »«n)Hirctlinii  ub»i<^x'i<s,  H.'VJ 

fiitty,  of  vulva,  'V>n                                      ^^M 

^^^^^^1           of  sypliilitic  vulv<J-vaginiti^,  1H2 

inflBioiniiiipry,  differentiated  from  ova-     ^H 

^^^^^^1 

ritin  i-vsi,  450                                            ^^M 

^^^^^^H           of  lubul  prt'^naney,  4'<)3— tl>o 

intesttnul,  ditlerentiatcd  from  avariiin     ^^M 

^^^^^^B          of  tutK-iniUir  vulvo-VH^inilis,  180 

L-VHt,  402                                                     ^H 

^^^^^^1           of  tirt'tero-vuj^niil  tihtnlu,  1*02 

difli'rentiHted  from   aactomlpins,      ^H 

^^^^^^H           of  urt4briti>«,  'X^H 

^1 

^^^^^^m               vagiiiiHiinis,  197 

ovarian,  44()                                           ^^M 

^^^^^^1           of  vej^tco-vn^'iiuij  tisliiiit,  .^81-(^1 

infection  in,  446                                     ^^M 

^^^^^^r           of  vuivo-vu^initiK   17'),  J  70 
^          Trendderibiir^rV  pf>fiiti<iii,  119 

pres»(U]v  syiu[itum«  of,  454 >                 ^^M 

rupture  nf  cyst  in,  44X                      ^^M 

^^^B                          ailvunht^Hs  o|,  120 

sei'cjudiiry  changes  in,  44ti          ^^^^^B 

^^^1                               objer-tioiis  to,  1 20 

KViiiplonintolo^y  of,  449              ^^^^^M 

^^^1                           HiMitiiu-s  for,  120 

twl«tinj;  of  iRnlicle  in.  447           ^^^^^| 

^^m 

phanitioi,  ditleiviJtiiiied  (uHu  nvjiroi^^^^B 

^^M           Tubal  ubortion.  48C 

cyst,  i'ti't                                                  ^H 

^^^^^^_           prt^gninicv,  4^1 

of  i-oiiiid  liifunient^i  47lS.  477                        ^^M 

^^^^^^H                                of,  482 

Hiilid,  (»f  ovtirv,  431                                       ^H 

^^^^^^H                                of,  482 

of  (Ilk',  (liflvrentiuted  ti^>ai  xirlt^     ^^^ 

^^^^^^H                                   4H!> 

Kitlpiux,  28:1                                     ^^H 

^^^^^^P                                of,  482 

of  urethni,  47K                                            ^^H 

^^^^^^                   development  of,  486 

of  urinsiry  (ir^:in!<,  47fi                                  ^^1 

^^^H                           dinf;iioKi!4  of,  41^0 

uterine,    dilTerentuitiNl     from   ovgi^nnil             J 

^^B                                  differLMitial,  491 

cyst.  45(>                                                    ^^J 

^^^1                         difl'erentiiiti.-<|  froiii  ovarian  cyst, 

of  vapinii,  349                                               ^^M 

^^m 

of  vulva,  34*.)                                             J   ^^H 

^^^M                                  fmni  sIu■to^«nlpinx,  28^{ 

TTm[Minite^    <liflereotiutiil    frotn   ovnmn     ^^M 

^^^^                              ("tiology  <»r,  4H] 

eyst,  457                                                          ^^M 

^^^                           rrtNpii'oey  of,  4Hii 

^^1 

^L                                   placenlii  of,  4S2 

T^LCER  of  e«rvix  uteri,  217                        ^H 
L       rieenOive  eVKtitLs  338                    ^^^H 

^^^a                            pni^tioi^is  of,  41)2 

^^^H                           Hecniidiiry  chiiiiKt^  iu,  487 

volvo-vnKinitis  173                   ^^^^^| 

^^^K                          '«yii)|itoiii.t  (if,  4SS 

rmlnlii-al  liemia,  450                                ^^^^^B 

^^^H                           tn.-jilMti'nt  of,  4W 

l'nil<K-tiIftr  ovarian  cynl,  434                            ^^M 

^^^^L                             of.  ixi\ 

Frfii'lius.  rvRt  of,  clitli-reniiatiHl  fnim  of»^^^H 

^^^^                              uiiipidlitr.  4s:t,  4K4 

l^^^^^l 

^^^y                               int«.M>ililiHl,  4.S.S 

I'n^ter,  iittlieteriziilion  of,  S2                    ^^^^^H 

m                                          isthmif.  483,  484 

t'Xploniiion  nf,  82                                ^^^^H 

1                           rupture,  48<i 

woundniif.     .Vrr  Woiindu  of  uivl«r.         ^^H 

■                     Tubert-nliir  cvHt»tif«,  33t*» 

l'retenM'yr.iriFitiitiiy,  :{09                           ^^^^^^ 

endomttritis,  '2l\\ 

Utero-Vii^iiiiil  fiMtula,  57l>,  602                  ^^^^^| 

peritonitin,  2!>0 

^^^^^^1 

ultMTof  it'n'jx  utt'ri,  21M 

dingnoAiH  of,  lSf)2                         ^^^^^H 

vuivivvnpinitis,  171* 

trpntment  nf.  MTI                       ^^^^M 
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Ureteron'haphy,  308 
Urethra,  carcinoma  of,  479 
caruncle  of,  478 

as  a  cause  of  sterility,  734-739 
dilatation  of,  in  treatment  of  cystitis, 

343 
polypi  of,  479 
prolapse  of,  331 

description  of,  331 
sarcoma  of,  479 
tumors  of,  478 
warts  of,  479 
Urethral  carancle,  328 
Urethritis,  326 

diagnosis  of,  326 
etiology  of,  326 
gonorrhoeal,  326,  330 
pathology  of,  326 
treatment  of,  330 
Urethixj-vaginal  fistula,  579,  601 
Urinalysis,  79 

Urinary  organs,  examination  of,  79 
by  cystoscopy,  80 
by  palpation,  80 
by  percussion,  80 
tumors  of,  476 
Uterine  appendages,  removal  of,  JW)1 

effects  of,  312  ' 

atrophy  as  a  cause  of  sterility,  734- 

739'  '  ' 

discharges  in  carcinoma,  398  , 

displacements  diflerentiated  from  sac- ! 

tosalpinx,  284 
glands,  222 

invagination  of,  222 
hemorrhage.    See  Menorrhagia. 

between  ages  of  forty  and  fifty, 

724 
during  period  of  maturity,  724 

of  menopause,  724 
during  senility,  724 
in  spinsters,  724 
moles,  722 

cystic,  722 
fleshy,  722 
hyda'tifoi-m,  722 
myoma,  67 
probe,  75 
sound,  75 
tenaculum,  04 
tubes.     iSee  Fallopian  tubes, 
tumors    difTerentuUed    from    ovarian 
cvst,  456 
terus,  23 

acce!««>ry,  501 
anatomy  of,  19>< 
anteflexion  of,  67 
applications  to,  247 
arteriosclerosis  of,  254 
atrophy  of,  251,  717 
concentric,  717 
exccntric,  717 
puei-peral,  254 
bicornatc,  501 
carcinoma  of.     Sfe  Cairinoma  uteri. 


Uterus,  cervix,  arbor  vitee  arrangement  of, 
198 
curettage  of,  245 
cystic  mole  of,  722 
descent  of,  555 

complete,  623,  624 

treatment  of,  636 

by  hysterectomy,  636 
by  various  operations,  637 
dilatation  of,  78,  112,  245 

by  diverging  instruments,  112 

by  Dudley's  method,  112 

by  graduated  sounds,  1 12 

by  incision,  112 

by  instruments,  78 

by  Schroeder's  method,  112 

by  sounds,  78 

by  tents,  78,  112 
displacement  of,  609 

diagnosis  of,  614,  615 

symptoms  of,  614,  615 
double,  501 
epithelium  of,  199 
fleshy  mole  of,  722 

general  considerations  of,  198 
emorrhage  of,  720 
hernia  of,  711 
hydatids  of,  722 
hydatiform  mole  of,  722 
ichthyosis  of,  403 
infantile,  500 
inflammation  of,  198 
inversion  of,  697 
acute,  705 

treatment  of,  705 
anatomy  of,  099 
diagnosis  of,  700 

differential,  701 
etiology  of,  697 
mechani»m  of,  699 
pathology  of,  699 
prognosis,  704 
statuHticH  of,  697,  698 
symptoms  of,  700 
treatment  of,  705 

by  Browne's  method,  710 
by  colpeurynter,  709 
by  elastic  pressure,  70i) 
by  Emmet's  method,  706 
by  hysterectomy,  710 
by  incision,  709 
manual,  70<i 
by  spiral  spring,  709 
by  Tait's  method,  708 
by  taxis,  706 
by  the  water  bag,  709 
by  White's  method,  70ft 
in-igation  of,  247 
location  of,  610 
lymph  spaces  of,  199 

vessels  of,  199 
malfonnations  of.    Se-e  Malformations 

of  uterus, 
mal-locations  of,  617 
nnte-Iocation,  618 


^H                                                      W^B^^^^^^^I 

^^K         UteniH,  inal-lociitionK  of,  )iM-t!(it,  til 7 

Va^nal  operaiiotvH,                           ^^^^^^H 

^^^^H               (lf?<cem, 

for.  41'              ^^^^^^H 
^ctiou,  1:14.  :m>,  :i24                      ^^^^| 

^^^^^^H                                     CliUIM-  of, 

^^^^^^^^^_ 

^^^^H 

^^^^^^^^^H 

hyst^^ri:'<'l4>iiiY  by,  419                    ^^^^H 

^^^^^^^1 

p<K>teriur,  309                               ^^^^H 

^^^^^^^^^H 

^^^^H 

^^^^^^^^H 

VogiiUiinius,                                                ^^^^H 

^^^^^^^^^1 

^^^^1 

^^^^^^^^H                                        (52^1 

uf,  197                                  ^^^^1 

^^^^^^^^H 

VngintliH,                                                     ^^^^H 

^^^^^^^^^H 

eniipliy.Heinutoiis,  I8t>                             ^^^^H 

^^^^^^^^^H 

treatment  of,  187                          ^^^^B 

^^^^^^^^H                                       629 

grantilar,  174                                                  ^| 

^^^^^^p 

Van  II<»ok'H  opvnition  for  ureteral  annitto-      ^M 

^                                 niechutiiruL  ti'iV 

niONis,  8C)9                                                         ^H 

^^^^^m 

Varix  of  tbe  vulva,  34i>                                      ^| 

^^^^^^                  bitenii  Uit'aliim,  (ilH 

tri'^tment  of,  34l>                                  ^| 

^^^^                           |»rolap;«e,  61 H 

Vasi  elTfrt'ntia,  441                                               ^| 

^^P                 mtitiire,  2:t,  24 

Ventral  fixation  in  iii-ntnient  of  retwver-      ^| 

^^H                  n<»nnal  itn^vt^rin-nts  of,  i.ill 

ninn  of  litems,  l>71                                       ^| 

^^H                          {»i«.itinn  ill',  ino 

heniia,  bVJ                                                        ^H 

^^^1                                        Ml  ppO  ll.H  4)1.,   1(1- 

V<^i>iion,  lalrrjjl,  677                                             ^H 

^^H                  jfierfnrutinu  of,  fiUi 

A'e*.i(^al  roTiiiiliejdionh,  V.W                           ^^^^B 
Vci>ii'o-n'i'tal  fasi'ia,  52o                               ^^^^H 

^^^1                  ptiyKinln^y  of.  I'.IS 

^^H                  {jo^kiun  tfl*.  OHl 

VeHiLMHiterine  fistula,  •'»"',•,  .i99                 ^^^^^ 

^^H                  pivnmtuix^  dinditiiiuunt  nf,  50ti 

Vesii'o-iiti'ro-vapinal  tisinta,  o79                ^^^^^| 

^^H                 Niiivoiiiii  of.     Srr  S^iroxiiti  itt«ri. 

Ve$iic(>-va;Lrit)al  listiiln,  o79                          ^^^^| 

^^^1                  Nenilr, 

aty[>ieal  easi>>,  o98                        ^^^^| 

^^B                  Nf|i|tis, 

course  of,  oSO                                   ^^^^| 

^^^H                  (opinil  sippticntintis  to,  97 

cvKtitirt  from,  5H0                         ^^^H 

^^^1                  toi-sioii  of,  <3i)'> 

dlngtioKis  of,  581                           ^^^H 

^^H                tnucH)riUK,  iH)Z 

«tlo1o^^  of.  5H0                             ^^^H 
njK'miivi'  tix-atnient  of,  5R2          ^^^H 

^^V                  wa8hiTi>c  nnl  of,  24ti 

propiosis  ot',  oXl                                 ^^M 

^H          "IfAGINA,  n)>^fiKv  of.  ")04 
^H           T     iiitifii-ial,  .V21 

|)ni[4iylaxis  uf,  581                       ^^^^^^ 

Hyniptotns  of,  oSO                          ^^^^^| 
Vesicular  vnlvovuginitis,  178                   ^^^^H 

^^H                  i)ti\^sia  of,  '><H,  50') 

^^^1                  (itrcinoniu  of,  ?i^~ 

Vicurious  nii'UNtriialion,  717                                 ^H 

^^^1                           of,  tVv> 

Vii-ehow,  en-Hipelas   nuilipimni  inleiTiiuii,       ^M 

^^H                (>xU'nst(»n  of  ntivinanm  uteri  to,  405 

2<>2                                                                        ■ 

^^^1                   tibroaiata  of,  -Vi^ 

Viwenil  dJKorders  in  ean-iiu»nin.  8W                 ^M 

^^^M                 fiiiilforruatinn)^  of.     >S>r  Mnlfommdons 

VniiiitinK,  liystei-ical.  treatment  of,  148             ^M 

^^^1                    of  va^nu. 

Vulva,  rannnonja   of.     .Scf   ("'an'inoma  of     ^M 

^^H                  s:irc'oi)ia  of,  :{•'>? 

^^^^^1 

^^^B                  septa,  •'Hl4 

rbnnrroid  of,  182                                   ^^^^| 

W^^T                   lopinil  applit-aliotiiH  lo,  I'H 

^^^^1 

P                            tiiniors  of.     Ser  Tunioi^i  of  tLt?  VH^tia. 

^^^^^1 

1                   Vaginal  evstotomv  in  tn-almonl   of  cv«*ii- 

I'lielionilroina  of,  355                              ^^^^^H 

tis,  ■:U4 

opitbc'iionui  of,  .S5.S                             ^^^^H 

drjtiuaffe,  142 

fatty  tumors  *if,  855                            ^^^^H 

ia  al)(JominaI  iiiyotnectorny,  3R4 

lihronia  of,  IVht                                       ^^^H 

hystert'i'tamy,  ol4,  4<H» 

lia^uiatonia  of.    SW  rifpniatonm  of  ibe      ^| 

afler'tR'Jvtnifiil  of,  418 

^M 

by  forri|»rc*?wiirc,  400 

herpew  of,  171                                                ^H 

by  lipifiiri',  417 

lipoma  of,  ;i55                                       ^^^^B 

let'hnitpU'  of,  Hl^ 

of,  180.  :t5.'>                             ^^^1 

in  frfalmt'iit  of  tiiroinoiim  uteri, 

nuiltorrnution!*  of,  505                         ^^^^H 

4ori 

mycot^es  of.  1S2                                    ^^^^^| 

of  inyomu,  ;^77 

neurnnm  <>(,  .'{55                                 ^^^^H 

hysterorrhai>1iy.  Ti".*! 

of,                                          ^^^^^1 

inct!<)oti  anil  (iniinit^e,  817 

854                                   ^^^^^1 

for  cJironir  8alpinf{ittK,  317 

twhiiique  of,    318, 

topical  ap^UctitiouB  to,  l*ft                  ^^^^H 
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Vulva,  varix  of.    See  Varix  of  the  vulva. 
Vulvitis,  170 

furuncular,  186 

treatment  of,  186 
glandular^  188 
Vulvo-vaginitis,  170 
catarrhal,  172 
chronic,  174 
classifications  of,  170 

anatomical,  170 

bacteriological,  170 
definition  of,  170 
diagnoMs  of,  175 
diphtheritic,  170,  179 

treatment  of,  179 
emphysematous,  170 
erysipelatous,  170,  178 

treatment  of,  179 
erythematous,  178 
etiology  of,  171 
follicular,  170 
furuncular,  170 
gangrenous,  179 
glandular,  170 
gonorrhoeal,  170,  177 
hemorrhagic,  172 
mycotic,  170,  180 

treatment  of,  181 
pathology  of,  172 
pseudodiphtheritic,  170,  179 
senile,  170,  183 
special  forms  of,  177 
superficial,  170,  182 


Vulvo-vaginitis,  suppurative,  172 
symptoms  of,  175 
syphiliUc,  170, 182 

treatment  of,  182 
treatment  of,  175,  176 
tubercular,  treatment  of,  180 
tuberculous,  170 
ulcerative,  173 
vesicular,  178 


WAIST  constriction,  154 
Warts,  351 

gonorrhoeal,  351 
non-specific,  351 
simple,  351 
syphilitic,  351 
of  urethra,  479  , 

Webster,  J.  C,  on  enteroptosis,  637 
Werth  on  regeneration  of  endometrium, 

248 
Wertheim  on  gonorrhoea,  163 
White's  treatment  of  inversion  of  uterus, 

709 
Wolffian  body,  433,  441,  496 

ducts,  496 
Women,  education  for,  23 
Wound,  abdominal,  bandage  for,  130 
closure  of,  125 
by  buried  suture,  127 
by  subcutaneous  8utiu%,  127 
dressings  for,  130 
of  lureter,  308 
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A  HISTORY  OF  AURICULAR  CONFESSION  AND  INDULGENCES 


IN  THE  LATIN  CHURCH.     In  three  octavo  volumes  of  about  500  pages  each. 
Per  volume,  cloth,  $3. 

THE  MORISCOS  OF  SPAIN:  THEIR  CONVERSION  AND  EXPULSION. 

Id  one  royal  12mo.  volume  of  about  425'  pages.     Extra  cloth,  $2.25,  n^ 

STUDIES   IN  CHURCH  HISTORY,     New   editiun.      12mo,  605  pi^es. 

Cloth,  $2.50. 

■  SUPERSTITION  AND  FORCE;  ESSA  YS  ON  THE  WAOER  OF  LAW, 


THE    WAGER    OF  BATTLE,    THE    ORDEAL    AND    TORTURE.      Fourth 
edition,  thoroughly  revised.     In  one  roj-al  12mo.  volume  of  629  pages.     Clo4ii.  $2.75. 

LEA'S  SEEIEB  OF  MEDICAL  EPITOMES.  Covenn?  the  entire  Held  of  medicine 
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LOOMIS  (ALFRED  L.)  AND  THOMPSON  (W.  OILMAN),  Editors.  A  SYS- 
TEM OF  PRA  CTICA  L  MEDICINE,  hi  Contributions  by  Various  American  Authors. 
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Ciinicai  ManxuUs^  page  13. 
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POSEY  (W.  C.)  AKD  WRIGHT  (JONATHAN).  A  TREATISE  ON  THE 
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PYE-SMITH  (PHILIP  H.).  DISEASES  OF  THE  SKIN.  In  one  12mo.  volume 
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RICHARDSON   (BENJAMIN  WARD),    PREVENTIVE  MEDICINE.    In  one 
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0 LOO  10 A  L  ANATOMY.  Sixth  edition.  Octavo,  602  pages,  with  351  illustrations, 
including  34  colored  tn^et  platen     Cloth,  $4.00,  net,     Jtut  Ri'ady. 

SCHMIDT  I L0UI3  E.  K  AN  EPITO  ME  OF  GENITO-  URINA  BY  AND  VENE- 
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BLADE  (D,  D. )  >    DIPHTHERIA  ;  ITS  NA TUBE  AND  TREA  TMENT.    Second 

edition.     In  one  royal  12ino.  volume,  1&8  pages.     Cloth,  $1.25. 
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THERAPEUTICS  AND  MA  TERIA  MEDICA.    Fourth  and  revised  ediUon. 

In  two  octavo  volumes,  cootaiuing  llii36  pages.     Cloth,  $10. 

STILLE   (ALFRED),  MAISCH   (JOHN   M.)  AND  CASPARI  (CHAS.  JR.). 

THE  NATIONAL  DISPENSATORY  :  t  ontaining  the  Natural  History,  Chemistry, 
Pharmacy,  Actionu  and  Uj*e«  of  Medicines,  inehuliug  th\)se  recognized  in  the  latest  Phar- 
macopoeias of  the  United  States,  Great  Brilian  and  Germany,  wilh  numerous  references 
to  the  French  Codei.  Fifth  edition,  revified  and  enlarge<l  in  accordance  with  and  embrac- 
ing the  new  U.  S.  Pitarmacapotia,  Seventh  Decennial  Revision.  With  Supplement  contain- 
ing the  new  edition  of  the  Natimfd  Forviulory.  Imperial  octavo,  2025  pages,  with  820  en- 
gravings    Cloth,  $7.25  ;  leather,  $8.     With  Thumb  Index.    Cloth,  $7.76;  leather,  $8.60. 

BTIMSON  (LEWIS  A.).    A  MANUAL  OF  OPERATIVE  SURGERY.    Fonrtb 

edition.     In  one  royal  l2mo.  volume  of  5ttl  pageH,  with  2VS  engravings.    Cloth,  $3.00,  net. 


A  TREA TISE  ON  ERA  CTURES  AND  DISLOCA  TIONS.     Third  edition. 

In  one  handsome  octavo   volume  of  842  pages,  with  336  engravinga  and  32  fulUpage 
plates.     Cloth,  $6n<<;  leather,  $ti,  net;  half  morocco,  $6.60,  net. 

STUDENTS'  QUIZ  SERIES.  A  Series  of  Manuals  in  auction  and  answer  form,  for 
Students  Hud  Practitioners,  covering  the  essentials  of  medical  science.  Thirteen  volumes^ 
pocket  site,  convenient,  authoritative,  well  ilhu^trated,  hand«*omely  bound  in  cloth, 
aud  issued  at  a  low  price.  1.  Anatomy  (double  number);  2.  Physiology;  3.  Chemistry 
and  Phyfdca ;  4.  Histology,  Pathology  and  Bacteriology ;  5.  Materia  Medica  and  Therm* 
neutics;  *i.  Practice  of  aledicine;  7.  Surgery  (double  number);  8,  Genito-Urinary  and 
V'euereal  Lheeatiew;  9.  DtKeasett  of  the  Skin;  10.  Waease*  of  the  Eye,  Ear,  Throat  and 
Nose;  11.  Obstetrics;  12.  GyneooJogv;  13.  Disea^iei-  of  Children.  Price,  $1  each,  except 
Noa.  1  and  7,  Anatfim^  nrwf  Surornf,  wnich  being  double  nuinbeis  are  jiriced  at  $1.7.5  even. 
Full  specimen  drcuiar  on  application  to  publishecb. 
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STXTDENTS"  SERIES  OF  MANUALS.  A  Series  of  Manuals  by  Kminrat  Teachers 
or  Eiaminers.  The  iroliiraeH  are  pocket-^ize  12aios,  of  from  300-640  fwigee,  profiwely 
illustrated,  luid  bound  in  red  liiup  cloth.  The  following  volumes  may  now  be  an- 
nounced: Herman'**  First  Lines  in  Midwifery,  $1.25;  Bbuce'b  Materia  Medica  and 
Therapeadcs  fsizth  edition),  $1.50,  net,-  Ki.ein's  Eiementrt  of  Histology  f5th  editton)^ 
$2,00,  net;  Pei-pfr'b  Surgical  Pathology,  $2;  TREVES'  Surgical  Applied  Anatonayj 
$2.00;    Kaue'8  Clinical  Chemistry,  $1.50. 

For  separate  notices,  see  under  'Various  authors*  names. 

STURQES  (OOTAVIUS).  AN  INTRODUCTION  TO  TEE  STUDY  OF  CLIN- 
ICAL  MEDICINE.     In  one  12mo.  volume.     Cloth,  $1.26. 

SUfEE  (W.  NORWOOD).  A  MANUAL  OF  REFRACTION  AND  MOTILITY. 
12mo.,  882  pages,  101  engravings,  4  colored  plaies.     Cloth,  $2.10,  net.     Jtn£  Readx/. 

SUTTON    (JOHN   BLAND).     SURGICAL   DISEASES   OF    THE   OVARIES 

AND  FALLOPIAN  TUBES.     Including  Abdominal  Pregriancy.     In  one  12mo.  vol- 
ume of  513  pages,  with  119  engravings  and  5  colored  plates.    Cloth,  $3. 

SZYMONOWICZ  (L.)  AND  MacCALLUM  {JBRUCE^.  A  TEXT-BOOK  OF 
HLVroLOGY  OF  THE  HUMAN  BODY:  including  Microfcoiiical  Technique. 
Uctavo,  437  pag*8,  with  277  original  engravings  and  67  inset  plates  in  black  and  colore, 
contaimiag  81  figures.     Cloth,  $4.75,  nft.     Jvtt  Rtady. 

TAIT  f LAWSON  * .  DISEA SES  OF  WOMEN  A ND  ABD OMINA L  S URQER F. 
Vol.   1.  contuinH  554  pageu,  62  engravings,  and  3  plates.     Cloth,  $3. 

TAYLOR  (ALFRED  S.).  MEDICAL  JURISPRUDENCE.  From  the  iwelAh 
English  edition,  revised  by  Clark  Bell,  Esq.,  of  the  N.  Y,  Bar.  Dctavo,  831  pages, 
with  54  engravings  and  H  full-page  platee.     Cloth,  $4.50;  leather,  $5.50. 

TAYLOR  (ROBERT  W.).  GENITOURINARY  AND  VENEREAL  DIS- 
EASES AND  SYPHILIS.  Second  edition.  Octavo,  720  pages,  with  135  engravings 
and  27  colored  plates.    Cloth,  $5.00  ;  leather,  $6.00;  half  morocoo,  $6.50,  net 


A  PRACTICAL  TREATISE  ON  SEXUAL  DISORDERS  I^  THE  MALE 

AND  FEMALE.  Second  edition.  Octavo,  434  pages,  with  91  engravings  and  13 
plates.     Cloth,  $3.00,  net 

J    CLINICAL    ATLAS    OF    VENEREAL    AND    SEIN    DISEASES. 

Including  Diagnosii*,  Pro^osis  and  Treatment,  lu  eight  large  folio  partw,  measuring 
14  1 13  inches,  and  comprising  213  beautiful  Hgures  on  58  full-page  chromo-lithographic 
plates,  85  fine  engravings,  and  425  pasres  of  text.  Bound  in  one  volume,  half  Turkey 
Morocco,  $28.     Specimen  plates  by  mail. 

TAYLOR  (SEYMOUR).  INDEX  OF  MEDICINE.  A  Manual  for  the  u«e  of  Senior 
Students  and  others.    In  one  large  12mo.  volume  of  802  pages.     Cloth,  $3. 75. 

THOMAS  (T.  GAILLARD)  AND  MUNDE  (PAUL  F.).  ^  PRACTICAL 
TREATISE  ON  THE  DISEASES  OF  WOMEN.  Sixth  edition,  thoroughJy 
revieed.     Octavo  ii24,  pages,  with  347  enKTavings.     Cloth,  $6 ;  leather,  $6. 

THOMPSON  (W.  OILMAN).    A    TEXT-BOOK  OF  PRACTICAL  MEDICINR 

For  iStudent.<<  and  Practitioners.  Second  edition,  I  >ctJivo,  1014  pages,  with  69  illostrm- 
tioD&     Cloth,  $5.00,  leather,  $6.00,  half  morocco,  $6.50,  net.    Jvnt  Etadi/. 

THOMPSON  (SIR  HENRY).  THE  PATHOLOGY  AND  TREATMENT  OF 
S'TRIl'TURE  OF  THE  URETHRA  AND  URINARY  FISTULA.  From  the 
third  Englii.li  edition.    Octavo,  359  pages,  with  47  engravings  and  3  plates.    Cloth,  $3.50. 

TIRARD  (NESTOR).    MEDICAL  TREATMENT  OF  DISEASES  AND  SYMP- 

TOMS.     Handiomie  wtavo  volume  of  627  pages.     Cloth,  $4.00,  net. 

TREVES  (FREDERICKS.  OPERATIVE  SURGERY.  In  two  8vo.  volumes  con- 
taining 1550  pages,  with  422  illuatrations.     Cloth,  $9;  leather,  $11. 
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